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	City: 
	STATEMENT: I have read the adverse reactions associated with the influenza vaccine. A copy of the vaccine manufacturer’s drug information sheet is available on request. I had the opportunity to ask questions about this immunization and I have been offered a copy of the Vaccine Information Statement (VIS) for the vaccine being administered. I ask that the immunization be given to me or the person named below for whom I am authorized to make this request. For myself, my heirs, executors, personal representatives and assigns, I hereby release GetAFluShot (GAFS), corporation, school, school district, physician and/or medical director and their respective affiliates, subsidiaries, divisions, directors, contractors, agents and employees, from any and all claims arising out of, in connection with, or in any way related to my receipt of this immunization. GAFS and the other aforementioned parties shall not at any time or to any extent whatsoever be liable, responsible, or in any way accountable for any loss, injury, death or damage suffered or sustained by any person at any time in connection with or as a result of this vaccine program or the administration of the vaccine described above. I believe the benefits outweigh the risks, and I voluntarily assume full responsibility for any reactions that may result. I agree to remain in the general area for at least 15 minutes after after receiving the vaccine. I agree that I am responsible for reimbursing GAFS, in the amount of $35, if I do not have active insurance  or insurance accepted by GAFS on the date of immunization. I also agree that GAFS may contact me if more information is required to process my consent form.
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