Visit our Flu Shot Clinic in the

U n itEd Hea'thca re # Admin. Building - Tuesday, October
~ 2nd from 1 pm to 5 pm
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PATIENT: COMPLETE SECTIONS A, B, C LOGATION

SECTION A Please print cleark:
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or Shinglesy: Please answer quastions 1-19.
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Da you feel sick today? VTSR RROOONS NUSVRY 2

3. Do you have afiergles to medications, faod or vaccines? (Examples: Eggs, Bovine Protein, Gelalia, Gentamicin, Polymyxin, Neomycin, Pheno! or Thémerosal)
if yos, please list the allargies:

- Hava you recaived any vaceinations in the past 4 weeks? If yas, pleasa {ist the vaccination:
5. Hava you ever had a serious reaction fo an influenza vaccine or any other vacelne in the pasi?

6. Have you ever had a seizure disesder for which you are on selzure medication(s), 4 brain disarder, Guillain-Barre Syndrome (a condition that causes paralysis) or
olhier nervous syslem geoblern?

oir have 2 chranic condition o lng term haal
GAnemia i Asthma : Diabetes
0. If you answered YES to question #
1. Aré you a heatlh care worker?

12. For women: Are you pregnant or cansidering haéoming pragnant in the next moalh?
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, FQ. Does the patient have a hasal condilion serious enough to maké breathing difficult,such as a very stuffy _noéa?(for Flubist® only)
- Section C : '

d ceeBly that | amn: () the Patient and alfoast 18 years of age; i) the parent or legal guardian of the rmisior Pafient; or (i} tha legal girandtan of i Palent, Furiher, | rensby give my consend to my immunizing provider - specifically Walgreens, Duane Reade
or Take Cara Bealth Senvices, as appiicable - to atminisler 10 vaccine{s) | have requosied above, [understand thatifis nol possible bo preicd &l possible side effects or compfications assoclated with recetving vacdine(s). | undersland the risks end
benefits associaled with the above vacine(s) and have received, read andfor had explained fo me e Vacdne Infomation Stztemants on the vaccine{s} | have elecied lo receive, | also acknowledge that | have had a chanca to ask questions and thal
such questiens were answared lo my salisfaction, Furiher, | acknowladge that | hava heen advised 1o romaln near the vaceinatk tecafion for appeoximately 15 ménules after adiinisiradion for observation by tha administoring healthcare provider. On
behalt ot mysell. my helrs and personat represeniatives, | hereby retease and hold hamless Walgreens, Duene Reade or Taks Care Health Services, as applicabls, ifs siaff, agents, swecessors, dhvislons, affliates, subskilaries, officers, diroclors,
conilraclors and employees kom any and &l Habiliies or daims whetfier known or unknown-arsing out of, in connecion wih, or i any way related fo the adminkstration of the vaccine(s) listed above, | acknowtadge tha: (s} | undarsland the
puposesienedils of my stsle’s Immuntzation registry (Reglsiry’); {b) | may, it my stale peméss, object fo my immuntzng provider disclosing my kmurizaton information fo the Repistry by peoviding my kmenimizing provider with 2 siate approved Reglsiry
disclosura opt oul form {which | may ieques! and oblaln from ry knmunlzing provider, If permitied by my state): and (c) untess I provide my Immuntzing provider with an appeovad opt out form, | have elected to padicipate In the Registry and consented (o
my imminlzing provider reperling my lmmunization infosmation, | authorize Walgreens, Duane Reade or Take Care Health Saivices, as applicable, fo (i) releasa my medical o afher Information, incuding my communicable disease (induding HIV}, mental
hezif and drug/elechol sbuse Information, 1o my hesfih care professionals, Medicare, Medicald, or other third party payor s ¥ to efiechuale can of payment, (i} submé a clalm te my Insurer for the above requesled llems and services, and (i1}
reques payment of aviiorized benefils be made ¢n my behali lo Walgreens, Duane Reade or Teke Care Heallh Services, as appiicable, wilh respect lo he sbove requesied items and servioss, | further agree to be fully financlally responalble for any
cost-sharing amounts, inclding co-pays, coinsurance, and deductibles, for the requastod ilsms and services as wall as for any requested itams and services not covered by my Insurance banafits, I underatand that eny payment for
which | am financlally responsible is thie at tha tlme of service or, I Walgreens, Duana Roade or Teke Care Health Services involces me after the tme of sorvice, upon recelpt of such Involce.
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