Jackson County Health Department

Children’s Seasonal Influenza Vaccine Administration Record

6 months to 18 years of age

The Vaccine Information Statement has been made available to me.  I have been given the opportunity to ask questions which were answered to my satisfaction.  I believe that I understand the benefits and risks of influenza and ask that the vaccine be given to me or the person named below for whom I am authorized to make this request.

Information about the person receiving the vaccine.  (Please Print)

Name:  _______________________________________________________________

                            First                                      Middle                                    Last  

Date of Birth:  _____________________     Age:  _____          Sex:   ( Male    ( Female   

Address:  ______________________________________________________________

                         Street                                     City                          State             Zip Code

Telephone Number:  _____________________________
You must present your current insurance card.  As a courtesy to you, we will bill your insurance company directly for vaccination services rendered.  If problems arise regarding coverage issues, we will attempt to work with your insurance company to help resolve them prior to making it your responsibility.  However, please be advised that you are nevertheless ultimately financially responsible for payment of medical services rendered by this clinic.

_____________________________________

____________________

Signature / Parent or Guardian 




Date

For Health Department Use Only

Vaccine Information Sheet dated 08-07-2015 was available on the date of vaccination.
