
ERIE COUNTY HEALTH DEPARTMENT 
VACCINE ADMINISTRATION RECORD 

 
The doctor or clinic may keep this record in your medical file or your child’s medical file.  They will record the type of vaccine 
administered, when the vaccine was administered, the manufacturer of the vaccine, the vaccine(s) lot number, the signature and 
the title of the person who administered the vaccine, and the address where the vaccine was given. 
 

“I have been given and have had explained to me, the Vaccine Information Statements (VIS) about influenza and/or 
pneumococcal disease and the influenza and and/or pneumococcal vaccine.  I have had a chance to ask questions that were 
answered to my satisfaction.  I believe I understand the benefits and risks of influenza and/or pneumococcal vaccine(s) and ask 
that the vaccine(s) be given to me or the person named below for whom I am authorized to make this request.”  My signature on 
this form acknowledges that I have had the opportunity to review or receive a copy of the Erie County Health Department’s Notice 
of Privacy Practices. 
 
Please complete the following information about the person who will receive the vaccine (please print clearly) 
 
Last Name First Name MI Date of Birth 

(Month/Day/Year) 

         /       / 

Age 
 

Address City State 
 

Zip Code County 
 
 

Phone Social Security Number (xxx-xx-xxxx) Sex (Please circle one) 
 
     Male        Female 

Race 

 
PLEASE ANSWER THE FOLLOWING QUESTIONS: 
Are you sick today?      Yes_____ No_____ 
Are you allergic to eggs?     Yes_____ No_____ 
Have you had an influenza shot before?    Yes_____ No_____ 
Are you 50 years of age or older?    Yes_____ No_____ 
Have you had any vaccines in the past 28 days?   Yes_____ No_____ 
Have you ever been told that you had Guillain-Barre syndrome? Yes_____ No_____ 
 
IF THE PERSON RECEIVING THE VACCINE IS 6 MONTHS-18 YEARS OF AGE, PLEASE ANSWER THE FOLLOWING 
QUESTIONS: 
Is the patient enrolled in Medicaid?   Yes_____ No_____ 
Is the patient American Indian or Alaskan Native? Yes_____ No_____ 
 
IF THE PERSON RECEIVING THE VACCINE IS UNDER THE AGE OF 65, PLEASE ANSWER THE FOLLOWING QUESTIONS 
Do you have long term health problems such as:   
 

 Heart Disease  Lung Disease  Kidney Disease 

 Diabetes  Asthma  Weakened Immune System 

 Long-Term Aspirin Therapy  Morbidly Obese  

 
 
 
 

I authorize the release of any medical or other information necessary to process this claim, if applicable.  I also 
request payment be made to the party who accepts assignment, if applicable. 

 
_____________________________________________________________ _____________________ 
Signature of person to receive vaccine or person authorized to make the request (parent or guardian)                                  Date 

 
Parent or Guardian’s Date of Birth ______________________ 
                                                                                           (month/day/year) 
 

 



 
 
 
 

ERIE COUNTY HEALTH DEPARTMENT 
VACCINE ADMINISTRATION RECORD 

 
FOR HEALTH DEPARTMENT USE ONLY 
 
Clinic Nurse Use Only (please check one of the following sites): 

 

 Bay View Village Hall  Huron Methodist Church  Saint John’s Lutheran Church 

 Berlin Township Hall  Huron Township Hall  Sandusky City Schools 

 Birmingham Church  Kelleys Island  Senior Expo – Kalahari 

 Erie County Health Department  Margaretta Township Hall  Senior Living 

 Erie County Employees  Milan Village Hall  Vermilion Township Hall 

 Florence Township Hall  Oxford Township Hall  Vermilion-On-The-Lake @ YMCA 

 Groton Township Hall  Perkins Township Hall   

 

 High Risk Yes       No Ability to Pay (Please circle) 

 

 Seasonal Influenza Flu Mist Fluzone HD Pneumonia 

VIS Date 07/26/2011 07/26/2011 07/26/2011 10/06/2009 

Vaccine Administered 
Date 

    

Vaccine Manufacturer     

Vaccine Lot Number     

Vaccine Expiration 
Date 

    

Injection Site     

Vaccine Administrator 
Signature 

    

 
 

Clerk Use only (please check one of the following forms of payment): 

 
 
Medicare / Medicare  HMO Claim Number ____________________________   Medicare HMO Provider____________________________     
 
Medicaid/Medicare Managed Care Claim Number________________________ Managed Medicaid Provider__________________________ 
 
Self Pay:   Cash Amount_________       Check Amount_________       Check No.__________                          Receipt No. __________ 
 
Employer to be billed____________________________________________________________________             Clerks Initials__________ 
 

Commercial Ins Provider__________________________ Subscriber ID#_________________________ 
 
Subscriber  Name ____________________________Subscriber DOB:____________________________ 
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