	WIR ________
INVCD ________

PAID ________




          Crawford County Health Department Influenza Consent
Administration Record

The doctor or clinic may keep this record in your medical file or your child’s medical file.  They will record what vaccine was given, when the vaccine was given, the name of the company that made the vaccine, the vaccine’s special lot number, the signature and title of the person who gave the vaccine, and the address where the vaccine was given. 

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

	Race(Circle One)    White     Black or African American      America Indian/Native American
	Ethnicity (Circle One)

	                                  Asian          Hawaiian Islander or other Pacific Islanders            Other
	Hispanic                           Non-Hispanic



PLEASE PRINT                   
	    INSURANCE COMPANY NAME            MEMBER ID#


	

	Patient’s given name:  (Last name, first name, middle initial)

________________________________________________________
Name as it appears on insurance card:

 same 


	Age:

Patients DOB: 

           /                 /

Sex 

M F
	

	Street address:


	Mothers Maiden Name
	

	City


	State

WI
	Patient relationship to insured

self

spouse

child
	Name of policy holder 

	Zip code


	Telephone    / Cell
(         )
	
	Influenza



	Have you ever had a severe reaction to the influenza vaccine?    Yes    No   Unk        
Are you experiencing any fever or upper respiratory infection?    Yes   No     Unknown 
Are you allergic to eggs, thimerosal or latex?  Yes   No   Unk       
Have you ever had Guillian Barre Syndrome?   Yes    No   Unk

	Signature of person to receive vaccine or person authorized to make the request (parent or guardian) and authorization to release this information to the appropriate billing vendor to process this claim.  By signing this form, I acknowledge that Crawford County Health and Human Services has offered or given me a copy of its Notice of Privacy Practices Regarding Health Information.



	Signature


	Date:

                                                                               2023


<><><><><><><><><><><><><><><><>For Office Use<><><><><><><><><><><><><><><><>
	WAUZEKA SCHOOLS STAFF
	


	
	
	
	
	


Route=IM             VIS Date:  8/6/2021                    Site of Injection:
LV
      RV

 Left Del.                 Right Del.           




RN Signature:             Lisa Kennicker, RN               Tricia Koeller, RN                             
Date Administered and VIS Given:  _______________











   

2023-2024








