
2024 Influenza Vaccination 
Consent Form

Complete this form and bring with you to the flu clinic along with your vaccination book (if applicable)

inital / sign

By signing this form you consent to receiving the immunisations listed above.
Privacy Statement - NP Clinics will collect and store the information you voluntarily provide to enable processing of vaccinations. Failure to provide information may result in NP Clinics
being unable to vaccinate you during this clinic. The information will be provided to vaccinators and you consent to this disclosure.  Any information provided by you will be stored on 
a database that will only be accessed by authorised personnel and is subject to privacy restrictions. The information will only be used for the purpose for which it was collected. Any 
information provided by you to NP Clinics can be accessed by you and updated during standard office hours by writing to us at 731 Hay Street, Perth, WA 6000, by telephoning 
NP Clinics on (08) 9321 6411 or by sending a request through our website www.npclinics.com.au.

Signature (self/parent/guardian)    Date: 

First Name

TO ENSURE ACCURACY PLEASE PRINT CLEARLY IN UPPERCASE

Date of Birth  

/ / 

Mobile Number

Last Name

IRN

-
Medicare Number

Male Female 

Gender

Influenza

I understand I will be having the following vaccinations:

Address PostcodeSuburb

Name of Organisation

BOTTOM

TOP

/ / 

Before receiving the vaccines, please answer the following questions: Yes  No

• Do you have a fever or illness at present?

• Do you have a disease that lowers immunity (e.g. leukaemia, cancer, HIV/AIDS) or having
treatment that lowers immunity (eg oral steroid medicines such as cortisone and prednisone,
DMARDs [disease-modifying anti-rheumatic drugs], radiotherapy, chemotherapy)

• Do you have severe allergies to anything (anaphylactic)?

• Are you currently taking anticoagulants or have coagulation or bleeding problems?

• Have you ever felt faint after an injection?

• Have you had ANY vaccinations in the past month? (If yes, what vaccine & date:______________________________)

• Have you ever had a reaction to any vaccinations previously (including allergic reaction)?

• Do you have a past history of Guillain-Barré syndrome?

• Are you currently pregnant, planning a pregnancy or breast feeding?

XX

XX

XX

XX

XX

XX

XX

XX

XX

Left / Right

Clinic Date:  Office use only: Route:  Batch Number or Label:  

2 20 IM / ID4


