
Influenza Immunization Influenza Immunization

Please fill out both sides of form.
Bring this form and your Primary Medical Insurance card to your appointment.

Please fill out both sides of form.
Bring this form and your Primary Medical Insurance card to your appointment.

YOUR INFORMATION: PLEASE PRINT LEGIBLY YOUR INFORMATION: PLEASE PRINT LEGIBLY

NAME BIRTH DATE NAME BIRTH DATE

ADDRESS □ MALE    □ FEMALE ADDRESS □ MALE    □ FEMALE

CITY ZIP CODE CITY ZIP CODE

PHONE NUMBER EMAIL ADDRESS PHONE NUMBER EMAIL ADDRESS

PHYSICIAN INFORMATION: PLEASE PRINT LEGIBLY PHYSICIAN INFORMATION: PLEASE PRINT LEGIBLY

NAME NAME

PATIENT SIGNATURE: PATIENT SIGNATURE:
(Authorization to receive vaccination and to bill your Medical Insurance on your behalf.) (Authorization to receive vaccination and to bill your Medical Insurance on your behalf.)

SIGN DATE SIGN DATE

PLEASE CIRCLE YOUR PRIMARY MEDICAL INSURANCE: PLEASE CIRCLE YOUR PRIMARY MEDICAL INSURANCE:

Medicare Advantra Freedom MediGold Medicare Advantra Freedom MediGold

SummaCare Pyramid Life Insurance/Rx Options Humana Medicare SummaCare Pyramid Life Insurance/Rx Options Humana Medicare

Secure Horizons HomeTown Health Plan (SecureCare) PrimeTime Secure Horizons HomeTown Health Plan (SecureCare) PrimeTime

Aetna Medicare Anthem Senior Advantage Aetna Medicare Anthem Senior Advantage

INSURANCE CARD ID NUMBER: INSURANCE CARD ID NUMBER:

PHARMACY STAFF USE ONLY: PHARMACY STAFF USE ONLY:

Fluzone by Sanofi Pasteur Fluzone by Sanofi Pasteur
VACCINE MANUFACTURER VACCINE MANUFACTURER

0.5 ml injected IM into Left □ Right □ arm, 25GI" 25G 5/8" 0.5 ml injected IM into Left □ Right □ arm, 25GI" 25G 5/8"

SIGNATURE OF VACCINE ADMINISTRATOR DATE SIGNATURE OF VACCINE ADMINISTRATOR DATE

VACCINE LOT NUMBER VACCINE LOT NUMBER


