
Inspire Medical Group of California, PC: 333 West El Camino, Suite 230, Sunnyvale, CA 94087

SECTION 2: INSURANCE INFORMATION 

  I opt to self-pay for the flu vaccine. (If selected, please proceed to Section 3)

INSURED’S NAME (IF DIFFERENT FROM PATIENT):                                                            

PRIMARY INSURANCE COMPANY NAME:                                                                  

ADDRESS (INSURANCE):                                                                                                                 

POLICY #:                                                                GROUP PLAN #:                                                                                               

I authorize Inspire Medical Group to release the results of this testing to the treating physician or facility. I have read and understood the ABN provided with this form.

Patient Signature:                            Date: MONTH                      DAY                      YEAR                     

Vaccination Screening & Consent Form  |  Phone: 949-694-5700  |  www.inspiremedicalcare.com  |  Last updated: Oct 05, 2023 Page 1 of 4

2023-2024 CONSENT FOR INFLUENZA VACCINATION      

SECTION 3: COVID-19 / INFUENZA SCREENING

Been diagnosed with COVID-19 within past 10 days (confirmed by positive result)?   YES       NO

Fever or chills, cough, shortness of breath or difficulty breathing, fatigue, muscle or body aches, headache, new loss of taste or smell, 
sore throat, congestion or runny nose, nausea or vomiting, diarrhea.   YES       NO

Have you received the flu vaccine before?   YES       NO

Severe reaction to the flu vaccine in the past?   YES       NO

Serious allergy to chicken eggs? If yes, please discuss vaccination options with physician or allergist.   YES       NO

Have you ever felt dizzy or faint before, during, or after a shot?   YES       NO

History of Guillian-Barre Syndrome (GBS)?   YES       NO

Currently sick with a fever?   YES       NO

Is there any medical issue or concern which you would like to consult our medical staff about? If so, please summarize:

AFLURIA® QUADRIVALENT has been approved for ages 3-64. Today I am                              years old.

SECTION 1: PATIENT INFORMATION (PLEASE PRINT)

LAST NAME FIRST NAME MIDDLE INITIAL

DATE OF BIRTH:   MONTH                                              DAY                      YEAR MOBILE PHONE NUMBER (PATIENT OR GUARDIAN)

MARITAL STATUS:    Single       Partnered       Married       Widowed        Divorced        Separated

ADDRESS            APT/ROOM #: 

CITY STATE ZIP

EMAIL ADDRESS PRIMARY DOCTOR’S NAME

LEGAL GUARDIAN: LAST NAME: FIRST NAME MIDDLE INITIAL

LEGAL SEX:    Female        Male        Nonbinary ETHNICITY:    Hispanic or Latino         Not Hispanic or Latino         Unknown

RACE:    American Indian or Alaska Native       Asian       Black or African American        Native Hawaiian or Other        Pacific Islander        White        Other Asian
  Other Non-White        Other Pacific Islander        Unknown
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For Administrative Use Only

Vaccinator Print Name:                       

Vaccinator Signature and Credentials:     

Patient MRN:     

Date:  MONTH                                     DAY                                     YEAR                                  

Site Manufacturer Lot # Unit of Use Expiration Date

    LEFT ARM 
    LEFT LEG 
    RIGHT ARM
    RIGHT LEG  

    STANDARD - NO LABEL (6 MONTHS - 64 YRS) 
    GREEN LABEL (FLUAD, 65 YRS) 
    OTHER
    REFUSED FLUAD  

SECTION 4: PARTICIPANT/PARENTAL INFORMED CONSENT SIGNATURE

By signing, I have received and agreed to the following:

 � Received and read the vaccine information sheet regarding benefits and risks of receiving the Influenza vaccine;

 � Had the opportunity to have questions answered regarding the vaccine;

 � Consented to be immunized or have my child immunized;

 � Understand that if my child is aged less than 9 years, I should consult my physician to determine if a second dose is indicated.

I hereby release Inspire Medical Group, its hospitals, physicians, employees, agents, representatives and assigns, including but not limited to the property owner 
upon which the event takes place, and its respective parent, subsidiary and affiliated companies, from any and all liability that may be associated with my (my 
child’s) receipt of the influenza vaccine. I understand and agree that I am responsible for any out-of-pocket cost for the flu vaccination. I understand that my 
insurance company may have a co-pay or an out-of- pocket cost for the flu vaccination.

Signature of Patient or Authorized Representative:                           Date: MONTH                      DAY                      YEAR                     

Print Name of Representative and Relationship to Person Receiving Vaccine:       

If under age 18, need parental/guardian consent.   Telephone consent witnessed by:                         



Influenza (Flu) Vaccine (Inactivated or 
Recombinant): What you need to know

VACCINE INFORMATION STATEMENT

Many vaccine information statements are 
available in Spanish and other languages. 
See www.immunize.org/vis
Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis
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1. Why get vaccinated?
Influenza vaccine can prevent influenza (flu).

Flu is a contagious disease that spreads around the United 
States every year, usually between October and May. Anyone 
can get the flu, but it is more dangerous for some people. 
Infants and young children, people 65 years and older, 
pregnant people, and people with certain health conditions 
or a weakened immune system are at greatest risk of flu 
complications.

Pneumonia, bronchitis, sinus infections, and ear infections are 
examples of flu-related complications. If you have a medical 
condition, such as heart disease, cancer, or diabetes, flu can 
make it worse.

Flu can cause fever and chills, sore throat, muscle aches, 
fatigue, cough, headache, and runny or stuffy nose. Some 
people may have vomiting and diarrhea, though this is more 
common in children than adults.

In an average year, thousands of people in the United States 
die from flu, and many more are hospitalized. Flu vaccine 
prevents millions of illnesses and flu-related visits to the 
doctor each year.

2. Influenza vaccines
CDC recommends everyone 6 months and older get 
vaccinated every flu season. Children 6 months through 8 
years of age may need 2 doses during a single flu season. 
Everyone else needs only 1 dose each flu season.

It takes about 2 weeks for protection to develop after 
vaccination. 

There are many flu viruses, and they are always changing. 
Each year a new flu vaccine is made to protect against the 
influenza viruses believed to be likely to cause disease in the 
upcoming flu season. 

Even when the vaccine doesn’t exactly match these viruses, it 
may still provide some protection.

Influenza vaccine does not cause flu.

Influenza vaccine may be given at the same time as other 
vaccines.

3. Talk with your health care provider
Tell your vaccination provider if the person getting the 
vaccine: 

 � Has had an allergic reaction after a previous dose of 
influenza vaccine, or has any severe, life-threatening 
allergies 

 � Has ever had Guillain-Barré Syndrome (also called “GBS”)

In some cases, your health care provider may decide to 
postpone influenza vaccination until a future visit.

Influenza vaccine can be administered at any time during 
pregnancy. People who are or will be pregnant during 
influenza season should receive inactivated influenza vaccine.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill should 
usually wait until they recover before getting influenza 
vaccine.

Your health care provider can give you more information.

4. Risks of a vaccine reaction
 � Soreness, redness, and swelling where the shot is given, 
fever, muscle aches, and headache can happen after 
influenza vaccination.

 � There may be a very small increased risk of Guillain-Barré 
Syndrome (GBS) after inactivated influenza vaccine (the flu 
shot). 

Young children who get the flu shot along with pneumococcal 
vaccine (PCV13) and/or DTaP vaccine at the same time might 
be slightly more likely to have a seizure caused by fever. Tell 
your health care provider if a child who is getting flu vaccine 
has ever had a seizure.

People sometimes faint after medical procedures, including 
vaccination. Tell your provider if you feel dizzy or have vision 
changes or ringing in the ears.

As with any medicine, there is a very remote chance of a 
vaccine causing a severe allergic reaction, other serious injury, 
or death.
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VACCINE INFORMATION STATEMENT

Many vaccine information statements are 
available in Spanish and other languages. 
See www.immunize.org/vis
Hojas de información sobre vacunas están 
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5. What if there is a serious problem?
An allergic reaction could occur after the vaccinated person 
leaves the clinic. If you see signs of a severe allergic reaction 
(hives, swelling of the face and throat, difficulty breathing, a 
fast heartbeat, dizziness, or weakness), call 9-1-1 and get the 
person to the nearest hospital.

For other signs that concern you, call your health care 
provider.

Adverse reactions should be reported to the Vaccine Adverse 
Event Reporting System (VAERS). Your health care provider 
will usually file this report, or you can do it yourself. Visit the 
VAERS website at www.vaers.hhs.gov or call 1-800-822-
7967. VAERS is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6. The National Vaccine Injury 
Compensation Program
The National Vaccine Injury Compensation Program (VICP) 
is a federal program that was created to compensate people 
who may have been injured by certain vaccines. Claims 
regarding alleged injury or death due to vaccination have a 
time limit for filing, which may be as short as two years. Visit 
the VICP website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and about 
filing a claim.

7. How can I learn more?
 � Ask your health care provider.

 � Call your local or state health department.

 � Visit the website of the Food and Drug Administration 
(FDA) for vaccine package inserts and additional 
information at www.fda.gov/vaccines-blood-biologics/
vaccines.

 � Contact the Centers for Disease Control and Prevention 
(CDC):
• Call 1-800-232-4636 (1-800-CDC-INFO) or
• Visit CDC’s website at www.cdc.gov/flu.

www.vaers.hhs.gov
www.hrsa.gov/vaccinecompensation
www.fda.gov/vaccines-blood-biologics/vaccines
www.fda.gov/vaccines-blood-biologics/vaccines
www.cdc.gov/flu

	Check Box 50: Off
	Check Box 105: Off
	Check Box 107: Off
	Check Box 106: Off
	Check Box 109: Off
	Check Box 108: Off
	Check Box 110: Off
	Check Box 1010: Off
	Check Box 111: Off
	Check Box 1011: Off
	Check Box 114: Off
	Check Box 1014: Off
	Check Box 112: Off
	Check Box 1012: Off
	Check Box 113: Off
	Check Box 1013: Off
	Check Box 135: Off
	Check Box 134: Off
	Married: Off
	Check Box 133: Off
	Check Box 132: Off
	Check Box 131: Off
	Check Box 130: Off
	Check Box 129: Off
	Check Box 128: Off
	Check Box 127: Off
	Check Box 126: Off
	Check Box 125: Off
	Check Box 124: Off
	Check Box 123: Off
	Check Box 122: Off
	Check Box 121: Off
	Check Box 120: Off
	Check Box 119: Off
	Check Box 118: Off
	Check Box 117: Off
	Check Box 116: Off
	Check Box 115: Off
	Check Box 104: Off
	DBA or Trade Name 18: 
	DBA or Trade Name 20: 
	DBA or Trade Name 21: 
	DBA or Trade Name 22: 
	DBA or Trade Name 31: 
	DBA or Trade Name 19: 
	DBA or Trade Name 17: 
	DBA or Trade Name 24: 
	DBA or Trade Name 25: 
	DBA or Trade Name 26: 
	DBA or Trade Name 27: 
	DBA or Trade Name 28: 
	DBA or Trade Name 29: 
	DBA or Trade Name 39: 
	DBA or Trade Name 40: 
	DBA or Trade Name 41: 
	DBA or Trade Name 42: 
	DBA or Trade Name 43: 
	DBA or Trade Name 44: 
	DBA or Trade Name 45: 
	DBA or Trade Name 46: 
	DBA or Trade Name 47: 
	DBA or Trade Name 48: 
	DBA or Trade Name 49: 
	Text Field 1: 
	DBA or Trade Name 23: 
	DBA or Trade Name 37: 
	DBA or Trade Name 38: 
	Check Box 87: Off
	Check Box 88: Off
	Check Box 89: Off
	Check Box 90: Off
	Check Box 98: Off
	Check Box 97: Off
	Check Box 96: Off
	Check Box 95: Off
	DBA or Trade Name 34: 
	DBA or Trade Name 35: 
	DBA or Trade Name 36: 
	DBA or Trade Name 15: 
	DBA or Trade Name 32: 
	DBA or Trade Name 33: 
	title 3: 
	title 6: 
	date 3: 
	date 4: 
	date 5: 
	date 6: 
	title 4: 
	title 5: 


