Via Christi Medical Associates
AUTHORIZATION FOR IMMUNIZATION

NAME: ____________________________________ BIRTH DATE: _______________

ADDRESS: _____________________________________________________________

_______________________________________________________________________



City



State



Zip

Please answer the following questions:

(   Yes   (  No    Severe allergy to eggs or thimerosal

(   Yes   (  No    Allergy to Latex

(   Yes   (  No    Previous severe reaction to influenza vaccine

(   Yes   (  No    Moderate to severe illness today

(   Yes   (  No    Ever paralyzed with Guillain-Barre within 6 weeks of a previous flu shot?

(If “yes” to any of the above, consult MD)

Temp. ___________ (only if ill today)

INFLUENZA (FLU) VACCINE

I have read the 2011-2012 vaccine information statement addressing the influenza vaccine.  I have had a chance to ask questions which were answered to my satisfaction.  I understand the benefits and risks of influenza vaccine and request that the influenza vaccine be given to me or to the person named above to whom I am authorized to make this request.

______________________________________________ DATE: _______________________

Signature of person to receive vaccine or person authorized to make the request.

INFLUENZA VACCINE


VACCINE NAME: 







NDC:








MANUFACTURER:






LOT#

                EXPIRATION DATE:
  

DATE OF ADMINISTRATION:





DOSE:


 SITE: 

  ROUTE:


SIGNATURE:
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