






Averai 
Medical Group INFLUENZA VACCINE PATIENT QUESTIONAIRE 

Dell Rapids 

(Please Print) 

Address: ____________ City: __________ State: ___ _ 

Phone: -------------------------------
Date of Birth: -----------------------------

Primary Physician: __________________________ _ 

(Circle One) 

Are you allergic to eggs? Yes No 

Have you had the influenza vaccine in the past? Yes No 

Have you had a reaction to the influenza vaccine in the past? Yes No 

Are you allergic to any medication? If yes, please list below. Yes No 

Do you currently have any type of infection or have you recently been ill? Yes No 

Are you currently under the care of a cancer specialist? Yes No 

Have you had Guillain-Barre syndrome? Yes No 

Parent/guardian/patient signature ____________________ _ 

Nursing Personnel to complete 

Lot#: _______________________________ _ 

Manufacturer: -----------------------------
Site of Injection (circle one): R Deltoid L Deltoid R Thigh L Thigh 

Nurse Administering Injection:, ______________________ _ 

Date of Injection: ___________________________ _ 


