Urgent Care of Westchester
155 White Plains Road
Tarrytown, NY  10591
914-372-7171
Children’s Flu Vaccine Registration Form 2009-2010


Name: _________________________    Sex ____	Date of Birth _________________

Address ____________________________________________

Country of Birth:________________   Phone:  ___________________

Mother’s Maiden name (first and last)  _________________________________________

Are you allergic to eggs or egg products?     □ Yes	□ No   	
Have you ever had an allergic reaction to the Flu vaccine?	□ Yes	□ No			 
Do you have a fever or infection at this time?  □ Yes    □ No  
Are you pregnant?   □ Yes  □ No   
Have you ever had Guillain-Barre Syndrome?    □ Yes	□ No


ACKNOWLEDGEMENT AND WAIVER
I, the undersigned, wish to receive a vaccination against influenza.  I have read and answered the above questions truthfully.  I am taking this vaccine voluntarily and consent to the vaccination being given to me.  I have read the Vaccine Information Statement (VIS) provided and understand the risks and benefits of this vaccine.

Signed ____________________________________________	Date _____/______/_______


Vaccine given:   SEASONAL INFLUENZA ___   H1N1 (IM) ___   H1N1 NASAL MIST ___

DOSE ________ Brand Name_______________     LOT# __________   EXPIRATION ________

GIVEN BY ________________________________          Preservative     □ Yes       □ No  
Administered IM -        L         R          Deltoid

