
Influenza Vaccine Consent Form

Pa4ent Info

First Name Last Name Date of Birth Age

Street Address City Zip Code Phone

Screening Ques4ons Yes No
Have you tolerated an influenza vaccine previously?

Have you had a severe reac4on to an influenza vaccine previously?

Do you have any allergies to vaccines or vaccine components?

Do you have allergies to any vaccine/vaccine component (ex: thimerosol)?

Do you feel sick today?

Do you have a fever today?

Do you have a weakened immune system?

Do you have a bleeding disorder or take a blood thinner?

Have you ever had Guillain-Barre syndrome?

Are you pregnant?

Consent
By signing below, I aSest that I have received a copy of the Vaccine Informa4on Statement for the Influenza Vaccine.  I have had a chance to read and ask 
ques4ons about this vaccine and am sa4sfied with the responses. I understand the benefits and risks associated with receiving a vaccina4on. I understand 
that this vaccina4on is highly effec4ve but does not guarantee immunity against any or all strains of the flu. I request that this vaccine be administered to me. 
I understand that it is recommended to remain in the facility for 15 minutes aZer the vaccina4on. I accept responsibility for seeking appropriate medical care 
for any medical problems associated with receiving this vaccine. I release the pharmacy and its employees from any responsibility or liability with regard to 
administra4on of the influenza vaccina4on. I have had the opportunity to receive and understand the pharmacy's privacy policy with regard to health care 
informa4on. I authorize the release of my personal and health care informa4on strictly for the purpose of billing this vaccine and its administra4on. I 
authorize payment of insurance benefits for services provided to me by the pharmacy, and for the pharmacy to receive payment for such services provided to 
me. I understand that I will be responsible for any payment, in full, if my insurance company fails to cover this vaccine and its administra4on for any reason.

⃞      By checking this box, I authorize the pharmacy to upload my immuniza4on to NYSIIS (NYS Vaccine database)

Signature Date

Pharmacy Use

Vaccine Name Manufacturer Lot Exp Date Site 

LD / RD
Administered By / Title Signature Date
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