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Reactogenicity
Please complete the survey below.

Thank you!

Record ID
__________________________________

Temperature
Record your oral temperature at approximately the same time of day on the day of vaccination and every day for 7
days after you receive your vaccination.

     DAY

   0 (vaccination)

   1

   2

   3

   4

   5

   6

   7

  
   DATE

   ______

   ______

   ______

   ______

   ______

   ______

   ______

   ______

  
   Temperature

 (°F)

  ______ ______ ______ ______ ______ ______ ______ ______ 
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Injection Site Reactions
In which arm was the vaccine administered? Right Arm

Left Arm

Please record INJECTION SITE REACTIONS that begin the day of vaccination and every day for 7 days after you
receive your vaccination according to the following ratings:

     GRADING SCALE 

   0

   1

   2

   3

   4

  
   Swelling/Induration*

   None

   25 - 50 mm and does not interfere with daily activity 

   51 - 100 mm or interferes with daily activity 

   > 100 mm or prevents daily activity 

   Necrosis

  
   Redness/Erythema**

   None

   25 - 50 mm 

   51 - 100 mm

   > 100 mm

   Necrosis or exfoliative dermatitis

  
   Pain

   None

   Does not interfere with activity

   Repeated use of non-narcotic pain reliever > 24 hours or interferes with activity

   Any use of narcotic pain reliever or prevents daily
activity

   Emergency room
(ER) visit or
hospitalization

  
   Tenderness

   None

   Mild discomfort to touch
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   Discomfort with movement

   Significant
discomfort at rest

   ER visit or
hospitalization

  
   * Induration/Swelling should be evaluated and graded using the functional scale as well as the actual
measurement.

** In addition to grading the measured local reaction at the greatest single diameter, the measurement should be
recorded as a continuous variable.

Please fill with grade for injection site reaction of the corresponding day post-injection.

     DAY

   0 (vaccination)

   1

   2

   3

   4

   5

   6

   7

  
   DATE

   ______

   ______

   ______

   ______

   ______

   ______

   ______

   ______

  
   Swelling grading (0, 1, 2, 3 or 4)/ Swelling measurement (in mm)

   ______/ ______

   ______/ ______

   ______/ ______

   ______/ ______

   ______/ ______

   ______/ ______

   ______/ ______



   ______/ ______

  
   Redness grading (0, 1, 2, 3 or 4)/ Redness measurement (in mm)

   ______/ ______

   ______/ ______

   ______/ ______

   ______/       ______

   ______/       ______

   ______/       ______

   ______/        ______

   ______/       ______

  
   Pain

 (0, 1, 2, 3 or 4)

   ______

   ______

   ______

   ______

   ______

   ______

   ______

   ______

  
   Tenderness

 (0, 1, 2, 3 or 4)

   ______

   ______

   ______

   ______

   ______

   ______

   ______

   ______
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General Adverse Reactions
Please record GENERAL ADVERSE REACTIONS that begin the day of vaccination and every day for 7 days after you
receive your vaccination according to the following ratings:

     Grading Scale

   0

   1

   2

   3

   4

  
   Fatigue

   None

   No interference with activity

   Some interference with activity

   Significant; prevents daily activity

   ER visit or hospitalization

  
   Body Aches (Myalgia) 

   None

   No interference with activity

   Some interference with activity

   Significant; prevents daily activity

   ER visit or hospitalization

  
   Diarrhea

   None

   2 - 3 loose stools or < 400 gms/24 hours

   4 - 5 stools or 400 - 800 gms/24 hours

   6 or more watery stools or > 800gms/24 hours or requires outpatient IV hydration

   ER visit or hospitalization

  
   Nausea/Vomiting

   None

   No interference with activity or 1 - 2 episodes/24 hours

   Some interference with activity or > 2 episodes/24 hours

   Prevents daily activity, requires outpatient IV hydration

   ER visit or hospitalization for hypotensive shock
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   Headache

   None

   No interference with activity

   Repeated use of non- narcotic pain reliever > 24 hours or some  interference with activity

   Significant; any use of narcotic pain reliever or prevents daily activity

   ER visit or hospitalization

  
   Illness or clinical adverse event

   None

   No interference with activity

   Some interference with activity not requiring medical intervention

   Prevents daily activity and requires medical intervention

   ER visit or hospitalization

  
    

Please fill with grade for general adverse reactons of the corresponding day post-injection.

    DAY 0 (vaccination) 1 2 3 4 5 6 7 
  DATE ______ ______ ______ ______ ______ ______ ______ ______ 
  Fatigue ______ ______ ______ ______ ______ ______ ______ ______ 
  Body Aches (Myalgia)  ______ ______ ______ ______ ______ ______ ______ ______ 
  Diarrhea
 ______ ______ ______ ______ ______ ______ ______ ______ 
  Nausea/Vomiting ______ ______ ______ ______ ______ ______ ______ ______ 
  Headache ______ ______ ______ ______ ______ ______ ______ ______ 
  Illness or clinical adverse event
 ______ ______ ______ ______ ______ ______ ______ ______


