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Connecticut state EMPLOYEE
2016 Influenza Immunization Consent

	Patient Name (Full name including middle name/initial as it appears on card):
	Gender

FM  
	Date of Birth

____/____/____
	Age: __​​____

	Address:
	
	
	
	

	No. and Street Name (No PO Box Please)
	                    City                                         State                       Zip

	Home or Cell Phone:
	
	Work Phone:
	

	PLEASE COMPLETE THE FOLLOWING INSURANCE INFORMATION 
	

	 Anthem CT State Plan

 Oxford CT State Plan  

 Other   _________________________________     
	Name of primary insured: 
 ____________________________________________________

 Identification No.: _____________________________________

	PLEASE ANSWER THE FOLLOWING QUESTIONS REGARDING YOURSELF OR YOUR DEPENDENT RECEIVING THE VACCINE

	1. Do you have an allergy or have you had a reaction to gelatin, antibiotics, eggs, latex, or to any component of any of the flu vaccine?  If yes, circle which one. (See package inserts for more information.) 
	 No Yes  

	2. Have you ever had a serious reaction to any of the influenza (flu) vaccines in the past?
	 No Yes  

	3. Have you ever been diagnosed with Guillain-Barré Syndrome?
	 No Yes  

	4. Are you intensely sick or with a fever of >100 degrees today?
	 No Yes  


I have received and read the most current Influenza Vaccine Information Statement dated 08/07/2015. I have had a chance to ask questions and I understand the benefits and risks of the vaccine. I request that the vaccination be given to me (or to the person for whom I am authorized to make this request). I authorize the release of any medical or other information necessary to process the insurance claim or for other public health purpose. I have read the Notice of Privacy Practices. I understand I am responsible for payment to WCHC for any portion of this claim that my insurance does not cover.  

 I agree with the preceding statement and give my consent to receive an influenza vaccine.

Signature Recipient (Parent or Guardian if applicable): ________________________________________

Print Parent/Guardian Name (if applicable): __________________________________________________

	STAFF USE ONLY

	 Fluarix QIV .5ML PFS



 Alfluria IID3 .5 ML PFS



 Sanofi High Dose IIV3-HD .5ML PFS

 Flublok RIV3 .5ML SDV
	Lot Number: ____________________

Expiration Date: _________________
	Administration Site:  Arm R         L  R    /   Thigh L  
Date  ________/________/2016

Signature of Administering Nurse: ________________________________


STAFF USE





  Clinic Site: _________________________





  Verified by: ____________








