
 
Patient Name:______________________________________ DATE: ______________ 
 
DOB:______________________.   Age:__________________.  Male/Female 
 
Please Choose:  Flumist   /  Injection            History of Wheezing?  Yes /  No 
 
Has your child had Flu vaccine before?  Yes  /  No 
 
Parent’s Name and Signature (Or Patient Signature For Over 18 Years Of Age): 
 
 
 
 
Admin by:_________________________________ 
 
 
 
 


