
CONSENT FOR TREATMENT—INFLUENZA SHOT 

Please Print 
Last Name     First Name     Middle Initial 

Date of Birth / / Age  Male Female   Phone Number 

Street Address        SSN: 

City     State     Zip 

Please answer each of the following questions for the person receiving the shot: 
1. Have you ever had a flu shot before?        Yes No 
2. Have you ever had an adverse reaction to a flu shot?      Yes No 
3. Do you have a history of hypersensitivity to chicken eggs or egg protein?    Yes No 
4. Do you have any hypersensitivity to any component of the vaccine, including  
 polymyxin B, neomycin (or any related antibiotics), or thimerosal.     Yes No 
5. Do you currently have a fever, acute respiratory illness or any other active infection or illness?  Yes No 
6. Do you have an active neurologic disorder?       Yes No 
7. Do you have a history of Guillain-Barre syndrome?      Yes No 
8. Have you ever had a bad reaction to any other vaccine? Describe:    Yes No 
9. Have you received another vaccine within the past 14 days?     Yes No 
10. Do you have a latex allergy?         Yes No 
11. Are you pregnant? (MD prescription required for the second and third trimester)    Yes No 
12. Have you been advised by a physician not to receive the flu vaccine?    Yes No 
 
Insurance Company: 
 

I have read or have had explained to me the information about the influenza vaccine. I have had a chance to ask ques-
tions and, if any, they were answered to my satisfaction. I believe I understand the benefits and risks of the vaccine and I 
ask that the vaccine be given to me or to the person named for whom I am authorized to make this request. I have re-
ceived a copy of the Vaccine Information Statement (VIS), dated 6/30/06. I agree that Pediatric Consultants, P.C. shall 
have no responsibility or liability if I or the named person contract influenza or any other respiratory diseases or suffer 
any adverse reaction following administration of the vaccine. 

Signature of Responsible Person:__________________________ Date: _________________ 

THIS SECTION TO BE COMPLETED BY THE NURSE 
FLU SHOT 

 
Nurse’s Signature and Title  __________________________ 
Office Location:  
777 Washington, STE P410 6215 Humphreys Blvd, STE 300 
Memphis, TN 38105  Memphis, TN 38120 
 
Date: ________ 
Mfg: ________ 
   
Lot #: ________ 

THIS SECTION TO BE COMPLETED BY 
BILLING 

METHOD OF PAYMENT 
__Cash  __Check  #______  
__Visa  __MC   
__AMEX  __Discover  __Debit 

 
 
___ MD Visit—See Fee Ticket 
 
___  Parent Only 

Injection site: 
__ Left Deltoid   __ Right Deltoid 
__ Left Thigh __ Right Thigh 
 
Dosage:  0.25 0.5 








