ADULT INFLUENZA (FLU) VACCINE REGISTRATION / CONSENT FORM F M
Burlington County Health Department e

PLEAEE PRMT CLEARLY m—

NAME [last, first)

STREET =] STATE 2P

CITY JTWIN OTRIPLET JQUADRUPLET AGE

PHONE ‘& BIRTH COUNTRY: DATE OF BIRTH

MEDICARE Pan b = Addinanal insurance

{nclude all lefers] (BRING YCUR MECICARE CARD WITH YOU

Please Anawer The Following Cueations: Yea | No | BCHD

1. |uthe person i be vscoinsted sick today?

2 Ooes the perscn b ke vaocisaied beve an alergy i eggs or io & component of the vacaine?

3. Hesthe person o be vsccinsted ever had & serious resciicn fo infusszs veccine in e pasi?

4. Hasthe person ko be usctinsted seer had Guilmn-Bame srdreme, or sny cther reuricgical or newromuscusr deorder?
5. | heve received information sbost the New Jersey immunizsiicn Imioemstion System [MJES] and undersiand thei e

purpase of fis program i to help remind me when my immunizslions se due and o kesp & cesirsl reoced of my
immunization history. | understand thet e medical information i #e MUIIE mey be shered with suthonzed hesith core
providers, schooly, fipensed child care cesbers, colsges pubic hesith sgencies, hesid insumence companes, snd
others = permitied by New Jemey Low ot N SA 26:4-131 o meg. ond rules sb MLJAC. 3:57-31 | unciersisnd Sk |
can get & copy of my record Bom my pimery hestih care poider, my local hesth depanmest  or e New Jemey
Deperiment of Heakh [NJDOH). There & no oot io participele in tha program. Select Yes' io paricipeie in iz Program
Select Mo’ il you do not wan o pericipaiz in iz program

Sipnature: ”

I haee read or had explained g0 me by Burlington County Health Department (BCHD) staff e stisches nformenos shout infusnzs and the
irflusnzs vaczine | have sn opporunity to szk questions sbout influsnzs snd e secone which were anssered b0 ey smisiscion, ond | em 13
yemrs of mage or older. | have been infomed of the Mobice of Pruscy Practizes

Te my kscwiedge | am nof sllemic fo chicken eggs or chicken egg produch, or Thimerosal [Lisribnlate] amd have: never been advised by my
physician or cther heslrcare provider o not receive this weccine

| am not sllergic o Epinepenne [2drenslin) fe drug used o counlemsct sn slergic macion fo & fiu kot | =m not slergic © sy | do nok curmenily
have & fever or the symplome of an ncul-e imecton. | have never suffered with Sullsn-Game Syndeome or vy ey necrningesl Saceer

| ue | fral fre recc d lion is one injestionidcas. | snderstand that receipt of the uaccine doss mck compleiely profest me
against the flu or oiher ilneaes *ul:ru:mhled-: fa. | further undersiond thet i | have 8 condiion of [or =m undergeing restment which couses)
immunc-suppreasion fthe reduction in my body's sbility io fight Rfection and ilne=s), the effecivenem -:f the: uactine in prevesiing the fis may be
:Ilm-lsh!:l Eefeve | sndersband fhe risks sed bemefits of he vaccine.

] d that it is vy hility to remasn in e vaccmation area for 15 minubes after | receive the vacone, in case | sxperence a
FE@CEENN.

| egree fo receise fhe infusnzs vaccine and | hereby relesse the Barlington County Boand of Chesen Freeholders, County Realth Department
and their employees, servants, representatives, officers, and agents fingether, the “Indemmities™) from sy isbilty for giding me [or the
individuml om witcas behak | s= signing) the influsnze vaccimstion. | sgres io indemniy, defend, sed Bcld fe nde=nfes marnies fom sy dsm
made by any person, {including e isdiicusl cn whose behsif | =m o signing). F Medicars Part B sigibls | suihcnrs Burlingbon County o 56l
Medicane Part-E for the imeunizsion snd | suthores Wedicses benefis bn be pad dieecly bo the Busingin County Hesith Degarmens

My Signabsre on this form means that all of the information provided in this Application amd Cossent Form are true to the best of my
knowledge. | understand that this form and my sigmatare below are binding on me and my heirs, seccessors and personal and legal
representatives a5 well as these of the person on whose befalf | am signimg. | am not S person being vacomated, | warrant St | have
the authority to give this consent for the person bo be vaccinabed.

Date
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