
 
 

INFLUENZA VACCINE ADMINISTRATION FORM 
 

Information on this form will be used to document authorization for receipt of vaccine.  Information may 
be shared with your health care provider, your insurance company, and Medicare.  Information collected 
on this form is voluntary. 
 

PATIENT DEMOGRAPHIC INFORMATION 
 
 

Name: ____________________________________________________ Date of Birth: ___________ 
  Last   First   Mi 
 
Address: ____________________________________________________________________________ 
Phone: ______________________________________________________________________________ 
 

      
I have been given a copy of Vaccine Information Statement for Influenza. I have had an opportunity to 
ask questions and have them answered to my satisfaction.  My signature indicates consent for the 
influenza vaccination. 
 
________________________________________________________  _____________ 
Signature of the person to receive the vaccine     Date 
 
 
 
 
 

BRAND: 
LOT:  
EXP:    DOSE:      mL 
IM:    LT / RT ARM 
DATE: 

Nurse Administering: 
  
 

 

FLUZONE – SANOFI NoPres - Prefilled 
   LOT:   
   EXP.:    DOSE: 0.7mL 
   IM :    LT / RT ARM 
   DATE: 
Nurse Administering: 

 

FLUZONE (HIGH DOSE) NoPres – SANOFI (65 yrs +) 
   LOT:  
   EXP.:         DOSE: 0.5mL 
   IM :    LT / RT ARM 
   DATE: 
Nurse Administering: 

 


