Flu Vaccine Consent Form

School Name: Clinic Date:
PLEASE COMPLETE ALL OF THE INFORMATION BELOW - Please print using ink (Incomplete forms will not be accepted)
FIRST NAME 1 U R R R MIDDLE LAST NAME R
of Student: INITIAL of Student:

Gender:  Male Yemale Birthdate:
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[ 4 | Risks of a vaccine reaction ]

,Soreness, redness, and swelling where shot is given,
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