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Flu Vaccine Questionnaire/Consent Form

Date: ____/ l__

Patient Name: DOB:
1) Have you had a flu shot before? YES NO
2) Are you sick today? YES NO
3) Are you allergic to eggs? YES NO
4) Do you take asthma medication YES NO
5) Is anyone in your household immune suppressed? YES NO
6) Do you have a chronic medical condition? YES NO
7) s there a possibility that you may be pregnant?  YES NO

| have read and received the vaccine information sheet for the Flu Vaccine and Understand the
risks and side effects associated with the vaccine.

Patient Signature: Date: / /
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