GREATER GLASGOW PRIMARY CARE NHS TRUST
TOLLCROSS MEDICAL CENTRE


SCREENING CHECK LIST OF RISK FACTORS 
 INFLUENZA/PNEUMOCOCCAL VACCINE


QUESTIONS

Are you feeling well enough today to receive this vaccine?		 YES/NO

Have you ever had a severe reaction to eggs? 				YES/NO
e.g. collapse, anaphylactic shock
(If YES, please details)

Any problems with previous influenza vaccine?				 YES/NO		    (If Yes, please details)

Any severe reaction or general reaction to immunisation?		 YES/NO   		       (If YES, please details)

Have you ever received the Pneumococcal Vaccine before?		YES/NO


PATIENT CONSENT

Name__________________________ ________ 	Date of Birth______________

 I have received and understand the advice given to me and consent to the administration of the

PNEUMOCOCCAL VACCINE / INFLUENZA VACCINE

Signature ______________________________ 		 Date__________________ _______

PLEASE NOTE - INFLUENZA VACCINE CONTAINS INACTIVATED VIRUS And CANNOT CAUSE INFLUENZA

SMOKING

DO YOU SMOKE/NEVER SMOKED OR ARE YOU AN EX-SMOKER?		 ______________

IF YOU ARE AN EX-SMOKER WHEN DID YOU STOP’			_______________

IF A SMOKER - HOW MANY DO YOU SMOKE IN A DAY’			________________

IF YOU ARE A SMOKER AND WOULD LIKE TO STOP, LOCAL PHARMACIES ARE INVOLVED IN
THE SMOKING CESSATION PROGRAMME AND WOULD BE HAPPY TO OFFER YOU HELP WITH
STOPPING.

PL.EA5E HELP YOURSELF TO SMOKING CESSATION ADVICE LEAFLETS FROM RECEPTION.
