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INFLUENZA IMMUNIZATION CONSENT

Influenza is a contagious disease caused by influenza virus. There are many strains of influenza that may change
from year to year or even within the same year. The Vaccine Information Sheet states the possible symptoms from the
flu and potential side effects as pneumonia and blood infections as well as the potential for worsening of heart and
Jung conditions.

FLU VACCINE can prevent the flu, prevent the spread of flu to family, co-workers, and friends and decrease the
severity of the flu. The quadrivalent vaccine protects against 4 strains. The High Dose vaccine protects
against 3 strains and is formulated at a higher potency for those 65 years and older. They are both
inactivated vaccines and cannot give the flu. The intranasal vaccine, Flumist, protects against 4 strains and is a
live vaccine and formulated for those 2-49 years old. As with any vaccine, flu vaccines may not provide 100%
protection. RISKS are usually mild but can include soreness or swelling at the injection site, reddened eyes, cough,
headache, fatigue, muscle aches and generally last 1-2days. Any vaccine can cause a severe allergic reaction and
could happen within a few minutes to a few hours. As with any medicine, there is a very remote chance of
serious injury or death. Also, medical events unrelated to the vaccine can coincidentallyoccur.

SCREENING QUESTIONNAIRE

Please inform the nurse if any responses are yes and please ask now or check with your primary care
provider if you have questions prior to receiving the vaccine.

Are you currently ill or have a fever? Yes No
Have you been exposed to or tested positive to COVID-19 in the past 14 days?  Yes No
Is this the first time you are receiving a flu vaccine? Yes No
Have you had a severe reaction to a flu vaccine in the past? Yes No
Do you have an allergy to eggs/egg protein? Yes No
Are you pregnant? Yes No
Are you taking blood thinners? Yes No
Is this the first time your child is receiving a flu vaccine &less than 9 years old? ~ Yes No
Are you allergic to Gentamicin? Yes No
Have you had Guillain-Barre syndrome? Yes No

Contact your primary care provider if you have any significant reactions and seek emergency care for any severe
allergic reactions.

For Clinic Use VIS Date: 8/15/2019

Date of Vaccination: Mfg., Lot # & Vaccine Exp.Date
Site: 0.5ml RT LT or 0.2ml Intranasal Administered by:
Payment:$ Circle: Bill Insurance Bill Company/School

| have read the above information and have a Vaccine Information Statement available and have had a
chance to ask questions. | understand the risks and benefits of the influenza vaccine and request that a
vaccine be given to me. Travel Health Services has no knowledge of my specific health history or pre-existing
allergies and conditions and it is my responsibility to contact my primary care provider prior to receiving a
vaccine with any personal specific questions. | understand that | am responsible for the fees that are not
covered by my insurance or employer . | hereby release Travel Health Service from any liability relating to
this vaccine.
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