
                   Stratford Health Department ~ 468 Birdseye Street ~ Stratford CT  06615 ~ (203) 385-4058 
INFLUENZA / PNEUMOCOCCAL IMMUNIZATION CONSENT FORM 

Last Name: 

First Name: 

Address: 

City: 

Zip: 

Phone: 

DOB: 

Age: 

Sex: 

Doctor: 

Ethnicity: 

□African American □Asian □Other 

□Caucasian/White □Hispanic  
 

Please Answer the Following: 

                         YES     NO 
a. Are you allergic to eggs, latex or Thimerosal?    
b. Have you ever had a serious reaction to a flu 

shot? 
  

c. Have you ever had Guillain Barre Syndrome?   
d. Are you sick with a fever?   
e. Have you ever received a pneumonia shot? If yes, 
what year? _________ 

  

 

Primary Insurance: 

Plan: 

ID#: 

Secondary Insurance: 

Plan: 

ID#: 

I understand that if my insurance denies payment, 
then I will be billed for these services.   
 
X_____________________________________ 
Signature of recipient (or parent or guardian) 

SELF PAY:  CASH or CHECK TOTAL: 

Influenza Injectable $36.00 

High Dose $65.00 

Flumist  

Pneumonia (Prevnar 13) $190.00 

Drug Code  
Administrative Code  
Diagnosis Code Z23 

INFLUENZA injection/nasal spray consent: 
I have read, or had explained to me, the information 
sheet about influenza vaccination and the Stratford 
Health Dept’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 request that the influenza 
vaccination be given to me (or the person named 
above for whom I am authorized to make this 
request).  I authorize the release of any medical or 
other information necessary to process a Medicare or 
other insurance claim. I have completed the nasal 
spray questionnaire. 
 
X 

Signature of recipient (or parent or guardian) 

FOR NURSES ONLY: 
Vaccine Site:  
□ Left arm   □ Right arm   □ Nasal spray  □ ID 

Manufacturer: 

Lot Number:                                Exp. Date: 

 
____________________________ _____/_____/_____ 
Nurse Signature            Date 

PNEUMOCOCCAL consent: 
I have read, or had explained to me, the information 
sheet about pneumococcal vaccination and the 
Stratford Health Department’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 request that the 
pneumococcal vaccination be given to me (or the 
person named above for whom I am authorized to 
make this request).  I authorize the release of any 
medical or other information necessary to process a 
Medicare or other insurance claim. 
 
X 

Signature of recipient (or parent or guardian) 

FOR NURSES ONLY: 
Vaccine Site:  
□ Left arm   □ Right arm    

Manufacturer: 

Lot Number:                                Exp. Date: 

 
___________________________  _____/_____/_____ 
Nurse Signature            Date 
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