HEALTH HERO FLORIDA

Flu Vaccine Consent Form o e T iy
School Name: _ . Clinic Date: '
PLEASE COMPLETE ALL OF THE INFORMATION BELOW - Please print using ink {Incomplete forms will not be accepted)

FIRSTNAME | MIDDLE LAST NAME 1 SUFFIX
of student; .| INITAL -of student: _ o (Jr., 1Nl ete)

: ithdate: - A TeacheriGrad
Gender: Male Female Birthdate: ' ge Homeroom TeacheriGrads

CeETE - {mo,day,yr} - . .
Addrees ' Phone#( ) - | Mother's Maiden

. ' ' . . | Name: (For registry)
City Zip Code State Race: (Circle one) African American /Black White Maskan! Native-American Asian
Hawalian / Paciic Islander Other Ethnicity: (circle one) Hispanic Non+-Hispanic

Email address: ' : '

The current heaith éare laws require us to bill your insurance company for the vaccine. The service is offered at no cost to you. Answers are always confidential,

Please fill out the following questions pertaining fo your health insurance:.

" Medicaid[_] ' No insurance | Insurance Company:
Policy Holder’s ' N Policy Holder's

First Name: . Last Name:

Member | _ : Policy Holder's Date of Birth:
ID: : - . . _ . {mo,day,yr). :

CHECK YES OR NO FOR EACH QUESTION

YES NO : ‘
1. Has your child ever had a life-threatening reaction{s) to the flu vaccine in the past?

2. Has your child ever had Guillain-Barre’ syndrome?

3. Does your chifd have an allergy't'_o eggs?

n this form
S.you want:

4. Does your child have a blood disorder such as hemophilia?

OO0 OO
OooaOo

5. Will this be the first time your child has ever received a fluvaccination?

I have read the information about the vaceine and special precautions on the Vaccing Information Sheet. § am aware that | can focate the most curfent Vaccing information Statement and other
information at www.immunize.org or www.cde.gov. | have had an cpportunity to ask questions regarding the vaccine and undarstand the risks, benefits and alternatives | uinderstand that it is riot
possible fo predict all possible side effects or complications associated with receiving vaccines. | request and voluntarily consent for the vaccine to be given to the person listed above of whom | am the
parent or legal guardian and having legal authority to make medical decisions on their behalf. | acknowledge ne guerentees have been mads conceming the vaceing's success. On behalf of my child
and our heirs, |-hereby release MaxVax-LLC., affiliates, ffiiated schools of nursing, their directors, employees and agents from any and all liability arising from any act or omission which arises during or
in conrection with a vaccination. | understand this consent is valid for 6 months and that | will make the school aware of any heaith changes prior to the vaccination clinic date. | acknowledge that ) am
giving permission for MaxVax LLC. To file, adjudicate and appeal claims with my insurance providers on my behalf. Clinic dates when the vaccine wil be administered can be ohtained from.the school. |
understand that the health-related information on this form will be used for insurance billing purposes and the Personal Health Information coniained herein will be grotected per the law. 1 understand the
purposesfhenefits of Florida SHOTS, Florida’s immunization registry and | request and voluntarily cansent for the vaccine to be given and recorded in Florida SHOTS for the person listed above.

Printed Namie of Parent/Guardian Signatufe.of Parent/Guardian ' Relationship to chifd | Date

Health Hero Florida HEALTH
320 14 SIN#103 RIS ¥iia Keop Fhem Learning.
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1. Why get vaccinated?

frifluenza vactine can prevent influenza (fu)

%%E disease that spreads dronud e
Unitéd States every year, usuaily between Octaber
amd Eﬁw Afwyone €an get the o, buritis HiosE
dangerous for some péople. Infanrs arid voung
*chiildren, people 65 yedrs and older, pregriart people,
.ms_w m.ﬂaum with certain health conditions'or 2
IMHIAE SYstenn are at greatest risk of s

&uw._z? mc £y B&_ﬁ itworse.

Fha i caiise m,_.m;um nwam_ sote ._E_mn iscle
aches; Fw%ﬁ_ nazmw wm._manw..m. and Emﬂw or sluffy

nose. Sonie m_ma&n Emﬁ..w«n Eaﬁmm and diarrliea,
theiigl this is niore cormnion i children thian adults

Lo aaveraze vear, theusands of ﬁaﬁw in the
United States die from flu, aiid Ty more e
Fospitalized: Flu veccine peevents milliond of

Hineisesand fln-rebated visits to the doctor exch ﬁe..

2. Influenza vaccines

CDE récommends mﬁwémm mEeE_umE.ﬁ aEﬁ,

mﬁﬁmﬁﬁﬁm évery i séason. Children 6 months -

through 8 years ofage iy need 2 doses duringa
single fln mmuwnn. Everponeelse needs E.mw._n dosé
vacli {ln season;

1e takay shoiit 2 weeks megdum to devélap
alfer vacelration.

‘Theteare ity feviruses; and tiey are abways
chunging. Bach yeara new fla vaceiie s made to
protect against the {nfitenss viruses beliaved to be
kel to cause disease v the nu%ﬁﬁm fiu SBaSOh;

mﬁw whei .fu vaceizie doesilt mﬁ.&ﬂgwﬁw tliase

* iruses; ivoayistil provide sorme protection:

memﬁu et e dues ot cange flu.

Fmﬁaﬁgﬁ mﬁwwﬂ m@B »ﬁ m% mpgmmamﬁ
a&ﬁ paccines: .

- 4 ﬂm_# with your health

care provider

Tellyour vaccination providerif the person mmﬂEm
thie ﬁnmnw

W mk bid an‘allergic reaction after 3 previois

. ...._aun of Inflienza varcine, or fas w&« severe; Tife
_.__ﬁh#u.:m allergies.

« Fgsaver liad Guillain-Barsé muﬁmaaan {alsn
n&_«ﬁ “Gu").

.Ha Swa £ases, your w@...E_ carg pro

EmﬁsmzaP

- gamﬁ _.“m.\mz_wa

4. Risks of a.vaccine reaction

+ Soteness, redne
s given fev

E%mm.%

Gutllain-Bareé mwamaaﬁ. ﬂ,wmv %4 Eﬁnﬁﬁm
influenza .‘.._Qsm Eﬁ Fhie, &55 i

vaccine at the sa san i
_m.wm_,. to Tiave » sefrre EER_ by fever, T
hiealth care provider IFa childt swhois fedtig ma
vaccine bis ever had aselmre.

Pegple sometiines faintafler medical procedares,
inchuding vaccination. Telé vour provider i€ yer feel
dizey or have vision changes o ringing in the ears,

Aswith any medicine, there isa very remote chiance
of 2 vaccine cawsing a severe allergic teaction; other
serions fnjury, or death.

5. What if there is a:serious
problem? :

0 the =&5~ F#E

For ofher signs that contern waF Em_ w.aﬁ wm&m.
careprovider

Adverse reactinns shoukd he reparted- 1o nﬁ Vaccine

Adverse memaw%:_.ﬁm mwmnms E._r_pwmu Your

mambizes % RO wﬁ, wedicil .&:ﬁ

. ﬁwﬁ.ﬁ E&S care provider.

“Calf #dEEnE or state healtl department.

= Visit the website of the Food aind Drug.
,.EWEEMEEE {FDA} for vaccine package
:mm_.m anid additional ixfomstina
www i govieaccineshlaed-hiotagicsivaccines.
«Comtact the Centers for Diseass Control-end
Prevention (EDC):
- Call 1-800-232-4636 ﬁw.mm?ngﬁmg
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