
Lexington-Fayette County Health Department �� �

FLU HOTLINE: (859) 288-7529

�

January 5, 2010 

Dear Fayette County Public Schools Family: 

I am writing today with good news about an effort to help keep your child and family well this winter.  As you may 
know, our community saw a dramatic increase in flu-like illnesses last fall when the H1N1 virus began spreading 
throughout Kentucky and our nation.  Although illness didn’t have a large-scale effect on our schools’ overall 
attendance, our community had many children who were ill.    

While Lexington’s most widespread illnesses due to flu occurred before the vaccine was available to our community, 
the vaccine is available now.  With the most active portion of the flu season still to come, officials with the Lexington-
Fayette County Health Department and Fayette County Public Schools have developed a plan to make the H1N1 
vaccines available FREE to students and staff at school.  Let me say up front that participation is completely 
VOLUNTARY.  You do not have to allow your child to be vaccinated at school. In-school vaccination clinics are strictly 
a convenience for busy families who may have difficulty finding time to schedule an appointment at the Health 
Department or with their own family physician. 

Families who wish their children to be vaccinated at school must fill out the attached consent form completely and sign it.  
Completed forms should be returned no later than Wednesday, January 13, 2010.   You will be asked to select 
whether you want your child to have the vaccine in the form of an injection or a nasal mist. By indicating on the 
consent form that a child can get EITHER the injection or the nasal mist, you will give us the flexibility to ensure that 
there will be enough vaccine to immunize as many children as possible.  If forms are not completely filled out and 
signed with permission granted, students will not receive the vaccination.  Students who do not bring back the forms will 
not  be immunized.  If you do not want your child to have the vaccine, there is a place on the form to make that clear.   

Also included in this packet is information about the vaccine and its possible side effects. The consent form and packet of 
information including a privacy notice and schedule of clinic sites will also be available on the FCPS website (www.fcps.net) 
and on the Lexington Fayette County Health Department flu website (www.lexflucrew.com). 

If your child receives the vaccine at another location before the school clinic is held and you have already returned 
the signed consent form,  it is your responsibility to notify the school in writing. 

Parents who have concerns about their child’s eligibility for the vaccination should contact their health care provider or 
the health department Flu Hotline at 288-7529 before signing the consent form. Anyone allergic to eggs or with a 
previous bad reaction to a flu shot cannot get the H1N1 vaccine at the school clinic and should contact their health 
care provider for further guidance. 

The day the vaccine clinic is held, a notice will be sent home with your child to let you know that he or she received the 
vaccine.  If you gave permission for the vaccination, but your child did not receive the vaccine, the notice will identify 
the reason. (For example, the consent form was not complete, the child refused the vaccine, or a medical reason was 
identified by the health personnel administering the vaccine.) 

If you have any questions or concerns about the H1N1 vaccine, please call the Lexington-Fayette County Health 
Department Flu Hotline at 288-7529 or your child’s health care provider. Thank you for participating in this effort to help 
keep our community healthy.�

Melinda G. Rowe, MD, MBA/MPH
Commissioner of Health
Lexington-Fayette County Health Department
�

H1N1 SCHOOL VACCINATION CAMPAIGN 











   Please Note: 
If this document is incomplete in any section, 
the H1N1 vaccine will not be administered.                                           
No telephone or proxy request for the 
H1N1 vaccine will be accepted.                                       

HH11NN11 II nnff lluueennzzaa VVaacccciinnee SSTTUUDDEENNTT
SScchhooooll ____________________________________________________ AADDMM II NNII SSTTRRAATTII OONN RREECCOORRDD FFOORRMM 
                                                                                                                                                                                                                                                       

For Health Department Use Only 
PEF or DOCUMENT#: ______________________________ 

SCHOOL SITE: ____________________________________ 

CHILD’S NAME: ____________________________________    PARENT/GUARDIAN NAME: _____________________________

ADDRESS:____________________________________________________________________________________________________
  STREET                                             CITY                                                COUNTY       STATE                      ZIP 

AGE: ________________   BIRTHDATE: ______/______/___________     PHONE NUMBER:  __________________________________     
                                               MONTH     DAY          YEAR 

RACE:   (Check ONE or MORE)    � (W) White      �  (B) Black or African American        �  (N) American Indian or Alaska Native   
�  (A) Asian    � (H) Native Hawaiian or Other Pacific Islander 

ETHNICITY:   Hispanic or Latino � Yes    or    �  No SEX:  (Check ONE)  � Male  � Female     

Y  N
�    �    Has your child had a previous 2009 H1N1 vaccine?  ____ Nasal   ____ Shot        DATE:______________
�    �    Has your child been vaccinated with any vaccine within the past 30 days? Vaccine type: __________________ Date___________ 
�    �    Has your child had a seasonal flu vaccination within the past 30 days?  Inactivated Flu (shot) ___    Intranasal Vaccine (nasal mist) ____ 
�    �    Does your child have a serious allergy to eggs? (This does not mean they don’t like them or eggs give them an upset stomach.) 
�    �    Does your child have any other serious allergies? Please list____________________________________________________ 
�    �    Has your child ever had a serious reaction to a previous dose of flu vaccine? 
�    �    Has your child had Guillain-Barre Syndrome (a temporary severe muscle weakness) within 6 weeks of receiving a flu shot? 
�    �    Does your child have any of the following: Asthma, Diabetes, Disease of the Lungs, Heart, Kidneys, Liver, Nerves or Blood? 
�    �    Is your child on long-term aspirin or aspirin containing therapy (does your child take aspirin every day)? 
�    �    Does your child have a weak immune system (HIV, Cancer, or medications such as steroids or those used to treat Cancer?) 
�    �    Does your child have close contact with a person who is immune compromised? (Example: someone who has recently had a bone marrow transplant)?
�    �    If your child is under five years of age, have they had one or more episodes of wheezing in the last year?  
�    �    Is your child pregnant? 

Lexington-Fayette County Health Department may keep this record in a medical file. They will record what vaccine was given, when the vaccine was 
given, the name of the company that made the vaccine, the vaccine’s special lot number, the vaccine injection site, the signature and title of the person 
who gave the vaccine, and the address where the vaccine was given. The LFCHD HIPAA notice is available at www.lexingtonhealthdepartment.org.  
“I have read or have had explained to me the 2009-2010 Vaccine Information Statement (VIS) and understand the 
risks and benefits for my child to have:  (Check one)
 (  )  Nasal Mist -The Live, Intranasal H1N1 Influenza Vaccine as explained in the 2009-2010 Live, Intranasal H1N1 Influenza 

vaccine, (VIS dated 10/2/09)  
 (  )  Injection -  The Inactivated H1N1 Influenza Vaccine as explained in the 2009-2010 Inactivated H1N1 Influenza Vaccine (VIS 

dated 10/2/09)
 (  )  Either the Live, Intranasal H1N1 Influenza Vaccine (Nasal Mist) -OR- the Inactivated H1N1 Influenza Vaccine (Injection) as 

explained in the 2009-2010 Live, Intranasal H1N1 Influenza Vaccine, (VIS dated 10/2/09) and the Inactivated H1N1 influenza 
Vaccine, (VIS dated 10/2/09)

XX_______________________________________________________________________________     DATE:  ____________________ 
Signature of person to receive vaccine or person authorized to make the request (parent or legal guardian)

I DDOO NNOOTT GGII VVEE CCOONNSSEENNTT to the Local Health Department and its staff for my child named at the top of this form to be vaccinated with this vaccine. 
_______________________________________________________________________________      DATE:______________________ 
Signature of Parent or Legal Guardian

FFOORR HHEEAALLTTHH DDEEPPAARRTTMMEENNTT UUSSEE OONNLLYY
Vaccine Manufacturer:____________________________________________ Vaccine Lot Number:____________________________ 

Injection Site:   Left �    Right �    Deltoid �              Left �    Right �    Lateral Thigh�                     Nasal Mist �

� Questions have been reviewed with Pt.  TIME:  ______________________ 

Signature and Title of Provider: ___________________________________________________ Provider # :_____________________ 

NOTES: _________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

�  Dose 1 �  Dose 2



                                              

If this document is incomplete in any section, 
the H1N1 vaccine will not be administered.                                           
No telephone or proxy request for the 
H1N1 vaccine will be accepted.      
                                 

HH11NN11 II nnff lluueennzzaa VVaacccciinnee SSTTAAFFFF//AADDUULL TT
SScchhooooll ____________________________________________________ AADDMM II NNII SSTTRRAATTII OONN RREECCOORRDD FFOORRMM
                                                                                                                                                                                                                                                               

For Health Department Use Only 
PEF or DOCUMENT#: ______________________________ 

SCHOOL SITE: ____________________________________ 

NAME: ____________________________________________    PHONE NUMBER: _______________________________________

ADDRESS:____________________________________________________________________________________________________
  STREET                                             CITY                                                COUNTY       STATE                      ZIP 

AGE: _______  BIRTHDATE: ______/______/___________      SEX:  (Check ONE)  � Male  � Female         
                                                                                     MONTH     DAY          YEAR 

RACE:   (Check ONE or MORE)    � (W) White      �  (B) Black or African American        �  (N) American Indian or Alaska Native   
�  (A) Asian    � (H) Native Hawaiian or Other Pacific Islander 

ETHNICITY:   Hispanic or Latino � Yes    or    �  No 

Y  N
�    �    Have you had a previous 2009 H1N1 vaccine?  ____ Nasal   ____ Shot        DATE:______________ 
�    �    Have you been vaccinated with any vaccine within the past 30 days? Vaccine type: __________________ Date___________ 
�    �    Have you had a seasonal flu vaccination within the past 30 days?  Inactivated Flu (shot) ___    Intranasal Vaccine (nasal mist) ____ 
�    �    Do you have a serious allergy to eggs? (This does not mean you don’t like them or eggs give you an upset stomach.) 
�    �    Does you have any other serious allergies? Please list_____________________________________________________________ 
�    �    Have you ever had a serious reaction to a previous dose of flu vaccine? 
�    �    Have you had Guillain-Barre Syndrome (a temporary severe muscle weakness) within 6 weeks of receiving a flu shot? 
�    �    Do you have any of the following: Asthma, Diabetes, Disease of the Lungs, Heart, Kidneys, Liver, Nerves or Blood? 
�    �    Are you on long-term aspirin or aspirin containing therapy (does your child take aspirin every day)? 
�    �    Do you have a weak immune system (HIV, Cancer, or medications such as steroids or those used to treat Cancer?) 
�    �    Do you have close contact with a person who is immune compromised? (Example: someone who has recently had a bone marrow transplant)?

�    �    Are you pregnant? 

Lexington-Fayette County Health Department may keep this record in a medical file. They will record what vaccine was given, when the vaccine was 
given, the name of the company that made the vaccine, the vaccine’s special lot number, the vaccine injection site, the signature and title of the person 
who gave the vaccine, and the address where the vaccine was given. The LFCHD HIPAA notice is available at www.lexingtonhealthdepartment.org.  

“I have read or have had explained to me the 2009-2010 Vaccine Information Statement (VIS) and understand the 
risks and benefits to have:  (Check one)

 (  )  Nasal Mist -The Live, Intranasal H1N1 Influenza Vaccine as explained in the 2009-2010 Live, Intranasal H1N1 Influenza 
vaccine, (VIS dated 10/2/09)  

 (  )  Injection -  The Inactivated H1N1 Influenza Vaccine as explained in the 2009-2010 Inactivated H1N1 Influenza Vaccine (VIS 
dated 10/2/09)

 (  )  Either the Live, Intranasal H1N1 Influenza Vaccine (Nasal Mist) -OR- the Inactivated H1N1 Influenza Vaccine (Injection) as 
explained in the 2009-2010 Live, Intranasal H1N1 Influenza Vaccine, (VIS dated 10/2/09) and the Inactivated H1N1 influenza 
Vaccine, (VIS dated 10/2/09)

XX_______________________________________________________________________________     DATE:  ____________________ 
Signature of person to receive vaccine or person authorized to make the request (parent or legal guardian) 

FFOORR HHEEAALLTTHH DDEEPPAARRTTMMEENNTT UUSSEE OONNLLYY
Vaccine Manufacturer:____________________________________________ Vaccine Lot Number:____________________________ 

Injection Site:   Left �    Right �    Deltoid �              Left �    Right �    Lateral Thigh�                     Nasal Mist �

� Questions have been reviewed with Pt. 

Signature and Title of Provider: ___________________________________________________ Provider # :_____________________ 

NOTES: _________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

�  Dose 1 �  Dose 2


