City of Calgary Emergency Medical Services
Consent for Tetanus Immunization 2006
EMPLOYEE NAME:  





Business Unit: 
PHONE NUMBER:  

Tetanus vaccine is an inactivated toxin called, toxoid. Because it is not a live vaccine, a person’s immunity tends to decline with time. It is recommended that all Canadians receive a primary immunizing course of tetanus toxoid in childhood, followed by routine booster doses every 10 years. Adults who have not received primary tetanus series require the primary immunization dosing regimen.

ADVERSE REACTIONS:

· Soreness, redness or swelling at injection site.
· A serious allergic reaction: swelling of the lips, tongue, or face; difficulty breathing; closing of the throat; hives; paleness; weakness or dizziness needs immediate medical attention call 911.

· Deep aching pain and muscle wasting in the upper arm(s) starting 2 to 4 weeks after the shot

· Disease or swelling of lymph nodes, fever may occasionally occur.

CONTRAINDICATIONS AND PRECAUTIONS:

· Not to be given routinely to a patient who has received a booster in the preceding 5 years.
· Previous immunization resulting in a severe systemic reaction; severe hypersensitivity or neurological event as listed above.
· People who experienced an acute local reaction or high fever following a dose of tetanus toxoid should not be given another dose for at least 10 years.
· No evidence shows that tetanus toxoid causes birth defects, but it is prudent to wait until the second trimester of pregnancy, to minimize concerns about birth defects.
Should these symptoms persist or worsen, you are instructed to see a physician or call 911.
CHECKLIST:

 







Yes


 No

Received a tetanus booster in preceding 5 years






Previous serious allergic reaction (as listed above)








Previous neurological reaction: trismus, seizures.








(Uncontrolled muscle spasm)
High fever or acute local reaction following booster




I confirm that I have read and understand the information on Tetanus toxoid immunization.

I 




 , herby consent to receive the tetanus immunization.


(Print name)
Signature:






Date:   

Emergency Medical Services Professional’s use only
Date: 




 Time:


Vaccine:

       Site Deltoid: R / L













   (Circle one)
Lot #:


      Dose:


Route:

           
Comments:
Signature: 

