
ROSAUERS CONSENT AND RELEASE - INJECTABLE VACCINATIONS 

lvaccine(s) Requested: 

Last Name of Patient First 
__J__J __ _ 

Middle Birth Date Age Sex 

( __ ) __ -__ _

Permanent Address City State Zip Home Phone 

---------�! _ _____________ _ 

Primary Insurance Insurance ID# or Medicare B # 

(include numbers and letters) 

Primary Care Physician Phone# 

(Please provide if you wont records sent to him/her) 

I acknowledge that I understand the benefits and risks of the requested vaccination as described in the Vaccine Information Sheet, a copy of which is 

provided with this Consent and Release. I confirm that Rosauers, on behalf of its pharmacy operations in all divisions, ("Rosauers") has answered to my 

satisfaction all of my questions about the vaccine and the vaccination procedure. I request and consent that the vaccination be given, as I direct Rosauers, 

either to me or to the person named above, a minor for whom I represent that I am authorized to sign this Consent and Release. I understand that I am 

giving Rosauers permission to release any medical or other information necessary to my physician, Medicare, Medicare HMO, or insurance company or 

immunization registry, as applicable, to enable Rosauers to process my insurance claims with respect to the vaccination. I, for myself (and for the 

recipient of the vaccination, if the recipient is a minor), my heirs, executors and assigns hereby release Rosauers and its divisions and affiliates and their 

respective officers, directors, employees, agents and representatives from any and all claims arising out of or in connection with the quality of the above

described vaccine(s) as provided by the manufacturer and any negligence of Rosauers in connection with the related injection of the vaccination. I 

understand that the laws of my state may affect my remedies in connection with this vaccination. 

X Signature of Person to Receive Vaccine(s)/Parent or Guardian of Minor Date Print Name of Parent or Guardian/Phone# 

Please answer these questions by checking the boxes. If the question is not clear, please ask the pharmacist. Yes No Don't Know 

All Patients: How Jong has it been since your last TETANUS shot? yrs 

Vaccine Anll Patient who Smokes OR has Asthma, Diabetes or Heart Disease OR is 65 Jtears or older: 

History Have you ever received the PNEUMONIA vaccine? If Yes, When? 

Patients 60 llears of age or older: Have you ever received the SHINGLES vaccine? 

1. In the past 14 days have you had a fever of 100.4° or greater, unusual coughing, unusual shortness

of breath, diagnosed with COVID-19 or a household member with COVID-19?

All 
2. Do you have a serious allergy to ANY medications or food? (Example: Eggs, Gelatin, Thimerosal,

Neomycin, Gentamicin). If Yes, please list: 

3. Have you ever had a serious reaction or fainted after receiving any vaccination?

4. Do you have sensitivity to latex? (Example: gloves or bandages) 

5. For women: Are you pregnant or are you considering becoming pregnant?

Tdap 6. Do you have a seizure disorder or a brain disorder? 

7. Have you received any vaccination in the past 4 weeks? Which one(s)?

8. Do you have cancer, leukemia, HIV, active shingles or any other immune system problem?

Live 
9. Do you take prednisone, oral steroids, anticancer drugs, antiviral medications or medications that

affect the immune svstem?

10. During the past year, have you received a transfusion of blood or blood products, been given a

medicine called immune (gamma) globulin, or had radiation theraov?

BELOW FOR PHARMACY USE ONLY 

Check Box to Confirm Patient Identity Verified D Check Box to Confirm Vaccine/Drug to be administered Verified D 

Vaccine Lot # of Vaccine Exp Date Manufacturer Dosage Site of Injection Time VIS Date 

Fluzone Sanofi IM L/ R Deltoid 

L/ R 

L/ R 

Signature of Pharmacist: _________________________ __RPh  Date VIS provided to patient:    _____ 

ROSAUERS PHARMACY#_____ ROSAUERS PHARMACY PHONE# ______________ _ 

WA ONLY: 

Substitution Permitted ____________Dispense As Written ____________

Signature of Administrator______________________________

KEEP FOR  10 YEARS

**FILE WITH PRESCRIPTION 

HARDCOPIES** 






