PATIENT INFORMATION:  HEPATITIS B VACCINE CONSENT FORM
Department Charge Code Number _______________________________________
Name _______________________________________________________________
Duke ID _____________________________

Medical History:

If the answer to any of the following questions is YES, we may need to check with your

physician before administering the Hepatitis B vaccine.  

Injection 1   Injection 2   Injection 3
[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   1.  Have you ever had a serious allergic reaction or other 






         problem to a previous Hepatitis B vaccine?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   2.  Do you have thrombocytopenia, hemophilia, or other 






         coagulation disorders?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   3.  Are you allergic to yeast or the preservative 






         Thimerosal?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   4.  Do you presently have a moderate or severe illness 






         with or without fever?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   5.  Are you presently taking immunosuppressive therapy, 






         such as steroids, oral cortisone or chemotherapy?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   6.  Are you pregnant or do you think you might be 






         pregnant?  Are you currently breastfeeding?

[ ]Yes [ ]No   [ ]Yes [ ]No   [ ]Yes [ ]No   7.  Do you have Multiple Sclerosis?

Adverse Reactions:

· As with any medicine, there are very small risks that serious problems, even death, could occur after getting a vaccine.

· The risks from the vaccine are much smaller than the risks from the diseases if people stopped using vaccine.

· Hepatitis B vaccine is usually not given during pregnancy unless specifically ordered by your physician.

· Most people who get Hepatitis B vaccine do not have any problems with it.

· Multiple Sclerosis:  Although no causal relationship has been established, rare instances of exacerbation of multiple sclerosis have been reported following administration of hepatitis B vaccines and other vaccines.  In persons with multiple sclerosis, the benefit of immunization for prevention of hepatitis B infection and sequelae must be weighed against the risk of exacerbation of the disease.

Mild problems

If these problems occur, they usually start within hours to a day or two after vaccination.  They may last 1-2 days:

· Soreness, redness, or swelling where the injection was given

· Headache or dizziness 

· Low grade fever

· Rash, nausea, joint pain, mild fatigue 

Acetaminophen or ibuprofen (non-aspirin) may be used to reduce soreness.

Severe problems

These problems happen very rarely:

· Serious allergic reaction

· Deep, aching pain and muscle wasting in upper arm(s).  This starts 2 days to 4 weeks after the injection and may last many months.

INFORMED CONSENT

WAIVER/RELEASE FORM
I have read both the Patient Information Material and the CDC Vaccine Information Statement        (publication date 7/18/07) on Hepatitis B vaccine.


I have had the opportunity to ask questions.  I understand the benefits and risks of being given this    vaccine.  All questions have been answered to my satisfaction.


I do not have any special medical conditions, or known allergies, nor am I aware of any special    precautions which need to be taken in administering this vaccine.


If I do have any such medical conditions or known allergies or I am aware that certain precautions need  to be taken before administering this vaccine, I will inform the medical staff prior to being given this vaccine.


I hereby request and give consent for myself to be immunized with the Hepatitis B vaccine, given in three doses during a six month period.

□ By Checking this box the undersigned gives consent for a 1 time only Vaccine Booster due to a low titer. SIGNATURE _____________________________________  DATE  ________________
WITNESS _______________________________________  DATE _________________

HEPATITIS B #2 INJECTION:
I have read the above information and hereby request and give consent for myself to be immunized with Hepatitis B vaccine.

SIGNATURE _________________________________________ DATE __________________

:

HEPATITIS B #3 INJECTION:

I have read the above information and hereby request and give consent for myself to be immunized with Hepatitis B vaccine.

SIGNATURE _________________________________________ DATE __________________


	
	First
	Second
	Third

	Vaccine
	Engerix  B
	Engerix B
	Engerix  B

	
	
	
	

	Route and Site
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	Manufacturer
	GlaxoSmithKline
	GlaxoSmithKline
	GlaxoSmithKline

	Lot Number
	    ___________________
	__________________
	__________________

	Expiration Date
	____________________
	__________________
	__________________

	Given by
	    ____________________
	__________________
	___________________



If you decide to decline the hepatitis b vaccine, please read and sign below.

_______ I am declining because I have already been vaccinated. 

  I completed the Three Dose Hepatitis B Vaccine Series:  Yes / No      Date __________________







   Please Circle
________ I am declining for other reasons

I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring Hepatitis B virus (HBV) infection.  I have been given the opportunity to be vaccinated with Hepatitis B vaccine, at no charge to myself.  However, I decline Hepatitis B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If, in the future, I continue to have occupational exposure to blood or other potentially infectious materials and I later want to be vaccinated with Hepatitis B vaccine, I can receive the vaccination series at no charge to me.

Signature __________________________________________________  Date _______________________

Witness     ________________________________________________________  Date ________________________
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