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VACCINE INFORMATION:
The Influenza vaccine IS NOT a live virus vaccine.  You CANNOT get the flu from taking the vaccine.  The best way to protect yourself from the flu is to get the vaccine each year.  Like any vaccine, the protection rate is less than 100% for all people.
PEOPLE WHO SHOULD GET THIS VACCINE INCLUDE:
Persons 50 years or older.

Adults who have chronic illness, including diabetes, asthma, kidney, lung and heart problems, and immune—suppression problems (including those caused by medication).
Household members of any of the above groups, even if they do not provide any care.

Any health care provider (in or outside the hospital).

Any person wishing to reduce the chances of the flu as long as there are not contraindications to the vaccine.
PEOPLE WHO SHOULD NOT GET THIS VACCINE:
If you are allergic to chicken eggs or thimerosal (a preservative used in vaccines).

If you had a severe reaction to the flu vaccine in the past.

If you have ever had Guillain-Barre Syndrome (a progressive paralysis illness).
PEOPLE WHO SHOULD CHECK WITH THE NURSE FIRST:

If you are sick or running a fever >100 degrees F.

If you have had another vaccine within the past 2 weeks.

If you use any prescription blood thinning medication (such as heparin or coumadin).

If you are pregnant and have your doctors consent.

If you have a latex allergy.

POSSIBLE SIDE EFFECTS:
Most people have no reaction to this vaccine at all.  Some experience tenderness/redness at the injection site, fever, muscle aches and general tiredness after the injection.  This may last 1-2 days.  Headaches, dizziness, vomiting, or diarrhea are possible, but very rare.  Allergic reactions (including anaphylactic shock or death) are extremely rare.
HOW TO TREAT REACTIONS:

Tylenol (acetaminophen) or Advil, Motrin, (ibuprofen) (non-aspirin products) may be used to reduce fever or soreness.  If you are having a serious reaction, call your physician immediately or go to the emergency room. Please report any serious reaction to an IVNA supervisor as soon as possible at (804) 355-7100.  
CONSENT:
I have read the above information and give my consent to the staff of IVNA and its subsidiaries to administer the influenza vaccine.  I understand that if any of the above conditions exist, I may be at risk of complications from the vaccine.  I agree to wait near the clinic site for 15 minutes following my vaccination.  I understand that risks associated with the vaccine are rare, and it is not possible to predict all the possible side effects or complications.  If such a reaction occurs, I authorize IVNA staff to treat such conditions per agency protocol and/or summon appropriate assistance.  I certify that the information given in applying for payment is correct and I authorize payment of authorized benefits be made to IVNA on my behalf. After leaving IVNA, I understand that if I experience any side effects, it will be my responsibility to follow up with my physician at my expense. Having been afforded a full understanding of the nature and extent of the risks of this vaccine and in consideration for the opportunity to receive this vaccine, I hereby release IVNA, its officers, directors, employees and agents from any and all liability arising out of or in connection with the vaccine on behalf of my heirs, my personal representatives, and me.
                                                     (Please read both sides of this form)              
Signature of patient or legal guardian ____________________________________Date_________
See back of form
Print Name as it appears on Medicare card (if applicable)_______________________________________

Address____________________________________________
City______________________________ State_____________

Zip Code_________________ Phone ____________________
All Medicare Part B Members Must Complete
Medicare #________________________________ (Please include all letters and numbers on card)

Birth Date ___/___/____         Sex: Male/Female  (circle one)

Humana Gold Members

#________________________     Birth Date ___/___/___          Sex: Male/Female (circle one)
Secure Horizons

#________________________     Birth Date ___/___/___          Sex: Male/Female (circle one)
Today’s Option

#________________________     Birth Date ___/___/___          Sex: Male/Female  (circle one)
Railroad Retirement

#________________________     Birth Date ___/___/___          Sex: Male/Female  (circle one)
Other Insurance
#________________________     Birth Date ___/___/___           Sex: Male/Female  (circle one)

Method of Payment:  (Circle one)
    Cash     Check     Corp Bill
Medicare       Grants        IVNA Staff






(Please read both sides of this form)                              
revised form 8/15/07/fb
ADULT 


INFLUENZA VACCINE


CONSENT FORM





The Corporate Centre


5008 Monument Avenue


Richmond, VA 23230


(804) 355-7100





IVNA STAFF USE ONLY:


Vaccine lot #				Expiration Date	/	/		Site:  R   L   Deltoid





Administered by:						RN/LPN














