
Risk and Health Assessment and Survey for Mpox Vaccine 

Vaccination Site:_______________________ 

(Healthcare facility/public health center) 

Survey Completed on: 

_________________(MM/DD/YYYY) 

Profile of Recipient  

Name: ______________ Mobile Phone Number: 09______________ 

Date of Birth: ___________(MM/DD/YYYY) Email: _____@____________ 

Self-completed Risk Assessment (Please check) 

 Laboratory personnel working with orthopoxviruses. 

 High risk contacts who have sexual partners diagnosed with Mpox. 

 Individuals who have engaged in risky sexual behavior in the past year(such as people with multiple 

sexual partners, who are sex workers, and those who have engaged sex at commercial venues, etc.) ; 

those who have had sexually transmitted disease; or individuals who have a sexual partner with any 

of the above risks.  

 Healthcare providers or cleaning personnel caring for Mpox cases, personnel performing diagnostic 

tests and vaccinations. 

 Not eligible for the government-funded Mpox vaccination. 

Self-completed Healthy Assessment (Please check) 

Question No Yes 

Do you have any suspicious symptoms of mpox (skin rash, fever, chills/shivers, 

headache, sore muscles, back pain, joint pain, and lymphadenopathy (affecting the 

surroundings of the ears, armpits, neck, or groin, etc.))? 

Do you have a history of serious allergies to vaccines or medicines? 

Are you allergic to the other ingredients of the mpox vaccine? 

Are you currently pregnant or breastfeeding? 

Do you have leukemia? 

Do you have lymphoma? 

Do you have systemic malignancies? 

Have you had an organ transplant? 

Have you completed hematopoietic stem cell transplantation for the past 24 months? 

Are you experiencing graft-versus-host disease or disease recurrence despite the fact 

that your prior transplantation procedure was completed more than 24 months ago? 

Are you currently on chemotherapy? 

Do you have ongoing radiotherapy? 

Are you using tumor necrosis factor inhibitors? 

Are you currently receiving high-dose corticosteroids? 

Do you have auto-immune disease complicated with immunodeficiency? 

Do you have keloid-prone skin? 

Do you have HIV infection? 

CD4 ≥ 200 cells /mm3 over the past 6 months 

CD4 < 200 cells /mm3 over the past 6 months 

Have you received the mpox vaccine before? No Yes: 

Date Vaccinated: ______________ (MM/DD/YYYY) 

Administration Route: Intradermal (ID) Subcutaneous (SC) 




