
 

 
  

STAFF INFLUENZA VACCINE CONSENT  

You will be given either FLULAVAL TETRA OR FLUZONE Quadrivalent vaccine 
Please answer ALL questions below. 

 Yes    No Have you had the flu vaccination before? 

 Yes    No 
 
 
 

Have you ever had a serious and/or life threatening reaction to any flu vaccine or its components? 
 
Flulaval Tetra - (phosphate buffered saline, polysorbate 80, tocopheryl hydrogen succinate, ethanol, 
formaldehyde, sodium deoxycholate, sucrose, thimerosal) 
 
Fluzone Quadrivalent (sodium phosphate, sodium chloride, formaldehyde, triton X-100, thimerosal) 
 

 Yes    No Do you have a bleeding disorder (haemophilia, thrombocytopenia) or are you taking anticoagulants? 

 Yes    No Are you feeling well today? (It is fine to be immunized even if you have a minor illness with or without  
a fever, such as a cold). 

Common side effects are: 

 Soreness around the area where the injection was given is common. This could last 1-2 days. 

 Fever lasting 1-2 days after receiving the vaccine occurs in 1% - 2% of people. 

 Most people have no side effects from influenza vaccine 
 
As with any vaccine or drug, there is a remote possibility that a serious reaction could occur. If you feel you are having a 
serious or unusual reaction (e.g. allergic reaction, swelling and itchiness around the eyes, a very high fever), report to a 
physician immediately. Also notify your Occupational Health Nurse so that the incident can be documented and reported to 
Public Health Services. 

The flu vaccine can be given during pregnancy and breast feeding. 

Normal immune responses to the vaccine may not develop if you are undergoing any immunosuppressive therapy. 

It is recommended that you be observed for 15 minutes after receiving the vaccination.  Please ensure you are not alone 
during this time in case of an anaphylactic reaction.   
 
I have read and understood the information on this sheet and I have answered the questions accurately.  I consent to being 
vaccinated.  I further consent to the administration of any treatment(s) or procedures required as the result of any reaction to 
this vaccine. 
 

PRINT FULL NAME: ____________________________ Signature: ______________________ Employee #: ____________ 

Date of Birth:             /        /         (YYYY/MM/DD)  Age: ____ Job Title: _________________________________ 

Department:                                                            Nsg. Unit: ______________ Site/Building: _______________________ 

Hospital/Zone: _________________________ Work Phone #: ______________  Manager: ___________________    

Check if:   Pregnant     Aboriginal living on a reserve     Work in Long Term Care unit/facility, site: ________________   

Please check one of the categories below if they apply to you: 

 Staff Physician  Resident, Clerk or Medical Student  Volunteer  Housekeeping Contract  

 Contract Worker (not paid by NS Health Authority) – Specify ______________________  

 Learner/Student – Specify School ______________________ 
 

DATE TIME 

 

_____hrs. 

 

DOSE 

  

 0.5 ml 

ROUTE 

 

 IM Right Deltoid 

 IM Left Deltoid 

 

TYPE 

 

 Flulaval Tetra 

 Fluzone 
    Quadrivalent 

LOT # Area Administered 

 Clinic 

 OH Office 

 Pharmacy  

 Unit Champion 

    Health Care Provider (Print Name)                                                                                Health Care Provider (Signature) 

__________________________________  RN   LPN   RPh                                ____________________________________  


