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Part 2: SEASONAL INFLUENZA VACCINE RECORD (To be completed by the FOH clinician) 

Street City State ZIP 
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CLIENT ACKNOWLEDGEMENT FORM FOR 2015-2016 INFLUENZA VACCINATION 
 

The CDC recommends yearly flu vaccination as the first and most important step in protecting against influenza. Supply of 
vaccine is expected to be plentiful this year so everyone age 6 months and older should be vaccinated. By getting vaccinated, 
you’re not only protecting yourself but helping your family, friends and co-workers. This season the influenza vaccine will protect 
against the H1N1 virus. Since seasonal influenza activity usually lasts from October to May, immunization should continue from 
August to April. The information you provide to complete this form indicates you understand the benefits and the risks of the 
influenza vaccine, as indicated in the Vaccine Information Statement (VIS) and are requesting to be vaccinated. 

NOTE: There is no recommendation for pregnant women or people with pre-existing medical conditions to seek special permission 
or secure written consent from their doctor for influenza vaccination if they get vaccinated at a worksite clinic, pharmacy, or other 
location outside of their physician’s office. For more information, visit: Misconceptions about Seasonal Flu and Flu Vaccines. 

 

Part 1: EMPLOYEE INFORMATION (To be completed by the client) 
 

 
 

Name:   

Last First 

Last 4 of SS #: XXX-XX-  Date of Birth:      
 

Work Address: 

 
Agency: Work Phone:    

 

Work E-mail Address:     
 

Allergies (drug/food):    
 

Medications:  ___________________________________________________________________________________________ 

Signature:   _____________________________________________________________________________________________ 
 
 

PRIVACY ACT NOTICE 
The information obtained in the completing of this form is used to assist Federal Occupational Health in carrying out its 
responsibilities under one or more interagency agreements with your employing agency. The collection and use of this 
information is consistent with the provisions of 5 USC 552a, 5 USC 7901, and Public Law 103-356. 

 

The information will become part of your official Employee Medical File, and is to be used only for official purposes as 
explained and published annually in the Federal Register under OPM/GOVT-10 (the OPM system of records). Participation in 
the FOH influenza campaign is voluntary. 

 

 
 
 

SITE CODE/STAMP: QUADRIVALENT INFLUENZA VIRUS VACCINE: 
A/CHRISTCHURCH/16/2010 NIB-74XP (H1N1) (an A/California/7/2009-like virus) 
A/SWITZERLAND/9715293/2013 NIB-88 (H3N2) 
B/PHUKET/3073/2013 
B/BRISBANE/60/2008 

 

LOT:    EXP DATE:    MANUFACTURER:    DOSE:    
 

PUBLICATION DATES OF VIS:               DATE VIS GIVEN:    
 

CLINICIAN NAME:     

CLINICIAN TITLE:    

CLINICIAN SIGNATURE:     

SITE: □ Left Deltoid  □ Right Deltoid □ Other   

 

ROUTE: □ IM 

DATE:    

IF VACCINE NOT GIVEN, PROVIDE REASON WHY: □ Client Refusal  □ Contraindications □ Other:   

http://www.cdc.gov/flu/about/qa/misconceptions.htm
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