
   Flu Vaccine Consent For m                                 

School  Name:  ________________________________________________ Clinic Date: _________________ 

 
PLEASE COMPLETE ALL OF THE INFORMATION BELOW - Please print using ink (Incomplete forms will not be accepted) 

FIRST NAME 
of student: 

         MIDDLE 
INITIAL 

 LAST NAME 
of student: 

         SUFFIX 
(Jr., III, etc) 

 

Gender: Male Female Birthdate: 
(mo,day,yr) 

        Age Homeroom Teacher/Grade 

Address 
Phone # ( ) - Mother’s Maiden 

Name: (For registry) 
City Zip Code State Race: (Circle one) African American / Black White Alaskan/ Native-American Asian 

Hawaiian / Pacific Islander Other Ethnicity: (circle one) Hispanic Non-Hispanic 

Email address:                          

 



 
 

 

 


	School Name: ________________________________________________ Clinic Date: _________________
	The current health care laws require us to bill your insurance company for the vaccine. The service is offered at no cost to you. Answers are always confidential.


