FLU (FLUCELVAX) CONSENT FORM
Patient Name ______________________________________ Date of Birth ______________ Age _____ Gender Male
Female
Address ____________________________________________ City______________________ State ______ Zip Code
_________
Phone Number _______________________ Medicare Part B ID Number (if 65yrs or older)_____
__________________________
Primary Dr. Name ___________________________________ Dr. Phone Number________________________
Which vaccine(s) would you like to receive today? _________________________________________________
Medical Conditions: ___________________________________

Enter weight if less than 130lbs: __________

For patients: The following questions will help us determine which vaccines you may be given today. If you answer “yes” to
any question, it does not necessarily mean you should not be vaccinated. It just means additional questions must be asked. If
question is not clear, please ask your healthcare provider to explain it.

1)

Are you sick today?
No

Yes

2)

Do you have allergies to medications, food, a vaccine component, or latex?
No

Yes

3)

Have you ever had a serious reaction after receiving a vaccination?

4)

Have you had a seizure or a brain or other nervous system problem?
No

Yes

No
Yes

I have read the adverse reactions associated with the influenza and pneumococcal vaccine. A copy of the vaccine information
sheet was provided. Furthermore, I have also had the opportunity to ask questions about these immunizations. I believe the
benefits outweigh the risks and I voluntarily assume full responsibility for any reaction that may result. My medical record may
be shared with my physician/insurance company. I am requesting that the immunization(s) be given to me or the person
named below for whom I am the legal guardian. I, for myself, my heirs, executors, personal representatives and assigns,
hereby release The Madison Pharmacy, physician, and/or medical director and their respective affiliates, subsidiaries,
divisions, directors, contractors, agents and employees, from any and all claims arising out of, in connection with or in any way
related to my receipt of this or these immunization(s). The Madison Pharmacy and the other aforementioned parties shall not
at any time or to any extent whatsoever be liable, responsible, or in any way accountable for any loss, injury, death or
damaged suffered or sustained by any person at any time in connections with or as a result of this vaccine program or the
administration of the vaccines described above. The Madison Pharmacy will use and disclose your personal and health
information to treat you, to receive payment for the care we provide, and for other health care operations. Health care
operations generally include those activities we perform to improve the quality of care.

________________________________________
Signature/Legal Guardian
________________________________________
Print Name

_________________________________
Date

