
 

 

www.abcdpediatrics.com 

 
J. Laura Arnold, M.D.    Samuel T. Tressler, III, M.D.   Megan C. Guerra, M.D. 

Richard T. Schlosberg IV, M.D.   Nicolas N. Guerra, M.D.   Katie G. Pegram, M.D. 

M. Suzanne Basey, M.D.   Susannah L. Simone, M.D.   David D. DeLeon, Jr. M.D. 

Kristin M. Wilke, M.D.    Suzanne E. Hood, D.O.   Najma A. Rinard, M.D. 

Jessica M. Gonzalez, M.D.   Melissa A. Garcia, M.D.   Donna Egbulefu, M.D. 
Steven R. Fischer, M.D.  Amy D. Garcia, M.D.    Michelle Wheeler, CPNP 

James A. Hyslop, M.D.  Ann Kuri, M.D.    Amy S. Quirke, CPNP 
 

19238 Stonehue  2200 Roy Richard Dr. 2115 Stephens Place #900  121 Bulverde Crossing, #100 

San Antonio, TX 78258 Schertz, TX 78154  New Braunfels, TX 78130  Bulverde, TX 78163 

P: 210-494-2223  P: 210-566-4777  P: 830-214-6708   P: 210-499-6400 

F: 210-494-2631  F: 210-566-4779  F: 830-358-7711   F:  210-494-2631 

 

Flu Vaccine Questionnaire 
 

Please complete all questions about your child prior to receiving the Flu Vaccine. 

Complete one for each child. 
 

Child’s Name: _____________________________ Date of Birth: _______________ Today’s Date: __________ 

 

Has your child ever been given the Flu Vaccine in the past?   Yes No 

Has your child ever had a reaction to a Flu Vaccine?    Yes No 

Does your child have asthma, wheezing or breathing problems?  Yes No 

Is your child allergic to eggs or egg protein?     Yes No 

Is your child allergic to gentamicin?      Yes No 

Is your child allergic to gelatin?      Yes No 

Is your child allergic to arginine?      Yes No 

Has your child ever had Guillain-Barre’ Syndrome?    Yes No 

Is your child on aspirin therapy?  (Between 2-17 years old only)  Yes No 

Has your child been sick or had fever within the last 48 hours?  Yes No 

Has your child received any vaccines within the last 4 weeks?  Yes No 

 

I give permission for my child, named above to receive the flu vaccine  

Signature: ____________________________ Printed Name (Parent/ Guardian):  ____________________ 

Administered by: _______ 

 

 


