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Patient Influenza
Vaccine Consent

Please complete the following questions:
Do you have a severe allergy to eggs?
Do you have an allergy to latex?
Do you have a known sensitivity to thimerosal?

*Thimerosal, a mercury derivative used in contact lens solutions.

Have you had a known past history of Guillain−Barre’ Syndrome?
Are you currently sick or running a fever?
Do you have a history of wheezing or asthma?

❏ No
❏ No
❏ No

❏ No
❏ No

❏ Yes
❏ Yes
❏ Yes

❏ Yes
❏ Yes
❏ Yes ❏ No

AUTHORIZATION TO RECEIVE INFLUENZA VACCINE AND FULL RELEASE FROM LIABILITY 
I hereby consent to receive the influenza vaccine and authorize designated staff to administer the vaccine to me.  I understand that
additional doses of the vaccine may be required should new strains of the virus be discovered.  Furthermore, I understand that there is no
guarantee that complete immunity will result from this immunization and that its effects are only good for one year.

I have read, or had explained to me, the Vaccine Information Statement for the seasonal flu vaccine and understand the risks and benefits
to receiving such vaccine. I hereby release HaysMed and Pawnee Valley Community Hospital, its employees, representatives, agents,
volunteers, and medical staff from any and all claims and liability that may arise out of giving me this vaccine.  I agree to indemnify,
defend, and hold HaysMed and Pawnee Valley Community Hospital harmless from any and all expenses, losses, and claims made by me
or others that arise out of or result from my receiving this vaccination.

I HAVE READ THIS RELEASE CAREFULLY BEFORE SIGNING IT AND HAVE BEEN GIVEN AN OPPORTUNITY TO ASK
QUESTIONS ABOUT THIS PROCEDURE.

Signature of person receiving the vaccine (or guardian if a minor)

Print Legal Name of person receiving the vaccine

❏ Male
❏ Female

Street Address City/State/Zip

To be completed by Nurse / Physician: Individual may receive injection: ❏  Yes ❏  No

If age 6 months or greater, give Influenza vaccine 0.5 ml IM

Vaccine Record For Administrative Use Only (VIS 8/6/21)

Date AdministeredVaccine Route Dose Manufacturer Lot # Exp. Date Administered By:

You have come today to receive the Influenza vaccine from HaysMed or Pawnee Valley Community Hospital.

❏ Vaccination documented in the EMR
on:_____________(date) by:_____________(initials)

Date/Time

D

Print Your Physician’s Name

FOR THOSE PATIENTS WHO SEE A PRIMARY CARE PROVIDER AT HAYSMED OR PAWNEE VALLEY COMMUNITY HOSPITAL
− THIS VACCINE ADMINISTRATION WILL BE ENTERED INTO YOUR ELECTRONIC MEDICAL RECORD.

❏ I am a HaysMed Associate



Discrimination is Against the Law
Hays Medical Center complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  Hays Medical Center does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
Hays Medical Center provides free aids and services to people with disabilities to communicate effectively with us, such as:

●      Qualified sign language interpreters
●      Written information in other formats (large print, audio, accessible electronic formats, other formats)

Hays Medical Center provides free language services to people whose primary language is not English, such as:
●      Qualified interpreters
●      Information written in other languages

If you need these services, contact the Director of Clinical Care Coordination at 785.623.5297, or the Operator at 785.623.5000.
If you believe that Hays Medical Center has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:
                Chief Legal Officer
                Hays Medical Center
                2220 Canterbury Drive
                Hays, Kansas 67601
                Telephone Number:  785.650.2759
                TTY/TDD or State Relay Number:  800.766.3777 (V/T); or Dial 711
                Fax:  785.623.5524
                Email:  joannah.applequist@haysmed.com
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Joannah Applequist, Chief Legal Officer, is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1−800−368−1019, 800−537−7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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