
Last Name First Name Initial Birthdate Age Clinic

Address City Date VIS was Given

County State Zip Manufacturer and Lot No.

Signature of person to receive vaccine (or person authorized to make the request) Date Site of Injection

Date Vaccinated

Person Administering Vaccine
Chronic Disease: _________Yes     _________No

INFORMATION ON PERSON TO RECEIVE THE 2009-2010 VACCINE (Please Print) For Clinic Use




