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Flu Vaccine Administration Consent

Please Print

Name (Last, First): ______________________________________________

DOB (MM/DD/YY): ______________________________

Phone Number: _____________________________

Address: ______________________________________________________

City: ___________________________ State: ___________ Zip: _________


I give permission for ALL Pediatrics staff to administer a preservative free/thimerosal free flu vaccine to my child.  I have reviewed the Flu Questionnaire and the Vaccine Information Statement.  


Signature: _______________________________________

Date: __________________________

Nurse Documentation Only:

Screening Questionnaire Completed: Yes_______ No_______

VIIS Given: Yes_______ No_______

Lot #/Exp Date: _____________________________________

Location Vaccine Placed (Circle):    LA      RA

Sanofi_______________ _____________ Other____________

Print Name: __________________________________________

Signature: ___________________________________________
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