
   Flu Vaccine Consent Form                                 
School Name: ________________________________________________ Clinic Date: _________________ 

 

PLEASE COMPLETE ALL OF THE INFORMATION BELOW - Please print using ink (Incomplete forms will not be accepted) 

FIRST NAME 
of student: 

         MIDDLE 
INITIAL 

 LAST NAME 
of student: 

http://www.immunize.org/
http://www.cdc.gov/
mailto:help@beahealthhero.com


 

 

 

 


