	Staff immunisation consent / refusal and record form COMMENTS  \* MERGEFORMAT 


This document remains strictly private and confidential and will be filed with your staff records.

Name of staff member…………………………………………Date of birth …………
Position in practice

Duties may include (please tick and add as appropriate):


( Handling specimens

( Wound dressings

( Instrument cleaning and reprocessing

( Cleaning of blood and body fluids

( Administration of vaccinations/injections

( Venipuncture/venisection

( Pap smears

( Diabetic testing

( Removal of sutures

( Spirometry testing

( ……………………...........

( ……………………………..

Consent to discuss immunisation history provided


( Yes  Signature required ……………………..

( No    Please complete Immunisation refusal section 

Immunisation risks and benefits advice

I,
have received information about the risks of infection that this position at the practice poses and have also had the benefits of vaccination explained to me by
.

Immunisation refusal (please also complete above statement)
I do not wish to (please tick the appropriate statements):

( Have the vaccinations listed below

( Undertake any recommended serology testing to determine my antibody levels

( Disclose my vaccination history

I agree to be immunised against the vaccines recommended & accepted below

Please list any known allergies………………………………………………..
Name of staff member…………………………………

Signature…………………………Date……………….
Name of person providing advice………………………

Signature…………………………Date……………..

This form should be accompanied by an Immunisation Fact Sheet, which can be downloaded from the Immunisation the Australia Program website at http://www.immunise.health.gov.au/.  For more information about immunisation procedures refer to Procedure 3.1.4 in this manual or contact your division.  

	Disease
	Vaccine
	Date of previous vaccination or exposure
	Serological testing  if required
	Recommend vaccination  (() and acceptance

(initial)
	Signature, Date given, batch no. & expiry date
	Post-vaccination serological testing  if required
	Date next vaccination due

	Diphtheria, tetanus
	ADT


	
	
	
	
	
	

	Diphtheria, tetanus, pertusssis
	dTpa
	
	
	
	
	
	

	Hepatitis A 
	VAQTA Adult


	
	
	
	
	
	

	Hepatitis B
	H-B-Vax II Adult


	
	
	
	
	
	

	Hepatitis A & B
	Twinrix (720/20)


	
	
	
	
	
	

	Poliomyelitis
	IPV(IPOL)


	
	
	
	
	
	

	Influenza
	Influenza vaccine


	
	
	
	
	
	

	Measles
	MMR


	
	
	
	
	
	

	Mumps
	MMR


	
	
	
	
	
	

	Rubella
	MMR


	
	
	
	
	
	

	Meningococcal C
	NeisVac-C


	
	
	
	
	
	

	Chicken Pox
	Varicella


	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Disease
	Vaccine
	Date of previous vaccination or exposure
	Serological testing  if required
	Recommend vaccination  (() and acceptance

(initial)
	Signature, Date given, batch no. & expiry date
	Post-vaccination serological testing  if required
	Date next vaccination due
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