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Alabama Department of Public Health
Influenza Vaccine Administration Form
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PATIENT INFORMATION

Last Name First Name M.IL Gender
Last 4 Digits of Social Security Number Date of Birth Age
Street Address Phone
City County State Zip
School:_

PARENT / LEGAL GUARDIAN INFORMATION FOR DEPENDENTS
Last Name First Name Relationship to Patient

O Parent [ Legal Guardian O Other

Street Address if Different City State Zip
Phone Emexgency Contact
INSURANCE INFORMATION

Insurance Provider (check one): OO Humana
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Group Number

Insurance Policy Number or Medicare Number

Card Holder Name Last

First Card Holder Date of Birth | Relationship to Patient
O Self [0 Parent [ Legal Guardian [J Spouse (J Other

VACCINATION AND HEALTH-RELATED INFORMATION

Has the patient ever received a flu vaccination?

g Heatt D tg Tofsesie
Does the patient have any life-threaten:
IP YES, please list:

O Yes

L

Has the patient had Guillain-Barré Syndrome {a severe paralytic illness, also called GBS

0

O No

O No

nurse.

Signature (Parent or Guardian if under 14, or if receiving vaccination at school clinic regardless of age) Date

1 have read the Vaccine Information Statement (VIS) about the influenza virus and vaccine. [ understard the benefits and risks of the influenza vaccine, I give permission for the
above named patient to receive the vaccine indicated. I authorize billing insurance for the vaccine provided. I have also received notice of my privacy rights, and-I have been given
or offered a copy of the Alabama Department of Public Health “Notice of Privacy Practices.” I understand this information is available upan request, as weli as available for review
at the time of vaccination. I understand this consent form is effective for six months from date of signature and any health changes to the child will be reported to the school
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