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* Required

Information about person to be vaccinated (please print)

*Last Name:

*First Name: *Sex: OM OF

*Date of Birth:

Address:

For office use only

Notes:

City/State: Zip:

Phone Number:

Has the person ever been to a Monument Health facility? [ Yes

O No

1. Is the person sick today?

4. Has the person ever had Guillain-Barre™ Syndrome?

*Please answer the following questions for the person being vaccinated.

Yes No Don’t Know

2. Does the person have an allergy to eggs or to a component of influenza vaccine?

3. Has the person ever had a serious reaction to influenza vaccine in the past?

maintains a database of vaccinations.

I have been provided a copy of and have read or have had explained to me the information about influenza and the vaccine listed
below. | have had a chance to ask questions that were answered to my satisfaction. | believe | understand the benefits and risks of
the vaccine and ask that the vaccine be given to me or the person named above for whom | am authorized to make this request. |

understand and | consent that information about my vaccinations will be shared with the South Dakota Department of Health who

*Signature: *Date: *Time:
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