
Initial for receipt of CDC information

Name Date of Birth Age

Signature Date

Date of Vaccination Date of Vaccination

Manufacturer     MedImmune, Inc Manufacturer            Aventis

Administration Site         nasal spray Dose and Site         

Nurse Initials Nurse Initials

Lot # Lot #

Amount                   $

Name on Card

PARENT/ADULT FLU WAIVER                              

Live Vaccine 

FluMist 

Nasal Spray 
(ages 20-49 years)

Youth Clinic

Please select your preference:

Inactivated 

Vaccine 

Injection

Information of Person Receiving Vaccine

For Clinic Use Only

I have read the information contained in the relevant CDC (VIS) sheet about influenza and I have had a chance to ask

questions.  I understand the benefits and risks of influenza and I authorize and request that the vaccine be given.                                                                       

(person receiving vaccine or parent/guardian)

PAYMENT INFORMATION

I understand that the services provided will not be filed to my insurance by Fort Collins Youth Clinic.  Payment in full 

constitutes acceptance of these terms.

 MC   Visa    Discover    Cash    Check # ________

XXXX

XXXX

FluMist Injectable

I DO NOT have any of the following:

• Egg Allergy                               • Diabetes

• Weakened Immune System        • Kidney Disease

• Active Neurological Disorder

• Lung Disease (Asthma, RAD, etc)

• Cold/Respiratory Illness or Fever

I AM NOT:

• Taking Steroids                         • Pregnant

• Living with someone who has a compromised 

   immune system

         �   Check box if you are pregnant.

Diagnosis:  V04.82           
Tax ID# 84-0679626
$43.00 (90660 and 90473)

Diagnosis:  V04.82           
Tax ID# 84-0679626
$33.00 (90656 and 90471)


