


 

 

 

 

 

 

 
 
Patient Name: __________________________________________________________________ 
 
Date of Birth: _____________________ Primary Care Provider: __________________________ 
 
 
 ____yes ____ no Severe allergy to eggs or thimerosal or latex? 
 
 ____yes ____  no Previous severe reaction to influenza vaccine? 
 
 ____yes ____  no Moderate to severe illness today? 
 
 ____ yes ____ no Ever paralyzed with Guillain-Barre within 6 weeks after flu shot? 
 

I have been offered or provided, whether accepted or not, a copy of the “Vaccine Information Statement.I have 
read, or have had explained to me, the information in the “Vaccine Information Statement.”  My questions have 

been answered satisfactorily, and I ask that the vaccine be given to me or to the person for whom I am authorized 
to make this request. I consent to inclusion of this immunization data in the Kansas Immunization Registry for 

myself and on behalf of person I am responsible for. 
 
 

 
Patient Signature: ___________________________________________ Date: ______________ 
 
------------------------------------------------------------------------------------------------------------------------------- 

Vaccination Record  FOR ADMINISTRATIVE USE ONLY 
 
Flu Dose Brand: High Dose / Regular / Egg Free    Lot/Exp: 
 
Dose Amount: __0.5 mL___ VIS:  01/31/2025      Site Given:    Temp: 
  
 
Signature: ____________________________________________ Date: ____________________ 
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