
    
For Office Use Only: 

STOCK: □ STATE  □PRIVATE:    □ Flublock HD (50+) □Flu (6 months +) 

 

              DON’T 
     YES       NO      KNOW 

 

INFLUENZA SCREENING FORM 
 
PATIENT’S NAME: ______________________________________________ DATE:__________________ 
DATE OF BIRTH:___________________      PATIENT’S AGE: _______  PHONE: ______________________      
ADDRESS:_____________________________________________________________________________  
  STREET OR PO BOX  CITY      STATE                ZIP CODE 
PRIMARY PHYSICIAN________________________________________________________ 
 
 
SCREENING CHECKLIST FOR CONTRAINDICATIONS TO INFLUENZA VACCINE 
FOR PATIENTS. If you answer “yes” to any question, it does not necessarily mean you should not be 
vaccinated. It just means additional questions must be asked. If a question is not clear, please ask your 
healthcare provider to explain it. 

    

1.  Is the person to be vaccinated sick today?                     

2. Do you have allergies to medications, food, a vaccine component, or latex?                  

3. Have you ever had a serious reaction after receiving a vaccination?                  

 
4. Has the person to be vaccinated ever had Guillian-Barre syndrome?                                  
(Guillain-Barre barré syndrome is a disorder in which the body’s immune system  
attacks part of the peripheral nervous.) 
 
Please read statements before signing this document: Thank you. 

I have read or have had explained to me the information contained in the important information 

statements or vaccine information pamphlet(s) about the disease(s) and the vaccine(s). I have had a 

chance to ask questions which were answered to my satisfaction. I believe I understand the benefits and 

risks of the vaccine(s) and request that the vaccine(s) indicated be given to me or the person named 

above for whom I am authorized to make this request. By signing I am also allowing you to share this 

information with my Healthcare Provider.  

 

X_____________________________________   _________________ 

  PATIENT SIGNATURE       DATE 

 
INSURANCE INFORMATION: (PLEASE PROVIDE YOUR CARD) 
As a service to you, we will bill most insurance carriers. It is important that we have the most up to date 
and accurate information.  
Employer: __________________________________________________________ 

S.S. # ______________________________ Birthdate________________________ 

Name of insurance company___________________________________________ 

Group #: ________________________________ Subscriber #:________________ 

Plan name: ______________________________ Phone: _____________________ 

___No Insurance                                           ___Insurance does not cover immunizations 
___Paid with cash, check, debit/credit       ___Other 


