
2020-2021 Seasonal Influenza Vaccine Consent Form    

Part A:            Name: __________________________         Telephone No.:_______________________ 

  Date of Birth: _________________      Age: ______________ Family Doctor: (     )Dr. J Ye    (   ) Dr. J Huo 

You should not receive the Influenza vaccine if any of the following apply: 
 You have ever had a serious allergic reaction to eggs, formaldehyde, gelatin, or to a previous dose of influenza vaccine. 

 You have a history of Guillain-Barre Syndrome (GBS). 

 You are ill. 

Possible reactions: 
Mild: Soreness or redness at the site of the shot, fever, body aches 
Severe: Acute allergic reaction –   high fever, confusion, difficulty breathing, hives, and rapid heartbeat would occur        

                                                        within a few minutes of the shot. 
             Guillain-Barre Syndrome – progressive muscle weakness and paralysis may occur a week after the vaccine.  
                                                        This occurs in 1-2 cases per million persons vaccinated. 

 
QUESTIONS YOU MUST ANSWER                                            Circle your Response 
Are you ill today?                                                                                Yes   /     No 
Are you allergic to eggs?                                                                   Yes   /     No 
Have you ever had a severe reaction to a flu vaccine?                   Yes   /     No 
Have you had Guillain-Barre Syndrome?                                         Yes   /     No 
Are you allergic to latex?                                                                   Yes   /     No 
Have you ever had a severe reaction to formaldehyde?                 Yes   /     No 
Have you ever had a severe reaction to gelatin?                             Yes   /     No 

Consent 
I have read and understood the fact sheet(s) regarding the vaccine(s) that I am consenting be administered to the 
above named person as indicated below. I have had the opportunity to ask questions about the vaccine(s) which 
were answered to my satisfaction. 
 

Patient Signature:________________________ Date:_________________________ 
 
Substitute decision maker: ___________________Signature: _____________________ 
(Relationship to the patient):_________________ 
>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>> 
Part B:    Temp: _____ C via  IR          Date: ____________        Arrived time: __________ 
 
Covid 19 screening: (please circle your answers) 
1) Have you travelled outside of Canada in the last 14 days?           Yes      No 
2) Are you experiencing any symptoms of COVID-19 (e.g., shortness of breath, cough, sore throat, or 
fever)?                                                            Yes           No 
3) Have you been in close contact with a person showing symptoms or tested positive for COVID-19?                                              
                                                                         Yes           No 
4) Have you been in close contact with a person with acute respiratory illness who has been outside of 
Canada in the last 14 days?                        Yes           No 
                                                                                                                       Patient signature: ______________ 
 
Manufacturer: FluLaval   Fluzone(Quad)   Fluzone high-dose(>=65)    Dose 0.5ccIM    Location: R    L deltoid 

Witnessed/Administered By: _____________________ time:____________________ 

NOTE: You must remain in the clinic area 15 minutes after the needle is given 


