
Anchorage School District



Anchorage School District
Healthcare Services
Influenza Vaccine Consent

VACCINATION RECORD – FOR NURSE USE ONLY

Vaccine Date
Administered Route and Site
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Exp Date / VIS

Date
Vaccinator Name
Signature / Title

Influenza,
injectable,
quadrivalent,
preservative
free

IM - Right Deltoid
IM - Left Deltoid
IM - Right anterolateral thigh
IM - Left anterolateral thigh

Lot#:

Exp Date:


	LAST NAME: 
	FIRST NAME: 
	MI: 
	DATE OF BIRTH: 
	STREET ADDRESS: 
	GENDER: 
	CITY: 
	STATE: 
	ZIP CODE: 
	PHONE: 
	undefined: 
	MOTHERS MAIDEN NAME Last First: 
	SCHOOL if ASD student: 
	GRADE if ASD student: 
	PARENTGUARDIAN if person is under 18 years old: 
	RELATIONSHIP TO MINOR: 
	SIGNATURE: 
	DATE SIGNED: 
	Date AdministeredInfluenza injectable quadrivalent preservative free: 
	IM Right Deltoid: Off
	IM Left Deltoid: Off
	IM Right anterolateral thigh: Off
	IM Left anterolateral thigh: Off
	Vaccinator Name Signature  TitleLot Exp Date VIS Date: 
	Date AdministeredInfluenza injectable quadrivalent preservative free_2: 
	IM Right Deltoid_2: Off
	IM Left Deltoid_2: Off
	IM Right anterolateral thigh_2: Off
	IM Left anterolateral thigh_2: Off
	Vaccinator Name and SignatureLot Exp Date VIS Date: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off


