
FLU CONSENT FORM

P A T I E N T   I N F O R M A T I O N
First Name: MI Last Name:

Date of Birth: Age: Gender: Name of School: Grade:

M M / D D / Y Y Y Y Male / Female

Patient Race: White African 
American

Amer. Indian/
Native American Hispanic

Alaskan 
Native Asian Other:

Address: City:

Cell/Emergency Contact Phone #: ( ) _

State: Zip Code:

C O N T A C T    I N F O R M A T I O N    &   P A R E N T / G U A R D I A N   I N F O R M A T I O N
First Name: Last Name: Relationship:

R E Q U I R E D   I N S U R A N C E   I N F O R M A T I O N   (MUST check an appropriate box)
P R I V A T E    I N S U R A N C E

NO 
INSURANCE Aetna BCBS CIGNA Humana Tri-

Care UHC

Cardholder’s First Name: Cardholder’s Last Name: Cardholder’s Date of Birth:

M M / D D / Y Y Y Y

Member ID:(please include prefix, if any) Group #:

V A C C I N A T I O N   &   H E A L T H - R E L A T E D   Q U E S T I O N S
1 Is the person to be vaccinated sick today? YES NO
2 Has this patient ever had a severe or life threatening allergic reaction to the flu vaccine? YES NO
3 Does this patient have an allergy to eggs or to a component of the vaccine? YES NO
4 Has this patient ever had Guillain-Barre syndrome? YES NO

Date: / /

Exp. Date: / /

Clinic 
Location:

Vaccine Lot:

Administered by: 

VIS  IIV  8-15-2019

Location: RA      LA 0.5ml

Medicare
AETNA-
Medicaid

Medicaid�
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&RRNV
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 iQVXUaQce�cRYeUaJe�EXW�dReV�QRW�cRYeU�YacciQeV
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Authorization for the Administration of the Influenza Vaccine

I am providing this consent form to Parker County Hospital District in order that I may be given the influenza vaccination. I have read and understand the information I 
have received concerning the possible benefits and side effects of the influenza vaccination. I hereby acknowledge that based on the information presented to me, I am 
eligible to receive the influenza vaccine on this date. I am feeling well today and I have not recently had fever. I understand that no assurance can be given that the 
influenza vaccination will give me immunity from contracting any strain of influenza. I hereby acknowledge that I have received a copy of the Vaccine Information Sheet 
on the 2020-2021Influenza Vaccine. I release Parker County Hospital District, its employees, representatives and agents from any liability for giving me the influenza 
vaccination. I accept responsibility for seeking medical attention for any problems associated with my receiving the vaccine. I have had the opportunity to have all my 
questions answered. I understand that this consent is valid for 6 months and I will make PCHD/school aware of any changes prior to being vaccinated. I authorize PCHD 
to provide my child's school with documentation of vaccinations given today. 

Date

Date_________________________

Signature of Patient/ Parent or Guardian 

 PCHD Staff Signature__________________________________________________ 

)25�$'0,1,675$7,9(�86(�21/<

Parker County Hospital District Outreach Program 
1130 Pecan Street

Weatherford, Texas 76086
817-458-3254   www.pchdtx.org






