XXXX Company

HEPATITIS B IMMUNE GLOBULIN (HBIG) CONSENT

INFORMATION

I understand the following treatment is planned for me: Passive immunization with hepatitis B immune globulin (HBIG).  HBIG is prepared from blood plasma taken from humans who have antibodies to the hepatitis B virus. 

.

RISKS AND BENEFITS

Just as there are many risks and hazards in not taking the immunization, I understand there are also risks and hazards related to this immunization.  I understand that no warranty or guarantee has been made to me as to the result or cure. I also understand that the risks of not taking the immunization are: contracting hepatitis B, thus having the potential for developing complications from hepatitis B, such as cirrhosis of the liver and liver failure.

 I understand that the following risks and hazards may occur in connection with receiving HBIG:


1. Soreness at the vaccination site


2. Severe allergic reaction (rare).

CONTRAINDICATIONS
This vaccine should not be administered if you have any of the conditions below.   By signing this form, you represent that you do or do not have any of the following:

Yes ___ No ___
Serious allergy to thimerasol (found in some contact lens solutions)

I ASSUME ALL RISKS AND FULLY RELEASE AND HOLD HARMLESS THE HEALTH CARE SYSTEM, ITS SUBSIDIARIES, AGENTS, EMPLOYEES AND REPRESENTATIVES, FROM ANY AND ALL LIABILITY FOR ANY INJURY OR ILLNESS THAT MAY OCCUR FROM RECEIVING THIS IMMUNIZATION.

I request the hepatitis B immune globulin be given to me.

Signature ___________________________

Print name _________________________

SSN _______________________________

Date ______________________________

Witness ____________________________



--------------------------------------------------------------------------------------------------------------------------------

Weight: _______ (kg) x 0.06ml = ________ ml total HBIG

_______
     ________
______        ________
      ml_ IM L/R UOQ
____________________

Date
     Lot#

Mfr.
     Exp. date
Dose/Route/Site

Nurse signature

_______
     ________       _______
      ________
___ml   IM L/R UOQ
____________________

Date
     Lot#

Mfr.
      Exp. date
Dose/Route/Site

Nurse signature

NO VIS available

