
04.	 Do you or your child suffer from egg allergy?

05.	 Have you or your child had an allergic reaction to anything else for 
which it was necessary to seek medical advice?

06.	 Have you or your child experienced any strong reactions to previous 
vaccinations?

07.	 Have you or your child had any other vaccinations in the past 
2-4 weeks?

08.	 Do you or your child suffer from haemophilia?

09.	 Do you or your child suffer from any chronic illness?

If yes, do you or your child suffer from:09a.	

09b.	 Chronic lung disease, incl. asthma

09c.	 Overweight (BMI>40)

09d.	 Neuromuscular diseases (e.g. MS)

09e.	 Chronic cardiovascular disease (not only high blood pressure)

09f.	 Increased risk for infections

(e.g. immune deficiency disease, but also other conditions such 
as cancer or autoimmunity where the disease itself or the 
treatment constitutes an increased risk of infection)

09g.	 Chronic liver or renal failure

09h.	 Diabetes mellitus

09i.	 CP/multifunction disability
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HEALTH DECLARATION
Vaccination against influenza

Fill in the health declaration individually. A 
guardian’s signature is required for children 
and young people under 18 years of age.

Vaccination date01.	   _________________________________

Civic Reg. No.02.	   ___________________________________

Name03.	   __________________________________________

English 
Engelska



14. I consent to my child being vaccinated. NoYes

____________________________________________
13. Signature of person to be vaccinated

____________________________________________
Name, please print

____________________________________________
15. Signature of guardian for underage person 

____________________________________________
Name, please print

10.	 Are you pregnant?

If yes, which week of pregnancy?  ____10a.	

11.	 Do you give your consent to your or your child´s vaccination details to 
be made available to other health carers?

Answer this question before taking dose 2  
of the vaccine against the new influenza

12.	 Did your or your child suffer any side effects after the first dose?

If yes, tick the right boxes:12a.	

	 Heavy flushing/swelling, more than 5 cm

	 Heavy flushing/swelling, more than 10 cm

	 Temperature higher than 38.5 degrees

	 Other reaction(s)

NoYes

NoYes

NoYes


