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2018 PRE-VACCINATION INFLUENZA VACCINATION CHECKLIST  
 
 
A trained Pharmacist Vaccinator must conduct the pre-vaccination consultation, consent process and vaccine 
administration. 
 

Customer Name: 
 

Customer Address: 
 
 Phone Number: 

DOB: Age: NHI Number (if known):  

GP Name: GP Address: 
 
Date:  
 

GP Phone Number: 

Has the customer presented with a Vaccination Voucher? 
Yes/ No 
 
If Yes please provide the following details: 
 
Name of Company whose logo is on the voucher: 
  
_____________________ 
Name of the company the customer works for: 
 
___________________________________ 
 

Ethnicity 
 

 NZ European   

 Maori 

 Samoan 

 Tongan 

 Cook Island Maori 

 Niuean 

 Chinese 

 Indian 

 Other (Please state) ______________________ 
 

 
  
This Pre-Vaccination Influenza Vaccination Checklist is the 
document that must be used.  
 
From the 1st March 2018 Influenza Vaccines were funded in 
Pharmacy (for those who have a contract) for those people 65 years 
and older, and pregnant women (any trimester). 
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CONSULTATION CHECKLIST ✓ REVIEWED WHEN TO REFER 

Are you younger than 13 years of age?  If YES, refer to GP 

Are you 65 years of age or older? 
 
If aged 65 years or older, the person is eligible for a funded vaccination 
from you.  

 
If YES 
provide a funded 
vaccination  

Are you pregnant? 
 
If Yes, the woman is eligible for a funded vaccination from you. 

 
If YES 
provide a funded 
vaccination  

Are you younger than 65 years and have a chronic illness?  
 
However, if you have advised that they are eligible for a funded vaccine 
from the GP and the person is still willing to pay, you may still vaccinate. 

 

If YES to age criteria and 
health condition, can 
vaccinate BUT customer 
needs to pay for it, OR 
refer to GP for funded 
vaccine 

Are you allergic to eggs or egg products? If Influvac Tetra is administered 
then allergy to eggs or egg products is no longer a concern 

 
 If yes, Influvac Tetra can 
be used  

Are you allergic to chicken proteins?  If YES, refer to GP 

Are you allergic to any vaccine components?  If YES, refer to GP 

Are you currently taking Warfarin or Pradaxa?  If YES, you can vaccinate  

Are you unwell today? (NB. OK to vaccinate if person is mildly unwell but 
afebrile, i.e. temperature <38 degrees C) 

 
If YES, ask them to come 
back when feeling better 

Have you ever had a severe reaction to any vaccine?  If YES, refer to GP 

Are you taking Immunosuppressant medicines?   If YES, refer to GP 

Have you had a severe allergic reaction from any cause? (excluding insect 
bites, food allergies and bee stings) 

 If YES, refer to GP 

Do you have any neurological conditions?  
(potential risk of recurrence of Guillain-Barre syndrome, neuritis, 
encephalomyelitis and other) 

 If YES, refer to GP 

Influenza vaccination may be contraindicated or need 
to be delayed for people receiving some new cancer 
treatments. The immune-stimulant actions of atezolizumab 
(Tecentriq®), ipilimumab (Yervoy®), nivolumab (Opdivo®) and 
pembrolizumab (Keytruda®) on the immune system increase 
a person’s risk of developing autoimmune conditions. 
It is not known whether receipt of an influenza vaccine 
whilst receiving these treatments or for up to six months 
after treatment increases a theoretical risk of triggering the 
occurrence of these side effects 

 

If they have undergone 
cancer treatment in the 
last 12 months Please 
contact the person’s 
oncologist or 0800 
IMMUNE (0800 466 863) 
for current 
advice about influenza 
vaccination for these 
people BEFORE 
administering the vaccine. 
OR refer to GP 
 

 
If none of the answers above prevent you from vaccinating, please continue to the next part of the checklist (over page) for 

provision of information and patient consent. 
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Influenza Vaccination Information Checklist  

 
 

Name of Pharmacist Vaccinator:  

 
Influenza Vaccine Given-  
 

 Influvac Tetra®  

 Other (Please list) 
________________________ 

 
 

Batch number:  
  
Expiry:  

Vaccine Administration Date: 
TIME ADMINISTERED: ________________________________________ 
 
20 MINUTE WAIT COMPLETE AT: ________________________________ 

Administered: Left Arm / Right Arm (circle which arm the vaccine was administered) 

Pharmacy Name:  

Pharmacy Phone Number:  

 

Information Checklist for Customer Comments Completed √ 

Explain how the vaccination works, and how often it is 
required.  

Check when last vaccination given (only need 
one Influenza vaccine each year). 

 

Explain how the vaccine is given and that the customer 
must wait in the Pharmacy for 20 minutes after 
vaccination. 

  

What effects may be expected after the vaccination, 
such as slight swelling around injection site, malaise, 
headache. 

  

What should be done if localised adverse events occur, 
i.e.: 

• Cold compresses on injection site if swelling occurs 

• Paracetamol if painful / feverish 

• When and how to seek medical advice if you feel 
unwell after the vaccination 

 
This is also covered in the “Influenza Vaccination for 
Adults” leaflet, which should be given to the person in 
addition to verbal advice. 

If unusual and rapidly extensive swelling 
occurs, seek Medical help or phone the 
Emergency Services (111). 
 
  
The leaflet can also be downloaded from Pulse 
under the Professional Practice section and in 
the Vaccination Service folder. 

 

If the customer is NOT eligible for a FREE Influenza 
vaccine, the customer will need to pay for their vaccine - 
ensure the customer understands this. 

Suggest Pharmacies display a sign about the 
availability and cost of the unfunded Influenza 
vaccination. 

 

Customer consents to Influenza vaccination (verbal)  
Pharmacist’s Signature:  
 
______________________________ 

 

Customer consents to the vaccine and the  notification 
of  their GP of the vaccination and any related adverse 
event and consents to have the vaccination information 
loaded onto the ImmuniseNow web portal 

Customer’s Signature: 
 
______________________________ 
 
Date:________________________ 
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NOTIFICATION OF COMPLETED INFLUENZA VACCINATION  
 
 

Dear Doctor /LMC 

 

 

For your records, please note that: 

 

 

Name: 

 

 

 

NHI Number: 

 

 

 

Date of Birth: 

 

 

  

 

was vaccinated with the Influenza vaccine: 

 

      Influvac Tetra                          other: (Please list)_____________________ 

 

Administered:   Deltoid Left Arm   /   Deltoid Right Arm 

 

  

 

NIR details entered by Pharmacy:   YES    /    NO 

 

 
 

Pharmacy Name: 

 

 

 

 

Pharmacy Address: 

 

 

 

 

Pharmacy Telephone Number: 

 

 

 

Pharmacist Name:  

 

 

 

 

Date of Notification: 
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