
INFLUENZA VACCINE PATIENT QUESTIONAIRE 

(Please Print) 

Name:________________________________________________________________________ 

Parent or Guardian Name:________________________________________________________ 

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:            R Deltoid L Deltoid R Thigh L Thigh 

Nurse Administering Injection:_____________________________________________________ 

Date of Injection:________________________________________________________________ 



111 – 10th St. E. 
P.O. Box 8 

Dell Rapids, SD 57022 
(605) 428-5446 

Fax: (605) 428-2333 
 

 
September 13th, 2016 
 
 
Dear Parents/ Guardians, 
 
Flu season is right around the corner. In the past, Avera Medical Group Dell Rapids has come to 
the schools and provided state vaccine at no charge for your child. We have been able to do 
this because South Dakota has provided the vaccine at no charge for all children 18 and under.  
 
As of January 1st, 2016, the state has decided to only offer free vaccine to those that qualify for 
the VFC program, only those that receive Medicaid or have no insurance coverage. Because of 
this change by the SD Department of Health, we will have to change the way we administer flu 
vaccine at the schools.  
 
This year, while we will still donate our time and supplies, we will ask for $30 for every child 
that receives the flu shot to cover the cost of the vaccine. Vaccine will be made available to 
your child on Wednesday, October 5 during regular school hours. Please return a check for $30 
made out to AMG Dell Rapids along with the completed questionnaire on the reverse side of 
this letter to one of the school offices by Friday, September 30.  
 
Additionally, we will be conducting a flu immunization clinic open to the general public on 
October 10th and October 20th from 8am – 7pm.  

If your child qualifies for the free vaccine (Medicaid or no insurance) or you would like the 
vaccine billed to your insurance, please bring your child to the clinic, no appointment necessary.  

Thank you for the attention to your child’s healthcare needs. 

Sincerely, 

The Staff of AMG-Dell Rapids 

 
Attachments: 
 
2016 Flu Vaccine Information 
 
Web address to SD DOH memo announcing state vaccine changes: 
https://doh.sd.gov/documents/Family/Immunize/2015-05.pdf 
 

https://doh.sd.gov/documents/Family/Immunize/2015-05.pdf

