
 
Consultation Form – to be used only in exceptional circumstances by accredited 
vaccinators where WIS is temporarily unavailable – details to be transferred to WIS as soon 
as access to WIS is possible.  

Surname/ Family Name 

 

First Name 

 

Title 

NHS Number (if available) 

 

 

Date of Birth 

 

Sex 

 

Address 

 

 

 

Postcode    

 

Consent Given By: 
☐ Patient  ☐ Other – (please record who)_________________________ 

 

Does the patient have any allergies?                                                                                   
 

☐ Yes   ☐ No 

Has the patient ever had anaphylaxis from 
vaccines?  

☐ Yes   ☐ No 

Is the patient pregnant?                                                                                                   ☐ Yes   ☐ No 
Has the vaccine been given?                                                                                                      ☐ Yes   ☐ No 
Date and Time of Vaccination: Given By (name and GPHC number) 

Product: 

Batch Number: Expiry date: 

Route of Administration: Site of Administration: 
Did the patient have an adverse reaction? (details)  
 

Vaccinator Name   Vaccinator GPhC Number 
Vaccination Location  
Payment Location  

 


