VACCINE CONSENT FORM
Cloney's Prescription Pharmacy

Please Print Clearly
	
	
	   /     /
	
	(       )       -
	M ⁭  F ⁭


    Last Name
             First Name          Birth Date      Age               Phone                        Sex

	
	
	
	
	


           Address

             City

        County 
            State         Zip Code

1. Do you have a severe allergy to chicken eggs?   


Yes ⁭
    No ⁭ 
2. Do you have a allergy to neomycin?                          


Yes ⁭
    No ⁭ 

3. Do you have an allergy to gelatin?                             

Yes ⁭
    No ⁭ 

4. Have you ever had a reaction to a flu shot in the past?           
Yes ⁭
    No ⁭
5. Have you ever had a reaction to a pneumonia shot in the past?        Yes ⁭
    No ⁭ 

6. Have you ever had a reaction to a shingles shot in the past? 

Yes ⁭
    No ⁭

7. Do you have Guillian-Barre Syndrome (GBS)?                                Yes ⁭
    No ⁭
8. Are you over 18 years of age?                                                           Yes ⁭
    No ⁭
9. Do you have a moderate to severe illness or a fever today?             Yes ⁭
    No ⁭
10. Are you pregnant?                                                                             Yes ⁭
    No ⁭

11. Are you on any meds that may suppress your immune system?
Yes ⁭
    No ⁭
I acknowledge that I have received the vaccine information statement (VIS) and have had an opportunity to ask questions about my vaccine.  I believe I understand the benefits and risk of Influenza and/or Pneumococcal and/or Herpes Zoster or other vaccine and request that the vaccine(s) be given to me or to the person named above for whom I am authorized to make this request.  

  Patient Signature/Date: ________________________/___________ 
---------------------------------------------------------------------------------------------------------------------      For Cloney’s Staff Use Only
	Vaccine
	Manufacturer
	Lot Number
	Exp. Date
	Adm. Site

	Influenza
	
	
	
	

	Pneumococcal
	
	
	
	

	Zoster
	
	
	
	

	
	
	
	
	


Flu Vaccine Given by/Date: ______________________/___________
Pneumo Vaccine Given by/Date: _____________________/___________ 
Shingles Vaccine Given by/Date: _____________________/___________
_______ Vaccine Given by/Date: _____________________/___________









