[bookmark: _GoBack]East Providence Senior Center Seasonal Influenza Consent Form and
Waiver Release and Hold Harmless Agreement
 Last Name		          First Name  	                         MI	             Age          Date of Birth                    Male/Female

______________________________________________________________________________________________________
 Street Address (include Apt # if applicable)			City			State		Zip

______________________________________________________________________________________________________
 Phone Number						

Primary Insurance/ID number
______________________________________________________________________________________________________
Subscribers Name, Date of Birth and Address if different from above

______________________________________________________________________________________________________
______________________________________________________________________________________________________
Primary Care Physician and Address
______________________________________________________________________________________________________
______________________________________________________________________________________________________
   Please answer the following questions.  If a question is not clear, 			
   please ask for an explanation from the nurse.				                   Please circle your response
______________________________________________________________________________________________________
1. Are you sick today?								Yes		No
______________________________________________________________________________________________________
2. Any serious allergy to eggs, latex or any vaccine component (e.g. neomycin,
formaldehyde, gentamicin, thimerosal, bovine protein, or yeast)?			Yes		No
______________________________________________________________________________________________________
3. Ever had a serious reaction to a previous dose of flu vaccine that 
required medical treatment?							Yes		No
______________________________________________________________________________________________________
4. Ever had Guillain-Barre Syndrome (temporary severe muscle weakness)
after receiving the flu vaccine?							Yes		No
______________________________________________________________________________________________________
5. Do you have any long term health problem with heart disease, lung disease,
asthma, kidney disease, diabetes, anemia or other blood disorders?			Yes		No
______________________________________________________________________________________________________
6. Do you have AIDS, HIV, cancer or any other immune system problems?		Yes		No
______________________________________________________________________________________________________
7. Do you take prednisone, other steroids, or anticancer drugs, or have 			Yes		No
you had radiation treatments?

Please check the box if you would like to receive a copy of this form to provide to your Primary Care Physician.


______________________________________________________________________________________________________
DO NOT WRITE BELOW THIS LINE UNTIL YOU APPEAR FOR YOUR SHOT 

I, __________________________________________, agree to release, indemnify and hold harmless the City of East Providence and/or the East Providence Senior Center and its officers, agents, employees and representative from and against all losses, damages, suits, claims, costs and charges which any person or corporation may directly or indirectly suffer as a result of my participation in the influenza vaccine administation clinic.
This Waiver Release and Hold Harmless Agreement shall be considered a complete and total waiver of any waiver of any and all liability on the part of the City of East Providence, its servents, agents or employees and particular officers and employees of the City of East Providence and/or the East Providence Senior Center engaged in the supervision and control of such clinic.
It is further understood that the undersigned voluntarily assume all risk and liability for damage or injury that may occur and I will to the extent permitted by law release, waive and discharge the City of East Providence and/or the East Providence Senior Center, its officers, agents, servants, employees, volunteers, vendors and/or representatives from any and all liability or claims that may be sustained as an indirect result of my participation.  Additionally, I shall indemnify, hold harmless and defend the City of East Providence and/or the East providence senior Center, their officers, agents, servants, employees, volunteers, vendors and/or representatives from and against any and all liabilities, claims, demands, damages, expenses, fees, fines, penalties suits, proceedings, actions and causes of action including attorney’s fees of any kind and nature arising or growing out of any way connected with my participation in the clinic, including but limited to any damages or injuries that may occur as a result of our negligent acts and/or omissions associated with our participation and hereby agree to indemnify and hold harmless the City of East Providence and/or the East Providence Senior Center, their officers, agents, servants, employees, volunteers, venders and/or representatives from any and all liability or claim that may be sustained as direct or indirect result of my participation, for negligent acts or omission and covers bodily injury and property damage, whether suffered by us or another person.
I authorize the release of any medical or other information with respect to this vaccine to my healthcare providers, Medicare, Medicaid or other third party payer as needed and request payment of authorized benefits to be made on my behalf to the East Providence Senior Center.
· I acknowledge that if my insurance does not cover the cost of administering the vaccine at the East Providence Senior Center Health, Nutrition and Diabetes Education Office then payment must be made at the time of the administration of the vaccine.
· I acknowledge that my vaccination record may be shared with federal or state or city agencies for registry reporting.
· I acknowledge that the nurse recommends that vaccinated patients should remain in the waiting area for 20 minutes after the administration of immunization.
· I acknowledge receipt of the East Providence Senior Center Notice of Privacy Practices.
· I acknowledge that the administration of an immunization or vaccine does not substitute for an annual check-up with the patient’s primary care physician.
· I have read, or have had read to me the Vaccination Information Sheet (VIS) regarding the vaccine(s).  I have had the opportunity to ask questions that were answered to my satisfaction and understand the benefits and risks of the vaccine(s).  I consent to or give consent for, the administration of the vaccine(s).  I fully release and discharge the City of East Providence and the East Providence Senior Center, its affiliates, officers, directors and employees from any liability or illness, injury, loss, or damage which may result therefrom.
I, the undersigned, have read this form and fully understand its terms and have freely and voluntarily without any inducement or assurance of any nature and the undersigned intends to be a complete and unconditional release of any and all liability to the greatest extent allowed by law and agree that if any portion of this agreement is held to be invalid, the balance, not withstanding, shall continue in full force and effect.
Patient Signature or Legal Guardian Signature ______________________________________________________ Date _______________
If Legal Guardian Print Name _________________________________________________________________________________________________________________
FOR ADMINISTRATIVE USE ONLY
 Vaccine	           Date given	  	 Route	      	Manufacturer	        Lot No.             Signature of Vaccine Administrator
 Influenza		  	 IM   R   L
			 	 Deltoid
