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RIDGEFIELD VISITING
NURSE ASSOCIATION



FLU MIST CONSENT FORM
                                                                                                                              CHECK IF CHILD IS AGE 24-59 MONTHS

	LAST NAME
	FIRST NAME

	ADDRESS
	CITY/STATE
	ZIP

	EMAIL
	PHONE

	DATE OF BIRTH
	AGE 
	SEX:     Male     Female


Please check off method of payment (cash, check, credit card or PRIMARY insurance)

  Aetna 
    Anthem/Empire BC/BS
      ConnectiCare (ages 2-17 ONLY)           CIGNA (Town of Ridgefield BOE employees ONLY)
  Cash ($43)
           Check ($43 made out to RVNA)              Visa                       MasterCard                  American Express


I have read the CDC Vaccine Information Statement (dated 7/26/11) about the live, intranasal influenza vaccine.  I have had a chance to ask questions to my satisfaction.  I understand the benefits and risks of the influenza vaccine and request that the vaccine be given to me or to the person named above for whom I am authorized to make the request. I authorize the release of any medical information or other information necessary to process an insurance claim.  I understand that RVNA will submit my claim to insurances they contract with.    I understand I am responsible for any copay or deductible and if for any reason my claim is denied I understand that I will be billed for the entire amount of the service. The Ridgefield VNA has made their “Notice of Privacy Practices” available to me.  


	The below section to be completed by nurse

	MedImmune   FluMist  0.2ml  Lot#                                                Exp:

       Parent  informed of 2nd dose in 28 days, if applicable
	Reviewed for contraindications and administered by:
Date administered:                                                                              

	    * If patient is not eligible for FluMist:
TIV VIS given and TIV administered by _______________________________________________     
IM Left Deltoid     /   IM Right Deltoid    OR      IM Left Thigh   /    IM Right Thigh

      ( CSL/afluria 0.5mL>9yrs       ( GSK/FluLaval (vial) 0.5mL          ( Sanofi/Fluzone  0.5mL.           ( Sanofi PEDI Fluzone (6-35 months ONLY) 0.25ml 

                                 Lot#                                                                                               Exp:


          *Turn over for medical questions*
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Insurance ID # if applicable__________________________________________________________________


Name of Insured______________________________________ Relationship to Insured_________________________








*Answer medical questions on the back of the consent form and sign and date the day of the clinic ONLY*





SIGNATURE_______________________________________________________________________           DATE:__________________________________


	     (parent or guardian must sign for patients under 18 years of age)		

















