Consent for Influenza Immunization
Group Health Members
First Name
MI
	     
	
	 


Last Name

	     


Address
	     


City
State
ZIP
	     
	
	  
	
	     


Age
Date of Birth
Male
Female
	 
	 
	 
	
	 
	 
	–
	 
	 
	–
	 
	 
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 



Area Code
Telephone Number
Social Security #
	 
	 
	 
	–
	 
	 
	 
	–
	 
	 
	 
	 
	
	 
	 
	 
	–
	 
	 
	–
	 
	 
	 
	 


Group Health Member #
Group #
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 


The employee or dependent will be responsible for any applicable cost shares based on their benefit.
Please answer the following questions. If you answer “Yes” to any question, you should discuss the risks and benefits of immunization with your physician before receiving a flu shot.
The person to receive this immunization:

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Has had an allergic reaction to chicken, eggs, or egg products.

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Is currently ill with a fever.

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Has been paralyzed with Guillain-Barre Syndrome.

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Is or might be pregnant.

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No
Is allergic to latex.

I have read the influenza vaccine information. I have had a chance to ask questions, which were answered to my satisfaction. I believe I understand the benefits and risks of the influenza vaccine and request that the vaccine be given to me or the person named below for whom I am authorized to make this request.
	
	

	Signature
	Date


	FOR NURsES TO CoMPLETE
	
	
	
	

	
	Influenza Vaccine Card/Sticker
	
	
	

	
	Date of Administration
	
	
	

	
	Nurse Signature
	
	Date
	

	
	Doctor Signature
	
	Date
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