[image: ]1st TIME RECEIVING FLU VACCINE? 
□ YES               □ NO
PATIENT DECLINED MONITORING
Patient Initial: _______________
[bookmark: _GoBack]
CONSENT F0R INFLUENZA (FLU) VACCINE

Full name: ___________________________________________ Age: _______Date of Birth___/___/____
Address: _________________________________________ City: ___________________ State: ______
Telephone: _____-_____-_______ Family Physician Name: ____________________________________
Insurance Company:_______________________________ Insurance ID#:__________________________						
Are you sick now?									Yes	No		
Do you have, or have you ever had, an allergy to eggs or egg products?		Yes	No	
Have you ever been diagnosed with Guillain-Barre Syndrome?			Yes	No	
Do you have allergies to any medications?						Yes	No
Have you had a serious reaction to the flu vaccine in the past?                                 Yes	NoI have read the information about influenza and the influenza vaccine (Vaccine Information Statement dated 8/6/21). I have had a chance to ask questions and understand the benefits and risks. I understand, with all medical treatment, there is no guarantee that I will become immune from “the flu” or that I will not experience side effects from the vaccine. I have been informed and understand the benefits and risks of influenza vaccine and request that the vaccine be given to me.
______________________________________					Date: _____________________
Participant Signature

______________________________________					Date: _____________________
Parent/Guardian Signature

FLU VACCINE ADMINISTRATION
Manufacture/Lot#  _______________________________________________	Quad-IM □        High Dose □
										Pediatric IM □
Injection Site:  		Right Deltoid		Left Deltoid
EHS Rep. Administering Vaccine ______________________________________________________________
Date Vaccinated: _________________________________ 
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