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       Floyd County Health Department
Section 1: Client Information to Receive Influenza Vaccine (please print)

	CLIENT’S NAME (Last)

	(First)

	(M.I.)


	DATE OF BIRTH (mm/dd/yyyy)

	AGE

	GENDER:     M    /     F

	 HOME PHONE:

	CELL PHONE:


	MAILING ADDRESS:

	CITY:


	COUNTY:

	STATE:

	ZIP:


	(Please Check for Ethnicity)

Hispanic/Latino


Non-Hispanic/Non Latino

	Please Check One for Race)

Asian

Black/African American

White

American Indian/Alaska Native

Multicultural

Hawaiian or Polynesian



	


Section 2:  Medical Information: The following questions will help us to determine if this client can receive the influenza vaccine.    
*Please circle Yes or No for each question. 
	1. Has this client ever received a flu shot?
	Yes
	No

	2. Is the client sick today?
	   Yes
	No

	3. Has the client ever had a serious reaction to eggs?
	Yes
	No

	4. Has the client ever had a serious reaction to any influenza vaccine?
	Yes
	No

	5. Is the client on long term aspirin or aspirin-containing therapy  (For example: does the client take aspirin everyday)
	Yes
	No

	6. Does the client have any significant or chronic (long term) health conditions?  (For example:  diabetes, sickle cell disease, heart conditions, lung conditions, seizure disorders, cerebral palsy, muscle or nerve disorders)
	Yes
	No

	7. Does the client have a weak immune system (for example, from HIV, cancer, or medications such as steroids or those used to treat cancer)?   
	Yes
	No

	8. Is the client or could the client be pregnant?
	Yes
	No

	9. Has the client ever had Guillain-Barre Syndrome (GBS)?  
	Yes
	No


Section 3:  Consent:  
	     I GIVE CONSENT to the Floyd County Health Department  for the client named above to receive the influenza vaccine. I have been given a copy of the Vaccine Information Statements for the influenza vaccines dated 08-15-19.  I have been given an opportunity to ask questions and they were answered to my satisfaction.  I believe I understand the benefits and risks of the influenza vaccine and request it be given to me or to the client named above for whom I am authorized to make this request.  I understand that it is recommended to wait at least 20 minutes at the clinical site after receiving the immunization in case of a reaction to the vaccine. I also authorize the release of any medical or other information necessary for my care and treatment and have been given the opportunity to review and/or receive a copy upon request of the Notice of Health Information Practices from the County Board of Health regarding my health information rights and the Board of Health responsibilities.  I also authorize the release of any medical or other information necessary to process this claim.  I also request payment of benefits to the party who accepts assignment.  I authorize payment of medical benefits to the undersigned physician or supplier for services described.
Signature of Patient/Legal Guardian:  ________________________________     Date:    _________________________

	FOR CLINIC USE ONLY

	Inactivated Influenza Vaccine                   
  Quadrivalent   IM:  LA / RA   

        Mfg:
        Lot #:

        Exp Date:

                                                                                                                                                                                       

	Signature of Nurse:  
Date Administered:                                  
 


