

Preservative Free FluMist Influenza Vaccine Consent Form

Patient Name: _________________________

Patient DOB: __________________________

Mother’s Maiden Name: First______________________ Last____________________

For patients or parents of children to be vaccinated: the following questions will help us determine if there is any reason we should not give you or your child the FluMist  vaccination today.  If a question is not clear, or you are unsure of your answer, please ask your healthcare provider to explain it.













   Yes
      No

1. Does the person to be vaccinated have any significant illness or a Temperature           

    over 100.5F in the last 24 hours?

2. Does the person to be vaccinated have any known allergy to eggs or gelatin?






3. Has the person to be vaccinated ever had a serious reaction to influenza vaccine 

    in the past? If Yes describe: __________________________________________


4. Does the person to be vaccinated have a history of recurrent wheezing?


5. Has the person to be vaccinated used an oral or inhaled medication FOR ASTHMA
    within the last 2 years? (e.g.,Singulair, Albuterol, Flovent, Advair, Pulmicort, orapred or prednisone)

6. Does the person to be vaccinated have any chronic health conditions? If Yes, please    

    describe:___________________________________________________________

7. Does the person to be vaccinated have close contact within the next 7 days with a person

    with a compromised immune system? If Yes describe: ___________________________

 __________________________________________________________________________________

   I am aware my insurance may not cover FluMist at $35.00 per dose which is due at time of service.

       
●  I have read the information above carefully and answered truthfully to the questions.


●  I have received a copy of the Vaccination Information Statement for FluMist.


●  I have had the chance to ask questions and fully understand the benefits and risks of vaccination
     with FluMist.

My signature below indicates my permission for the FluMist vaccine to be given today.

Parent or Guardian Name (please print):______________________________________

Signature of Parent or Guardian (please sign):__________________________________

Date: ________________________________
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