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INFLUENZA (FLU) VACCINATION CONSENT FORM
ek (FLO) EEREED For Clinical Use Only

For Clinical Use Only ES3 A RIES

Name: (#423)
(First Name) 24 (Last Name) %4 Date of Vaccination:
10/22/2023
Street Address 1Bl Dosage -
Manufacturer: Afluria
City 3k State Zip codeHFBYRAG Expiration Date: 05/31/2024

Lot #: AU1061D
Site of Injection: Deltoid L R
Signature of Vaccinator:

Phone Number(EBi%):

Date of Birth (-H&EHHR): 0 Male(EB) or 1 Female(%)

PLEASE ANSWER THE FOLLOWING:

1. Are you sick today? Yes2/No &
IRERBBRNE?
2. Do you have allergies to medications, food, vaccine component, or latex? Yes G/ No &8

RIZ5). Y. REEFELRIEE? »

3. Have you ever had a serious reaction after receiving a vaccination? Yes B/ No &8

(REBEIHEE HIIT BRI IS ?

4. Do you have a long-term health problem with heart disease, lung disease, asthma, kidney Yes 5 /Noi®EG
disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
RREBUUTHIKERRIE OIS, k. ik, 5%, NBSS1I (FIaEkReE) . RIMsEMIMRERT?

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? Yes 5 / Noi&8

FREBEEE. Ak, ARS/GERSHIEMRRRSRR?



6. Inthe past 3 months, have you taken medications that affect your immune system, such
as prednisone, other steroids, or anticancer drugs; drugs for the treatment of Rheumatoid
arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
I E3INMAY, (RERBRAESEINERARZEY, Flalrrednisone, EtBSEERZETIEEZ;
BEZENEMRTR. =D RRREFEE) a7, SEESEmsdiarg?

7. Have you had a seizure, a brain, or other nervous system problem?
FREESZLEEN. KR EMEHERARRT?

8. During the past year, have you received a transfusion of blood or blood products, or been
given immune (gamma) globulin or an antiviral drug?

S E—F+, (RRERZIHMEMAHR, BEZIRE (A XEQSTRSEY?

9. For women: Are you pregnant or is there a chance you could become pregnant during the
next month?

T REBNRZETHEIRRSEYE N BHERE? »

10. Have you received any vaccinations in the past 4 weeks?
IREEE 4 ARESSHUREED?

Yes B / Noi&H

Yes B / Noi&H

Yes B / Noi&H

Yes B / Noig&H

Yes B / Noi&H

| confirm that | am (i) the patient and 18 years of age or older; (ii) the parent or legal guardian of the minor patient; or
(iii) the legal guardian of the patient. | give consent to Holy Name to administer the vaccine(s) | have requested. | have
read the Vaccine Information Statements and/or had the statements explained to me. | understand the risk and benefit
related to the vaccines | will receive. | have asked any questions | had and they have been answered. | have been told and
| understand that | should remain near Holy Name vaccination site for at least 15 minutes after administration for

observation.

AAFEBEE () BF# 18 SHEE; (i) RNERBNRXEEEERIPA, (i) BEEEEFA. KRR HEEM
A%, KREMSREEEREH/aEmBEMmE 7 IXWER, K7 RESZIOREERNXIGIIEL. RERRE THE

IR EEEIHE. FACKSHNABRRA, EEMEEEHRNMZEDNEMN 15 557,

PATIENT OR PARENT/LEGAL GUARDIAN SIGNATURE: DATE HER:

(BERRK/EZEEFAER)

RELATIONSHIP TO PATIENT:
(SBEIXRER)




