
Center for Human Development, Inc. 
2301 Cove Avenue, La Grande OR  97850  (541) 962-8800
Immunization Consent and Claim Form

INFORMATION ABOUT PERSON TO RECEIVE FLU VACCINE (please print clearly)
Last Name                                                                    First Name                                                          Middle Initial Ethnicity    Hispanic

                  Non-Hispanic

Date of Birth (mm/dd/yyyy)                                                                    Age Gender  
    F    M  

Race   White   Black   Asian/Pacific Islander
 Hispanic   American Indian/Alaska Native   

Mailing Address City State Zip Phone

OHP # SSN# Medicare # Private Ins. (attach copy of card)

PLEASE ANSWER THE FOLLOWING QUESTIONS
 Flu Shot/FluMist Questions:

■ Have you ever had a severe reaction to a flu or pneumonia shot? � Yes  � No

■ Are you allergic to eggs or gelatin? � Yes  � No

■ Are you allergic to Thimerosal or Gentamicin? � Yes  � No

■ Are you presently ill with a cold, flu or any infection? � Yes  � No 

■ Are you taking 

anti-viral or anti-microbial medication? � Yes  � No

■ Do you have history of Guillain-Barré Syndrome? � Yes  � No

■ Have you ever fainted from injections in the past? � Yes  � No 

Additional questions for FluMist (ages 2-49) ONLY:

■ Are you currently pregnant or plan to become pregnant within the next month? � Yes  � No

■ Are you 18 or under and on aspirin therapy, or do you have Reyes Syndrome? � Yes  � No 

■ For children 2-4, does the child have recurrent wheezing? � Yes  � No 

■ Do you have underlying conditions such as asthma, lung or heart disorder, diabetes, kidney dysfunction, 

hemoglobin disorders, or with immunodeficiency disease or receiving immunosuppressive therapies? � Yes  � No

■ Do you live with or expect to have close contact with a person whose immune system is severely 

compromised and who must be in a protective isolation room (e.g., bone marrow transplant unit)? � Yes  � No 

■ Have you received any other vaccines in the past 4 weeks? � Yes  � No 

CONSENT TO RECEIVE SHOT(S) AND BILL FOR TODAY’S SERVICE
I have read/had explained to me the information about influenza and the vaccine. I have had a chance to ask questions which 
were answered to my satisfaction. I believe I understand the benefits and risks of influenza vaccines and ask that the vaccine 
be given to me or to the person named for whom I am authorized to make this request. I agree that neither Center for Human 
Development, Inc. (CHD) nor their sponsor shall have any responsibility or liability if I contract influenza or other respiratory 
diseases, or suffer any other adverse reaction following administration of the vaccine. I allow the release of any information 
needed to process insurance claims and request payment of medical benefits. I understand that I am responsible if payment is 
denied by my insurance carrier. I authorize payment of medical benefits to CHD.

________________________________________  ___________________________________  ____________________
 Signature of Responsible Person                              Print Name                                                     Date                   

09/17/2015



Clinic Use Only:    Admin only     High Dose    FluMist    Flu Pd $________CA/CC/CK#______
Clinic Site:     � CHD       � La Grande SBHC     � Union SBHC        � _________________________________

Circle Code:  M – OHP 6 mo-18yr (VFC) A – Native American (VFC)  

N – No Insurance 18 & under (VFC) F – Underinsured served in FQHC (VFC)

L – Billable, Insurance, Medicare, Self Pay, OHP 19+

Type Man.    Vaccine/Admin Dose Circle Location Lot                 Exp_____

��High Dose 65+  Sanofi (90662/90471F)  0.5 ml  RAIM   LAIM �Lot# _UI442AB __     Exp. _4/07/16_ _(L)

��Peds Syringe  Sanofi (90685/90471F)  0.25 ml  RTIM   LTIM �Lot# _U5304FA____ Exp. _ 6/30/16__(L)
      Pre-filled 6-35 mos_

�Lot# _U5304FA____ Exp.  _6/30/16__ (VFC)

��Multi-dose vial  
���6-35 mos Sanofi (90687/90471F)  0.25 ml  RTIM   LTIM �Lot# _UI431AE____ Exp. __6/30/16_ (L)

�Lot# _UI431AA         Exp. __6/30/16__(L)

�Lot# _UI440AE___   Exp.  __6/30/16__(VFC)

�    3+ yrs Sanofi (90688/90471F)  0.5 ml  RAIM   LAIM �Lot# _UI431AE___   Exp. _  6/30/16__ (L)
 

 �Lot# _UI431AA____ Exp.  _6/30/16___(L) 

�Lot# _UI440AE____ Exp.   _6/30/16___(VFC)

 
 
��Syringe Pre-filled Sanofi (90686/90471F)  0.5 ml  RAIM   LAIM �Lot# _UI444AA___     Exp.__6/30/16_ (L)

                                                                                    
�Lot# __________       Exp. _________ 

���FluMist  2-49 yrs. Medimmune (90672/90473F) 0.2 ml  Intranasal �Lot#  __FJ2145____  Exp. __01/12/16_(L)

�Lot# ____________  Exp. _________

�Lot# ___________    Exp. _________

__________________________________________________________  __________________________________    
Signature/Title Vaccine Administrator   Admin Date/Date VIS Given  

Clerical Initials ____________    Notes ___________________________________________________________________
__________________________________________________________________________________________________        
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