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1. Does your child have a serious allergy to eggs or to a component of the flu vaccine? 

Has your child ever had a serious reaction to a previous dose of flu vaccine? 

3. Has your child ever had GuiUain-Barre Syndrome (a type of temporary severe muscle weakness)? 

Has your child received any vaccine within the past 30 days? 

5. is your child on long-term aspirin or aspirin-containing therapy? 

Does your chHd have any of the following illnesses or conditions? 
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Chronic lung disease (including asthma), heart disease, diabetes, brain, spinal cord or muscle illness that causes swallowing or lung 
problems, problems with the immune caused medications and/or HIV, kidney disease, liver disease, blood disorders 
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