Health

¥ Schools
2017-2018 Seasonal Flu Shot (lIV) Vaccine Consent Form

Full, Logal Namu of Studant {Firt Sasre e iiffal. Last Mne) PLEASE PRINT Name of Echool

| ParentiGuardian Name (Pt tams #iddla ital Lost Narme Reletionship o Student Homeroom Teacher / Grade

Adidress Email Address Birti: Date {month { date / vest) Age Sex
tity Zip Code Home Phone # Cell Phome &

Demaographic Information; (Circle one) s\White  Amerioan Indianf Native Alaskan  Biack Aslan  Hispanle  Other

IF YOU DO NOT WISH TO PARTICIPATE PLEASE CHECK HERE: NO
e do not P ipate yo not | : NPIELe 2l

[ inscrance] |Medicaid | ] & or Write: {Ex: AmeriGroup, Welicars, integral, Prestige, Humana, Sunshina, Bstte }
§ Please pravide the following information:

Instranse Company: MemberiD:

A Bolicy roidora Name: Policy Holder's Dais of Bk

reduire us to bill your insuraree company for the vaccine. Yoy will not be billed, and there
2 due, Thare will be no out of gocket experise for the servites provided!

L] MY CHILD DOES NOT HAVE HEALTH NG

Yes Lg\l}o 1.} is your ¢hild 4 years or older?
’ﬁs g 2.} Do any of the following apbly 1o your child?

(¥ you answer YES, your child cannot receive a Flu Vaceine at sohool, please contact your child’s doctor)
»  Allorgy i chicken agge or egg products

s Life threatening reaction(s} to fii: vaccing In the past
»  Allergy to Latex
«  Has had Gulllain-Barre syndrome {very rare}

Yes No ow 8 i child?

O O

»  Has longlerm health problems with weakered Immuna systom, heart dizease, hing disouse (.. cystic fibrosis), liver disease,
Kidney disease, or metabolic disorders {e.q. dishetes) or hlood disorders {o.g. Sickle disease or thalassemia)

IF YOU HAVE ANY HEALTH QUESTIONS, PLEASE CONTACT YOUR CHILD'S PEDIATRICIAN
OR CALL HEALTHY SCHOOLS AT 1-800-506-0595 T SPEAK TO A NURSE,

1mve ratelved, read, and understand the CDC Vactine Information Statement for the [nattivated Infiueriza Vacone (V). § have read these doctments and undarstand the
risk ang henafits of the BV vacoine. | glve permission to Healthy Schools and their adminisirators to giva my child fhe vascine in my absence, fo commuricate with other
heatihcare providers, as heeded, and for data entry, billing and stnrage according fo Florida Dapatiment of Health policies, 1o assure optima! healthoars for my child, | haraby
release Healthy Schools from any and all iability associaled with the administraion and potential side effects of the vaceine.

[__1YES, 1 Want To Help Protect My Family And Community From Fiu By Altowing My Child To Recelve a Elu SHOT!

Priritad Name of Parent/Guardian Signature of Parent/Guardian Date
VBCOCW - WO Wesden . | VBODCWV . TVeE mE R e

LOT Numbar; - EXP Dats; ‘ ‘ LOT Number; , . EXPDate: _
RNE: U Dste " " RUAORWUA(Crolsone) | RN# T T Dee  RUAVORILUA) (Cirde Ore




