
 
 

Flu Vaccine Consent 

Last Name:       First Name:     

Date of Birth:    Current Age:     

1. Do you have any or have you ever had any allergies to egg/egg products?  Yes            No 
2. Have you ever been diagnosed with Guillain-Barré syndrome?  Yes            No 
3. Are you currently pregnant or plan on getting pregnant?   Yes            No 
4. To give consent to allow vaccine records to be sent to the state database? Yes            No 

 

I have read the information about the influenza vaccine and I feel that I should receive this 
immunization.  I have had the opportunity to ask questions and understand the risks and benefits.  
I hereby give consent to Zanto Medical Center personnel to administer influenza vaccine. 

 

Patient Signature:       Date:    

 

 

Manufacturer/lot number:          

Site of injection:  Right deltoid      left deltoid 

Signature of CMA/provider:          


