
 

2019-2020 CONSENT FOR INFLUENZA VACCINE 

 

Screening: 

Have you received the flu vaccine before?     Yes   No 

Do any of the following apply?       

 Severe reaction to the flu vaccine in the past   Yes   No 

 *Serious allergy to chicken eggs    Yes   No 

 History of Guillain-Barre Syndrome (GBS)   Yes   No 

 Currently sick with a fever     Yes   No 

Participant/Parental Informed Consent Signature: 

By signing, I have received and agreed to the following: 
 Received and read the vaccine information sheet (dated 8/15/19) regarding the Benefits and Risks of receiving the 
 Influenza vaccine;  
 Had the opportunity to have questions answered regarding the vaccine; 
 Consented to be immunized or have my child immunized; 
 Understand that if my child is aged less than 9 years, I should consult my physician to determine if a      

second dose is indicated. 
 
I hereby release Lehigh Valley Health Network, its hospitals, physicians, employees, agents, representatives, and  
assigns, including but not limited to the property owner upon which the event takes place, and its respective parent, subsidiary, and 
affiliated companies, from any and all liability that may be associated with my (my child’s) receipt of the flu vaccine. 
 
Signature of person being immunized, or authorized representative:   
 
_____________________________________________  Relationship:  _________________  Date: _____/_____/____ 
 
If under age 18, need parental consent.  Parent/Guardian signature: _________________________________________ 
 
Telephone consent: Yes      No   Witnessed by: ___________________________________________________ 

 

FOR INTERNAL USE ONLY 

 
Name: ___________________________________________________  Date of Birth: _____/_____/_____  Age: _____ 
 
Address: ________________________________________________________________________________________ 
 
City: __________________________ State: ________  Zip Code: ________  Email: ____________________________ 
 
Legal Sex:  F  M   Nonbinary Unknown X       Doctor’s Name: ___________________________________ 
 
Phone: _______ — _______ — _______  (Home/Mobile)                     

Version 2 Rev. 9/17/19 

Standard - NO LABEL (6 months - 64 yrs) 

Green label (FluAd, ≥ 65 yrs) 

*Vaccine Expiration:  2020 
Vaccinator User ID & Initials:  __________________________________________ 

Date: November 9, 2019 

November 10, 2019 

Other:  _____/_____/_____  

Site: Left Arm 

Left Leg 

Right Arm 

Right Leg 

*If YES, please investigate options for 
vaccination with physician or allergist. 

Are you an LVHN/LVPG employee, volunteer, or contracted service?      Yes      No 
 
IF YES, PLEASE ASK FOR EMPLOYEE HEALTH CONSENT FORM.  IF NO, PLEASE PROCEED TO STEP 2.                        1 

2 

3 

4 X 

5 
Patient MRN:  __________________________________________ 

Refused FluAd 
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