
‭CRMC Community Wellness‬
‭777 E Galveston St.‬
‭Chandler, Az. 85225‬

‭PRINT NAME LEGIBLY‬

‭FIRST NAME‬‭:___________________________________________‬‭DATE OF BIRTH:‬‭_______________________________‬
‭LAST NAME‬‭:______________________________________________‬‭MIDDLE‬‭NAME‬‭:________________________________‬
‭GENDER/SEX‬‭:____________________‬‭AGE‬‭:_________________‬‭PHONE‬‭:__________________________________________‬
‭ADDRESS:‬‭____________________________________________________________‬‭CITY:‬‭_______________‬‭ZIP:‬‭___________‬

‭_______ I DO NOT have health insurance (Uninsured)‬
‭Please mark which one applies‬‭:‬ ‭_______ I have health‬‭insurance that does NOT pay for the flu vaccine (Under insured)‬

‭_______ I have health insurance that covers the flu vaccine.‬
‭I‬ ‭have‬ ‭been‬ ‭given‬ ‭a‬ ‭copy‬ ‭and‬ ‭have‬ ‭read‬ ‭or‬ ‭have‬ ‭had‬‭explained‬‭to‬‭me‬‭the‬‭CDC‬‭“Vaccine‬‭Information‬‭Sheet”‬‭for‬‭Influenza‬‭(flu)‬‭Vaccine‬‭dated‬
‭8/06/21.‬ ‭I‬‭have‬‭had‬‭a‬‭chance‬‭to‬‭ask‬‭questions‬‭which‬‭were‬‭answered‬‭to‬‭my‬‭satisfaction.‬‭I‬‭understand‬‭the‬‭benefits‬‭and‬‭risks‬‭of‬‭the‬‭Influenza‬‭Vaccine‬
‭and request that it be given to me.‬ ‭Signature of‬‭person to receive vaccine:‬‭____________________________________________________‬
‭Effective‬ ‭April‬ ‭14,‬ ‭2003‬ ‭the‬ ‭law‬ ‭requires‬ ‭that‬ ‭Chandler‬ ‭Regional‬ ‭Medical‬ ‭Center‬‭give‬‭to‬‭a‬‭patient‬‭a‬‭copy‬‭of‬‭its‬‭Notice‬‭of‬‭Privacy‬‭Practices‬‭for‬
‭Health‬‭Information.‬‭This‬‭notice‬‭describes‬‭how‬‭medical‬‭information‬‭about‬‭you‬‭may‬‭be‬‭disclosed‬‭and‬‭how‬‭you‬‭can‬‭get‬‭access‬‭to‬‭this‬‭information.‬‭We‬
‭will give you a copy at the time of first treatment and, if we change our notice, thereafter at the next treatment visit. By signing below,‬
‭you‬‭acknowledge‬‭receipt‬‭of‬‭such‬‭as‬‭the‬‭patient,‬‭the‬‭patient’s‬‭personal‬‭representative,‬‭the‬‭patient’s‬‭authorized‬‭agent,‬‭or‬‭an‬‭individual‬‭involved‬‭in‬‭the‬
‭patient’s‬‭medical‬‭care.‬‭I‬‭have‬‭received‬‭or‬‭I‬‭have‬‭been‬‭provided‬‭the‬‭opportunity‬‭to‬‭receive‬‭a‬‭copy‬‭of‬‭the‬‭“Notice‬‭of‬‭Privacy‬‭Practices”‬‭that‬‭explains,‬
‭when, where and why my confidential health information may be used or shared.‬

‭Signature of person to receive‬‭vaccine:‬ ‭____________________________________________________‬‭Date:‬‭______________‬
‭PLEASE ANSWER THE FOLLOWING:‬

‭●‬ ‭Do you have a fever or acute infection at the present time?‬ ‭‬‭YES‬ ‭‬‭NO‬
‭●‬ ‭Do you have any allergies ?‬ ‭‬‭YES‬ ‭‬‭NO‬
‭●‬ ‭Have you ever had a serious reaction to a previous dose of‬

‭the flu vaccine?‬ ‭‬‭YES‬ ‭‬‭NO‬
‭●‬ ‭Do you have a history of Guillain-Barre Syndrome‬

‭(a neurological disorder)?‬ ‭‬‭YES‬ ‭‬‭NO‬
‭ADMINISTRATIVE USE ONLY‬

‭DATE VIS &‬
‭vaccine given‬

‭FUNDING‬ ‭VACCINE‬ ‭MANUFACTURER/ LOT#‬ ‭ROUTE‬ ‭SITE‬ ‭REVIEWED AND‬
‭ADMINISTERED BY‬

‭IIV3‬ ‭IM‬

‭65+ FLUAD‬ ‭IM‬


