) healthcare clinic

Vaccine Administration Record (VAR) informed Consent for Vaccination®

SECTION 4 Please print clearly.
Hame Phone _ \ Qate of Birth — Age o Gender o
i T 1 O A A B | Femate

——

First Name M Last Name

(5 T 1 T A A D M B o B

Home Address City State ZIP Code_

0

Emait Address ‘ Medicare Part B Number (if applicable)

N A A N HENEEEE
Primary Care Physician/Provider Name (irf known) Phy?ician/Provider Phone
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Physician/Provider Address City State
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SECTICN B The foliowing questions will help us deterrine your efigibility to be vaccinated today. YES | NO

4. Which vacgines are you requesting to have administered today? Piease check all requested vaccines:
i:[ Flu Shot D Flu Nasal Spray (Ive — ages 2-48 only) D Flu HD (ages 65+) 1:] Pneumonia D Shingles D Other

2. Do you feel sick today?

3. Do you have aflergies to medications, food or vaccines? (Examples: eggs, boving protein, gelatin, gentarnicin, polymyxin, neomycin, phenot or thimerosal)
If yes, please list the allergies:

4, Have you received any vaccinations or skin tests in the past four weeks? If yes, please list the vaccination.

5. Have you ever had a serious reaction to an influenza yaccing or any other vaceine in the past?

B. Have you ever had a seizure disorder for which you are on selzure medication(s), a brain disorder, Guillain-Barré syndrome {a condition that causes paralysis) or
other nervols system problem?

Are you B5 years of age or oldar?

8. Do you smoke?

ALL VACCINES

9, Do yeu have a chrenic condition or long-term haalth problem? If yes, please check all that apply.
[ Jastma [ I Disbetes [ | Heartcisease { | Kidney disease Liver disease

Anemia ] Lung disease 1 other

10, 1f you answered YES fo question #7, 8 or 9, have you ever had a prgumenia vaccination?

11, Have you ever had a shingles vaccination (for patients §0 years of age and older only)?

12, Are you 4 healthcare worker?

13.For women: Are you pregnant or considering becoming pregnant in the next month?

14, Are you currently on home infusions, weekly injections, steroid therapy, anticancer drugs or radiation treatments?

15, Do you have cancer, leukemia, lymphoma, HIV/AIDS or zny other immune system disorder or are you in comtact with anyone who has a severely
weakenad immune sysiem?

16. Have you received a fransfusion of blood or blood products, or besn aiven a medicine called immune {gamma) glcbulin in the past year?

17. Are you receiving aspirin therapy cr aspirin-containing therapy? (18 years of age and younger only)

18. If the patient receiving vaccine is under 5 years old, Is thers a history of asthma or wheszing? (for FluMist® only)

LIVE VACCINES

18. Does the patient have a nazal condition setious enough to make breathing difficult, such as a very stuffy nosa? (for FluMist® only)

SECTION ©

| certify that | am: (j the patient and &t least 18 years of age; (i} the parent or legal guardian of the mincr patlent, or (i) ihe legal guardian of the patisnt. Further, | hereby give Ty consent o the haalthcare provider of Walgreens or Take Carg Health
Serviges™, as applcable, to administer the vaceine(s) | have requested above. | understand that [t [s not pessible fo predict all possible side effects or complications associatad with receling vaceine(s). | understand the risks and benefits associated
with the above vaccine(s) and have received, read and/or had explainad fo me the Vaceine Information Statsments on the vaccinefs) } have elected io regeive. § also acknowledge that | have had a chance 1o ask questions and that such questions

wera answered (o my satisfaction. Further, | acknowledge that | have heen advised 1o remain near the vaceination location for approximately 15 mirutes after admministration for chservation by the administering heaithcare previder. On behalf of myself,
my heirs and personal representatives, | heraby release and hald harmiess Walgreens or Take Care Haalth Sarvices™, as appiicable, its staff, agents, successors, divisions, affllates, subsidiaries, efficers, directors, contractors and empioyees from

any and all Hiabilitles or claims whether known or unknown arising out of, in cannection with, or In any way related to the administration of the vacoine(s) fisted abowe. | acknowladge that: | undarstand fhe puposes/henafits of my state's immunization
registry {"State Registry’}. | acknowledge that, depending upon my state law, | may prevent, by using state-approved opt-out form (“Opt-Out Form”): (2) disclosure of my immunization information to the State Registry; or (b} the State Reglstry from
sharing my immunization Information with any of my ather heafthcara providers enrollad in the State Registry. Walgreens or Take Care Health Services™, as applicable, will if my state permits, provide me with an Opt-Out Form. Unless | provide
Walgreens or Taks Care Health Services™, as appficatie, with a signed Opt-Out Form, | elect to participate fully in, and consent to Walgreens or Take Care Health Setvices™, as applicable, reporting my immunization informatian to the State Registry.

| authorize Walgreens ar Take Care Heaith Services™, as anplicable, to (1) releasa my medical or other information, including my communicahle disease fncluding HIV), mental health and drug/alcohol ahuse information, 1e my healthcare professionals,
Medicare, Medicaid, or other third-party payer as necessary 1o effectuate care or paymant, (2) submit a ciaim to my insurer for the above requasted items and services, and (3) raquest payment of authorized benefits be made on my behalf to
Walgreens or Take Care Heaith Services™, as applicable, with respect to the above requested items and services. | furiher agrae to be Tully financially responsible for any cosharing amounts, ineluding copays, coinsurance, and deductibles, fur the
requested ltems and services as well as for any requested itemns and services nat covered by my Insurance benefits. | understand that any payment for which 1 am-financially responsible is due at the tima of service or, if Walgreans or Take Care Health
Sarvices™ invoices me after the time of servics, upon receipt of such invoice.

Patient Signature: Date:
{Parent or Guardian, if minor)

SECTION D [HEALTH CARE PROVIDERS ONLY) The following section is to be compfeted by the health care provider oniy.

Immunizer Name {print): Immunizer Signature: RPh/PharmD/RN/LPN/LVYN/NP/PA (circle cne)
If applicable, fntern Name (print): Administration Date: Date VIS given to Patient:

Vaccine Lot # Exp Daie Manufacturer | Dosage | Circle Site of Injection | VIS Date | RPh Pre-fili Initials
Inactivated influenza -pr 0.5 ml L/ R Delioid IM 7/2/2012

“Healthcare providers can be an immunization-certified phamacist or a registered rurae, ficensed practical nurse, icensed vaeational nurse, nurse practitioner or physician's assistant,
- . A o i
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