      Mpox Vaccination Screening and Consent Form[image: ]
This form is intended for screening of the public for vaccine eligibility, not intended for occupational health.
On 8/9/22, the FDA issued an Emergency Use Authorization (EUA) for use of JYNNEOS in eligible individuals younger than 18 years of age. Review the EUA for additional guidance on dosing and route of administration. Parental consent is required for minors.	
	     
	Vaccine Recipient Information

	Client Name (Last, First, Middle): ________________________________________                 VDH Client ID: ___________

Date of Birth: ________________                                                                                                  Age: ______
  
Address (Street, City, State, Zip):  _________________________________________              Primary Phone Number: ________________ 

Gender Identity: ☐Male  ☐Female  ☐Non-Binary  ☐Trans-Male  ☐Trans-Female  ☐Trans-Unspecified  ☐Other  ☐Unknown

Sex Assigned at Birth: ☐Male ☐Female

Race: ☐American Indian/Alaskan Native ☐Asian ☐Black/African American ☐White ☐Hawaiian Native/Other Pacific Islander ☐ Prefer not to say        
                
Hispanic/Latino: ☐Yes ☐No                                

	General Vaccine Screening Questions

	The following questions will help us determine your eligibility for vaccination today. If you answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means additional questions must be asked. If a question is not clear, please ask your vaccinator to provide clarification.

1. Are you feeling sick today? ☐Yes ☐No
2. Have you experienced any of the following symptoms in the past 14 days? Select all that apply:
☐Fever  ☐Chills  ☐Skin Rash  ☐Headache  ☐Sore Throat or Cough  ☐Swollen Lymph Nodes  ☐Muscle or Body Aches  ☐Weakness
3. Do you have a severe allergy (for example, trouble breathing) to gentamicin, ciprofloxacin; chicken or egg protein; other vaccine components; or latex? ☐Yes ☐No  ☐Don't know 
If yes, explain the reaction you had: ____________________________________________________________________________
4. Have you ever had a serious reaction after receiving a vaccination? ☐Yes ☐No  ☐Don't know 
If yes, explain the reaction you had, indicate the vaccine and the date you received it: _____________________________________
5. Have you received any vaccinations in the past 4 weeks? ☐Yes ☐No	
6. Do you have a long-term health problem with heart, lung, kidney, or metabolic disease (such as, diabetes), asthma, a blood disorder, no spleen, complement component deficiency, a cochlear implant, or a spinal fluid leak? ☐Yes ☐No  ☐Don't know 

	Mpox Vaccine Specific Screening Questions

	1. Have you received a smallpox/mpox vaccine (JYNNEOS or ACAM2000)? ☐Yes ☐No
If yes, which vaccine did you receive? ☐JYNNEOS ☐ACAM2000 ☐Other
If yes, provide the exact or estimated date you received the most recent dose: _________
2. Do you have a history of developing keloid scars? ☐Yes ☐No ☐Don't know 
3. Have you had close, personal, often skin-to-skin contact with anyone with confirmed or suspected mpox in the past 14 days? Examples include: direct contact with mpox rash, scabs, or body fluid from a person with mpox; hugging, massage, and kissing; prolonged face-to-face contact; oral, anal, and vaginal sex or touching the genitals of a person with mpox. ☐Yes ☐No  ☐Don't know 
If yes, provide the date of last known exposure: _________
4. Do any of the following apply to you? ☐Yes ☐No
· You had known or suspected exposure to someone with mpox
· You had a sex partner in the past 2 weeks who was diagnosed with mpox
· You are a gay, bisexual, or other man who has sex with men or a transgender, nonbinary, or gender-diverse person who in the past 6 months has had any of the following:
· A new diagnosis of one or more sexually transmitted diseases (e.g., chlamydia, gonorrhea, or syphilis)
· More than one sex partner
· You have had any of the following in the past 6 months:
· Sex at a commercial sex venue (like a sex club or bathhouse)
· Sex related to a large commercial event or in a geographic area (city or county for example) where mpox virus transmission is occurring
· You have a sex partner with any of the above risks
· You anticipate experiencing any of the above scenarios
· You have HIV or other causes of immune suppression and have had recent or anticipate future risk of mpox exposure from any of the above scenarios
· You work in settings where you may be exposed to mpox:
· You work with orthopoxviruses in a laboratory
· You are part of an orthopoxvirus and health care worker response team

	ONLY COMPLETE THIS SECTION IF RECEIVING ACAM2000 VACCINE

	1. Do you have a weakened immune system (such as congenital or acquired immune deficiency disorder, including leukemia, cancer, undergoing bone marrow transplantation, HIV, AIDS, other organ transplant recipient, have you had radiation treatments, or taking medications that suppress the immune system, such as high-dose long term steroids, or cancer drugs)? ☐Yes ☐No
2. Which of the following, if any, apply to you? Select all that apply: 
☐ I smoke cigarettes  ☐ I have high blood pressure  ☐ I have high cholesterol  ☐ I have diabetes (high blood sugar)
☐ I have a mother, father, brother, and/or sister with heart disease at age 50 or younger 
3. Do you have a skin condition such as eczema, dermatitis, or psoriasis? ☐Yes ☐No
4. Are you currently using a topical steroid medication to treat an eye disease? ☐Yes ☐No
5. Are you (or anyone you live with) pregnant, planning to become pregnant, or breastfeeding? ☐Yes ☐No

	Consent

	I hereby authorize the doctors, nurses, nurse practitioners or other licensed health care providers of the Virginia Department of Health to immunize me or my child named above. I understand the risks and benefits of the immunizations checked below and have had the opportunity to ask questions. I have received VACCINE INFORMATION STATEMENTS or information sheets about the immunizations. I agree that my or my child’s immunization record and date of birth may be shared with other health care providers. I understand that this information will be used by healthcare providers for the care of me or my child and for statistical purposes only. I understand that this information will be kept confidential.  I authorize VDH to release records necessary to support the application for payment by Medicare, Medicaid, and other health care benefits.  I request the third party payer to pay any authorized benefits to VDH on my behalf. The Deemed Consent for blood borne diseases has been explained to me and I understand it. I understand that medical records must be kept for a period of five years after my visit or 21 years after birth, if the client is a minor. 

NOTICE OF DEEMED CONSENT FOR HIV, HEPATITIS B OR C TESTING 
VDH is required by § 32.1-45.1 of the Code of Virginia (1950), as amended, to give you the following notice: 
1. If any VDH health care professional, worker or employee should be directly exposed to your blood or body fluids in a way that may transmit disease, your blood will be tested for infection with human immunodeficiency virus (HIV), as well as for Hepatitis B and C. A physician or other health care provider will tell you the result of the test. Under Va. Code § 32.1-45.1(A), you are deemed to have consented to the release of the test results to the person exposed. 
2. If you should be directly exposed to blood or body fluids of a VDH health care professional, worker or employee in a way that may transmit disease, that person’s blood will be tested for infection with human immunodeficiency virus (HIV), as well as for Hepatitis B and C. A physician or other health care provider will tell you and that person the result of the tests.

RECEIPT OF THE NOTICE OF PRIVACY PRACTICES
I acknowledge that I have read the Notice of Privacy Practices from the Virginia Department of Health.


Patient, Legal Guardian, POA (Print Name): __________________________ Signature: __________________________ Date: _________

	OFFICE USE ONLY

	Vaccine
	Lot Number
	Expiration Date
	Route*
	Administration Site↟
	Scheduled date for 2nd dose, if applicable

	JYNNEOS Intradermal (0.1 mL per dose)
	
	
	Intradermal (ID)
	☐ LFA         ☐ LA
☐ RFA         ☐ RA
    ☐ LPC         ☐ RPC
	

	JYNNEOS Subcutaneous (0.5 mL   per dose)
	
	
	Subcutaneous (SQ)
	    ☐ LA            ☐ RA
	

	ACAM2000
	
	
	Percutaneous (scarification)
	    ☐ LA            ☐ RA
	



*Route may be ID or SQ for JYNNEOS, and percutaneous (scarification) for ACAM2000. 
↟Administration site for ID injections is LFA (left forearm) or RFA (right forearm); alternate sites include LA (left deltoid) or RA (right deltoid) and LPC (left posterior chest) or RPC (right posterior chest). The posterior chest is the upper back below the scapula. Administration site for SQ injections is LA (left deltoid) or RA (right deltoid).

Vaccinator Name (Printed): _________________________________                        Provider #: ________________________

Vaccinator Signature: ______________________________________                       Date: _________
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