Request for Influenza Vaccination Clinic Appointment

for Egg Allergic Children at Princess Margaret Hospital
Fax: 9388 0221


Phone: 9340 8379

Please use this form only for egg allergic children whose parents wish to have their child (age 6 months - < 15 years) vaccinated with the influenza vaccine in 2008. For all other referrals to the Immunology/Allergy Department please refer to the usual “Request for Metropolitan Health Services Outpatient Appointment” form

Patient Details:
Surname:……………………………………………….

First Name:…………………………………………….

Gender:    male  ( 

female
(
Address:…………………………………………..........
………………………………………Postcode:……….

Mother’s/Father’s/Carer’s name:………………………………………….

Phone - Home:………………………..Mobile:…………………………..

Patient’s Allergy History:


Egg Allergy:

Yes ( 
      No ( 
 Unknown (
Anaphylaxis (with egg):

Yes ( 
      No ( 
 Unknown (
Family history of egg allergy:     Yes ( 
No ( 
    Unknown (
Referring Doctor: (stamp or pint)
Name:……………………………………………………….Phone:……………………….

Provider No:………………………………………………...
Fax:…………………………

Address:…………………………………………………………………………………….

Postcode:……………………

