WARHAWK
HEALTH SERVICES

Vaccine Consent and Administration Record
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Screening Questions: Yes No  Don’t Know

1) Are you sick today? ( cold, fever, acute illness) =

2) Do you have allergies to any foods, medications or latex?

(For example: €ggs, gentamycin gelatin, food, neomycin, thimerosal, or vaccinations)

List

3) Have you had any serious reactions from a vaccine? I >

4) Have you been diagnosed with Guillain-Barre syndrome? )
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full responsibility for any reactions that may result.
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- Influenza
GSK Fluarix® Quadrivalent Lot # 7RONM Expires 0

@6/30/22

Manufacturer: 6/30/2022 Yo X QUADRIVALENT
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