
PROVIDENCE PEDIATRIC PRACTICE, LLC 
INFLUENZA DRIVE-UP CLINIC SCREENING QUESTIONNAIRE 

**Please complete this on the day of the scheduled vaccine**

CHECK IN WITH NURSE IN PARKING LOT FOR ALL FLU CLINICS 

If any insurance change, please call and speak with the office


Patient's Name: ______________________DOB: ______________Today's Date: _________ 
Please specify insurance carrier: ________________________________


1. Is your child currently sick with a fever 99.5 degrees or greater? 	 	 YES 	 NO

2. Does your child have a cough/sore throat/shortness of breath/exposure to someone that 
was positive for Covid in past 14 days or are awaiting test results/have been out of state in 
past 2 wks OR have tested positive themselves to Covid in the past 10 days?  	 YES 	 NO

3. Has your child ever had a serious reaction to flu vaccine? 	 	 	 YES 	 NO

4. Does your child have an immunocompromising condition (ie cancer, leukemia, lymphoma,

kidney removed, CSF leak or cochlear implant) or take a medication (ie steroids or 
chemotherapy) that lowers the body's resistance to infection? 	 	 	 YES 	 NO

5. Does your child have asthma or recurrent or active wheezing? 	 	 	 YES 	 NO

6. Does your child have close contact with anyone who has a weakened immune system

(ie receiving chemotherapy or has had bone marrow transplant)? 	 	 	 YES 	 NO

7. Does your child have any known allergies? 	 	 YES (specify______________) NO

8. Has your child received a vaccine within the past 30 days? 	 	 	 YES 	 NO

If yes, please specify:_________________________________


Parents: Please complete this form before your visit on day the vaccine is to be administered 
to ensure accurate reporting of symptoms. Please alert our office if you answered YES to any 
of the above questions. Be prepared to wait in the parking lot for 10 minutes after your child 
has received their flu vaccine to make sure that your child does not have an adverse reaction – 
this is mandated by your Doctor, the American Academy of Pediatrics and the CDC.


PARENT/GUARDIAN SIGNATURE: __________________________ DATE: _____________________


HELPFUL HINTS 
Please stay in your car. 
Please wear masks, even while in the car during vaccinations. 
Please remove your child from their car seat. 
Please remove sleeve of your child's non-dominant arm if older than 1 year. 
Please remove pants so one thigh is exposed if child is one year old or younger. 
Always make sure that your car is in PARK when your car is first in line. 
You will need to remain in the parking lot for 10 minutes after your child has received their flu 
vaccine to make sure your child does not have a reaction. 


