
Name _____________________________________________________________________________________________________________________________ 

Date of Birth _________________________________________________________________   (Must be 4 or older)       Sex:  q Male   q Female 

Address __________________________________________________________________________________________________________________________ 

City/State/Zip ____________________________________________________________________________________________________________________ 

Home Phone (__________)_________________________________________ Cell Phone (__________)_________________________________________ 

Insurance Name __________________________________________________________________________________________________________________ 

Insurance ID Number _____________________________________________________________________________________________________________ 

Insurance Group Number _________________________________________________________________________________________________________ 

PCP Name ______________________________________________________________  PCP Phone (__________)__________________________________ 

PATIENT CONSENT

1. I have had a chance to ask questions and they were answered to my satisfaction. I understand the risks and benefits and 
ask that the injection or vaccine be given to me or to the person for whom I am authorized to make this request.

2. I have received a copy of the Vaccine Information Statement for the vaccine I will receive today:

 q COVID-19 (two doses)
 q Influenza 
 q Twinrix (Hep A/Hep B combo) Doses at 0,1 and 6 months
 q Vaqta (Hep A) Doses at 0 and 6-18 mos
 q Energix-B 20mcg/ml -Doses at 0, 1 and 6 months
 q Gardasil 9 – repeat doses depending on age
 q MMR II – one dose
 q Menveo (meningococcal ACWY) –one dose
 q Bexsero (meningococcal B) – doses at 0 and 2 months
 q Prevnar 13 (pneumococcal) -1 dose
 q Pneumovax 23 (pneumococcal) – 1 dose
 q Shingrix (Shingles) – doses at 0 and 2-6 months
 q Td (tetanus) – 1 dose
 q Boostrix (Tdap) – 1 dose
 q Varivax (varicella) – doses at 0 and 1 month

3. FINANCIAL RESPONSIBILITY – By my signature below, I acknowledge that I have received the vaccine indicated above and 
authorize Spartan Pharmacy to bill and collect from my insurance for the vaccine and administration fees. If my insurance 
denies payment for the entire or partial amount, I agree to be personally and fully responsible for payment.

Signature ____________________________________________________________________________  Date ______________________________________ 

Signature of parent/guardian ________________________________________________________ Date ______________________________________

VACCINE CONSENT FORM 
PAGE 1 OF 10

IF YOU ARE REQUESTING A 
COVID-19 VACCINE, PLEASE 
SKIP PAGE 2 AND ANSWER THE 
COVID-19 SPECIFIC QUESTIONS 
BEGINNING ON PAGE 3.



PATIENT SCREENING QUESTIONS

1. Are you sick today?  q Y q N

2. Do you have allergies to medications, eggs, latex or vaccines?  q Y q N

3. Have you ever had a serious reaction after receiving a vaccine?  q Y q N

4. Have you received a vaccine in the last 4 weeks?  q Y q N

5. Are you pregnant or chance you can become pregnant in the next month?  q Y q N

6. Do you have any problems with your immune system or take medications which affect your immune system? q Y q N

7. Do you have a long-term health problem (heart disease, lung disease, asthma, kidney disease, anemia or  
 other blood disorder?   q Y q N

8. Do you or anyone living in your household have cancer, leukemia, HIV/AIDS or another immune system problem?  q Y q N

9. Have you travelled outside of the country in the last 4 weeks?   q Y q N

Please elaborate on any questions you answered YES: ___________________________________________________________________________

___________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________

Questions Answered by _______________________________________________________________ Date ______________________________________ 

Responses Reviewed by ______________________________________________________________ Date ______________________________________ 

FOR PHARMACY USE ONLY

VACCINE CONSENT FORM
PAGE 2 OF 10

VACCINE

COVID-19 (1st dose)

COVID-19 (2nd dose)

INFLUENZA

TWINRIX (HepA/B)

VAQTA (Hep A)

ENERGIX (Hep B)

MMR II

PREVNAR 13 (PCV 13)

PNEUMOVAX 23

SHINGRIX (1st dose)

SHINGRIX (2nd dose)

TD

BOOSTRIX (Tdap)

OTHER:

VIS DATE

12/20/20

12/20/20

8/15/19

07/20/16

07/20/16

08/15/19

08/15/19

10/30/19

10/30/19

10/30/19

10/30/19

04/11/17

04/01/20

DATE SITE/ROUTE MANUF./LOT NO DATE VIS GIVEN

Vaccine Adminstered By ______________________________________________________________ Title ______________________________________ 



Vaccine Information Statement 
 
Influenza (Flu) Vaccine (Inactivated or Recombinant): What You Need to Know 
 
Many vaccine information statements are available in Spanish and other languages. See www.immunize.org/vis. 
Hojas de información sobre vacunas están disponibles en español y en muchos otros idiomas. Visite www.immunize.org/vis. 
 
1. Why get vaccinated? 
 
Influenza vaccine can prevent influenza (flu). 
 
Flu is a contagious disease that spreads around the United States every year, usually between 
October and May. Anyone can get the flu, but it is more dangerous for some people. Infants and 
young children, people 65 years and older, pregnant people, and people with certain health 
conditions or a weakened immune system are at greatest risk of flu complications. 
 
Pneumonia, bronchitis, sinus infections, and ear infections are examples of flu-related 
complications. If you have a medical condition, such as heart disease, cancer, or diabetes, flu can 
make it worse. 
 
Flu can cause fever and chills, sore throat, muscle aches, fatigue, cough, headache, and runny or 
stuffy nose. Some people may have vomiting and diarrhea, though this is more common in 
children than adults.  
 
In an average year, thousands of people in the United States die from flu, and many more are 
hospitalized. Flu vaccine prevents millions of illnesses and flu-related visits to the doctor each 
year. 
 
2. Influenza vaccines  
 
CDC recommends everyone 6 months and older get vaccinated every flu season. Children 6 
months through 8 years of age may need 2 doses during a single flu season. Everyone else 
needs only 1 dose each flu season. 
 
It takes about 2 weeks for protection to develop after vaccination. 
 
There are many flu viruses, and they are always changing. Each year a new flu vaccine is made 
to protect against the influenza viruses believed to be likely to cause disease in the upcoming flu 
season. Even when the vaccine doesn’t exactly match these viruses, it may still provide some 
protection.  
 
Influenza vaccine does not cause flu. 
 
Influenza vaccine may be given at the same time as other vaccines. 
 

http://www.immunize.org/vis
http://www.immunize.org/vis


3. Talk with your health care provider 
 
Tell your vaccination provider if the person getting the vaccine: 
• Has had an allergic reaction after a previous dose of influenza vaccine, or has any 

severe, life-threatening allergies  
• Has ever had Guillain-Barré Syndrome (also called “GBS”) 
 
In some cases, your health care provider may decide to postpone influenza vaccination until a 
future visit. 
 
Influenza vaccine can be administered at any time during pregnancy. People who are or will be 
pregnant during influenza season should receive inactivated influenza vaccine. 
 
People with minor illnesses, such as a cold, may be vaccinated. People who are moderately or 
severely ill should usually wait until they recover before getting influenza vaccine. 
 
Your health care provider can give you more information. 
 
4. Risks of a vaccine reaction 
 
• Soreness, redness, and swelling where the shot is given, fever, muscle aches, and 

headache can happen after influenza vaccination. 
• There may be a very small increased risk of Guillain-Barré Syndrome (GBS) after 

inactivated influenza vaccine (the flu shot). 
 
Young children who get the flu shot along with pneumococcal vaccine (PCV13) and/or DTaP 
vaccine at the same time might be slightly more likely to have a seizure caused by fever. Tell 
your health care provider if a child who is getting flu vaccine has ever had a seizure. 
 
People sometimes faint after medical procedures, including vaccination. Tell your provider if 
you feel dizzy or have vision changes or ringing in the ears. 
 
As with any medicine, there is a very remote chance of a vaccine causing a severe allergic 
reaction, other serious injury, or death. 
 
5. What if there is a serious problem? 
 
An allergic reaction could occur after the vaccinated person leaves the clinic. If you see signs of 
a severe allergic reaction (hives, swelling of the face and throat, difficulty breathing, a fast 
heartbeat, dizziness, or weakness), call 9-1-1 and get the person to the nearest hospital. 
 
For other signs that concern you, call your health care provider. 
 
Adverse reactions should be reported to the Vaccine Adverse Event Reporting System (VAERS). 
Your health care provider will usually file this report, or you can do it yourself. Visit the VAERS 



website at www.vaers.hhs.gov or call 1-800-822-7967. VAERS is only for reporting reactions, 
and VAERS staff members do not give medical advice. 
 
6. The National Vaccine Injury Compensation Program 
 
The National Vaccine Injury Compensation Program (VICP) is a federal program that was 
created to compensate people who may have been injured by certain vaccines. Claims regarding 
alleged injury or death due to vaccination have a time limit for filing, which may be as short as 
two years. Visit the VICP website at www.hrsa.gov/vaccinecompensation or call 1-800-338-
2382 to learn about the program and about filing a claim.  
 
7. How can I learn more? 
 
• Ask your health care provider.  
• Call your local or state health department.  
• Visit the website of the Food and Drug Administration (FDA) for vaccine package inserts 

and additional information at www.fda.gov/vaccines-blood-biologics/vaccines. 
• Contact the Centers for Disease Control and Prevention (CDC): 

- Call 1-800-232-4636 (1-800-CDC-INFO) or 
- Visit CDC’s influenza website at www.cdc.gov/flu. 

 
Vaccine Information Statement  
Inactivated Influenza Vaccine  
8/6/2021 
42 U.S.C. § 300aa-26  
 
Department of Health and Human Services 
Centers for Disease Control and Prevention 
 
Office Use Only 

 

http://www.vaers.hhs.gov/
http://www.hrsa.gov/vaccinecompensation
https://www.fda.gov/vaccines-blood-biologics/vaccines
https://www.cdc.gov/flu
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