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[bookmark: _Hlk207966081]2026-2027 PEDIATRIC DOSE INFLUENZA VACCINATION CONSENT FORM

Patient Information

                            _______________________________________________           _________________           __________	      _______
                         Name of person receiving vaccine (please print)                       Birth Date (DOB)                    Age               Sex (M/F/O)                                               


                        _____________________________________________________________________________________________________     
                         Home Address                                                             		City / Town                                              Zip Code    

Insurance Information

_______________________________________________________	                 ________________
Name of Primary Insurance Holder (If different from above)	                                 Birth Date (DOB)

Relationship to patient:          Self                  Spouse 	            Parent  	        Other ________________________

___________________________________________________________________________________________________
Home Address							City/Town				Zip Code

_______________________________________        ___________________________    ___________________________	
Name of Primary Insurance Co.  		                       Policy #                                           Member ID#

_______________________________________        ___________________________    ___________________________
Name of Secondary Insurance Co. (if any)		          Policy #                                           Member ID#

______________________________________________			
Name of Employer Offering Insurance (if any)		 

HIPAA & VIS: I have read or had explained to me, the Vaccine Information Statement (VIS) about influenza vaccination and BBHD’s privacy policy. I have had a chance to ask questions which were answered to my satisfaction and I understand the benefits and risks of the vaccination as described. I understand that ALL vaccines administered at BBHD are recorded in the state vaccine database, CT WiZ.
Billing Consent: I authorize the release of any medical or other information necessary to process a Medicare, HUSKY, or other health insurance claim. I understand that if my insurance rejects payment for this vaccination, BBHD will bill me and I will agree to pay the fee. 
Insurance Card: I have provided or will provide a copy of my insurance card(s) to vaccination clinic staff, or have allowed my insurance card to be copied by vaccination clinic staff. 





Vaccination Screening

Please answer the following questions:       
The person receiving this vaccine:            

1. Is at least 6 months of age?     □ Yes         □ No    If No, do not proceed.
2. Is currently ill, not feeling well and/or has a fever? 			                □ Yes         □ No
3. Has had a severe allergic reaction after a previous dose of any flu vaccine?     □ Yes         □ No
4. Has had a severe allergic reaction to eggs or egg products?			     □ Yes         □ No
5. Has had a severe allergic reaction to any component of this vaccine?               □ Yes         □ No
6. Has had Guillain-Barre Syndrome after receiving a prior flu vaccine?	     □ Yes         □ No
      

Consent to Vaccinate

[bookmark: _Hlk238635097]I REQUEST THAT THE TRIVALENT INFLUENZA VIRUS VACCINE FLUCELVAX BE ADMINISTERED TO ME (OR PERSON NAMED BELOW OR WHOM I AM AUTHORIZED TO MAKE THIS REQUEST)and contains a total of 45 micrograms (mcg) hemagglutinin (HA) per 0.5 mL dose in the recommended ratio of 15 mcg HA of each of the following influenza strains: A/Tasmania/318/2025 CVR-351 (an A/Missouri/11/2025 (H1N1)pdm09-like virus); A/Tasmania/787/2025 CVR-388 (an A/Darwin/1415/2025 (H3N2)-like virus); B/Arizona/21/2025 (a B/Pennsylvania/14/2025 (B-Victoria lineage)-like virus).

                           X_______________________________________________________________                             __________________
                               Signature of person receiving vaccine (or authorized representative)                                   	 Date Signed


                                                                                                                      
                   ****************************************************FOR CLINIC USE ONLY********************************************

[bookmark: _Hlk239063199]                       	Manufacturer: Seqirus			                                     Lot #:  4186562                        Exp. Date: 5/17/2027    

                          Manufacturer:_____________________________________    Lot #:  ________________     Exp. Date: _______________    
             
                          Vaccination Clinic location:___________________________________________________   Clinic Date: ______________

                          Injection site:  ___Left deltoid    ___Right deltoid    Notes: ____________________________________________________

	Vac                   Vaccinator’s name:___________________________________________
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