
 

 

Your patient, _________________________________   DOB: ______________, is planning a visit to 

our Adult Immunization & Travel Clinic to discuss the need for the yellow fever vaccine. Because the 

risks of the vaccine must be balanced with the risk of exposure, we are asking for your help in 

understanding your patient’s medical history and any precautions or contraindications they may have 

to the vaccine. Our clinic will evaluate the patient’s risk of exposure to the virus based on their travel 

itinerary, activities, and length of stay.  

  

Details about the risks and benefits of yellow fever vaccine are reviewed in Yellow Fever Vaccine: 

Recommendations of the Advisory Committee on Immunization Practices (ACIP)  

(www.cdc.gov/mmwr/preview/mmwrhtml/rr5907a1.htm). Both yellow fever vaccine-associated 

neurologic disease (YEL-AND) and yellow fever vaccine-associated viscerotropic disease (YEL-

AVD) are seen almost exclusively in first-time vaccinees, and rates of both are increased in persons ≥ 

60 years. Additionally, yellow fever vaccine now only needs to be given once in an individual’s 

lifetime, and no booster doses are necessary; see Yellow Fever Vaccine Booster Doses: 

Recommendations of the ACIP, 2015 (www.cdc.gov/mmwr/preview/mmwrhtml/mm6423a5.htm). 

  

Please document if your patient has any of the following contraindications or precautions to the yellow 

fever vaccine. If yes, please attach details: 

 

Contraindications:  

  

1. Allergy to vaccine components, including eggs, egg products, chicken proteins, or gelatin. The 

stopper used in vials of vaccine also contains dry latex rubber, which might cause an allergic 

reaction.   

 □ No    □ Yes  

   

2. Altered immune status due to thymus disorder associated with abnormal immune cell function,  

e.g. thymoma or myasthenia gravis. (There is no evidence of increased risk for serious adverse 

events in persons who have undergone incidental surgical removal of their thymus or have had 

indirect radiation therapy in the distant past.)  

 □ No   □ Yes  

 

3. AIDS or HIV Infection with severe immune suppression (CD4 counts <200 per mm3 or <15% 

of total lymphocytes for children aged <6 years).   

□ No               □ Yes 
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4. Primary immunodeficiencies, malignant neoplasms, and transplantation. In general, solid organ 

transplant or hematopoietic stem cell transplant recipients within 2 years of transplantation, or 

persons whose transplants occurred >2 years ago but who are still taking immunosuppressive 

drugs, are considered to be immunosuppressed.  

 □ No   □ Yes  

  

5. Taking immunosuppressive or immunomodulatory therapies, e.g., high-dose systemic 

corticosteroids (a dose of either ≥2 mg/kg of body weight or a total ≥20 mg/day of prednisone 

or its equivalent for persons who weigh >10 kg when administered for ≥2 weeks is considered 

immunosuppressive), alkylating drugs, antimetabolites, TNF-α inhibitors (e.g., etanercept), IL1 

blocking agent (e.g., anakinra), and other monoclonal antibodies targeting immune cells (e.g., 

rituximab, alemtuzumab).   

 □ No   □ Yes  

6. Pregnancy          □ No   □ Yes 

7. Breastfeeding     □ No   □ Yes 

 

Precautions:   
 

1. □   ≥ 60 years old      □ < 2 years old 

2. Asymptomatic HIV infection with moderate immune suppression (i.e., CD4 counts of 200–499 

for persons aged ≥6 years or 15%–24% of total lymphocytes for children aged <6 years) 

□ No               □ Yes 

3. Has your patient received the yellow fever vaccine in the past?  □ No   □ Yes                                

If yes, date of vaccination:         

□ One or more above precautions apply to my patient, and I believe the benefits of Stamaril (yellow fever 

vaccine) do not outweigh the risks; therefore, my patient should not be vaccinated.    

 

Physician Signature ________________________________           Date ______________________________ 

 

Physician Name (print) ___________________________       Physician phone # _________________ 

 

□ One or more above precautions apply to my patient, but I believe the benefits of Stamaril (yellow fever 

vaccine) outweigh the risks; therefore, my patient should be vaccinated.   

 

Physician Signature: _________________________________          Date ______________________________ 

 

Physician Name (print) ___________________________        Physician phone # _________________ 


