Shingles Vaccine Information and

Questionnaire

Name________________________________                               PCP____________________

Unit Number__________________________

Contact Number________________________

The Food and Drug Administration (FDA) has recently approved Zostavax, a new vaccine to reduce the risk of shingles (herpes zoster).  The vaccine is approved for people 60 years and older. The vaccine has been shown to decrease the incidence of shingles by 50% in people 60-70. There is slightly less benefit of 40% between 70-80 and the benefit drops to less then 20% after age 80. Therefore the vaccine does not completely prevent shingles but will only help to lessen the risk. We are not recommending the vaccine to people over 80 because the risk associated with the vaccine may outweigh any benefit.

Shingles is a disease caused by the varicella-zoster virus, the same virus that causes chickenpox in children.  After an attack of chickenpox, the virus lies dormant in certain nerve tissues.  As people age, it is possible for the virus to re-appear in the form of shingles.  Shingles is characterized by clusters of blisters, which develop on one side of the body.  The blisters can cause severe pain that may last for weeks, months or years.

Zostavax is a live virus vaccine used to boost immunity against the varicella-zoster virus.  The vaccine is a single injection given in the upper arm.

Please answer the following questions and return to our office in the enclosed envelope. Your doctor will be sure the vaccine is safe for you by reviewing your response with your medical history. If your doctor agrees it is safe for you to receive the vaccine you will be contacted by our office to schedule an appointment.










        YES                             NO

Allergic to gelatin or neomycin





(                                (                     



Currently getting chemotherapy or radiation
(

           (
Taking prednisone >7.5 mg everyday
(
(
Have had an organ transplant
(
(
Have active tuberculosis
(
(
Have had a blood transfusion in past 6 months
(
(
Have a weakened immune system from leukemia, lymphoma, HIV
(
(
Have close contact with pregnant women, newborns or people 
(                                 (
with weakened immune systems

I have reviewed the above and would like to receive the vaccine

Signature_______________________________________

PCP review and approval______________________________

If you have any questions about your eligibility please contact our office.

Please be sure to update all your insurance information with MGH Registration at 866-211-6588

PLEASE NOTE: You must have an MGH primary care provider in order to receive the vaccine.

