MEA MEDICAL CLINICS
INFLUENZA VACCINATION CONSENT FORM

Name: _____________________________ Date of Birth: _____________ Age: ________ Company: __________________
            (Last)                          (First)

Address: ________________________________ City: _________________ State: _______   SSN: ____________________                     

Work Phone________________________          Home:___________________                 Cell: ________________________

[image: image1]
  Yes        No

Do you have a severe allergy to egg products?                                                          _____   _____  

Do you have an active neurologic disorder (MS, Parkinson’s, ALS, etc.)?               _____   _____

Have you ever been paralyzed with Gullain-Barre Syndrome
 secondary to the flu vaccine?                                                                                    _____   _____ 
Are you currently ill, have a fever or are you on antibiotics?                                    _____   _____
Do you have a history of allergy to mercury products?                                             _____   _____

Do you have an aminoglyside allergy? (Gentimycin/Mycin) antibiotics                  _____   _____

Have you had a previous flu vaccination this year? (Adults receive one dose)         _____   _____

Do you have a known or suspected pregnancy?                                                         _____   _____

Have you received another type of vaccine within the last 14 days?                         _____   _____

If you have any questions about the influenza vaccination information you have read or anything on this form, please ask the healthcare personnel administering the injections. If you answered “yes” to any of the above questions, we recommend that you consult with your personal physician before receiving the influenza vaccine.
Have you had an influenza vaccination in the past?                                                  _____   _____

Have you ever had a problem taking the influenza vaccine?                                     _____   _____

Briefly describe the problem _________________________________

I understand that the vaccination is being provided by MEA Medical Clinics. I expressly release from any liability the above organization and individual giving the influenza vaccine. I, for myself, my heirs, executors, assigns hereby agree to release MEA and its employees from any and all claims arising out of, in connection with, or in any way related to my receipt of this influenza vaccine.

I understand the benefits and risks of the influenza vaccination as described. I request that the influenza vaccination be given to me.

I agree to remain in the area for at least 15 minutes for observation.

Signature: ____________________________________________ Date: ___________________

           Manufacturer: ______________Lot #: __________ Exp. Date: _________ NDC #: ___________________ 

           Dose:    0.5cc IM    Injection site: R/L deltoid        Signature: ____________________ Title: ____________
           VIS dated: _______________given to patient
Ins Co.: ____________________   Insured’s Name______________________ DOB of Insured: _______________________


Address of Insured: _____________________________________________________________________________________


Pt’s Relationship to insured:    Self	Child	Spouse 	Other		Effective Date:  _________________


Policy #:___________________________        Group #:_____________________________               Sex:   M     F   


Insured SSN#:____________________________    Employer ___________________________________________________








