
STUDENT WELLNESS SERVICES 
1239 Arden Rd., Mail Code 1‐8, Pasadena, CA, 91125 

Counseling: 626‐395‐8331 |Health: 626‐395‐6393 | Fax: 626‐585‐1522 

QUADRAVALENT INACTIVATED INFLUENZA VACCINE CONSENT FORM 2020-2021 

Last name: First name:  UID: 

Undergraduate:   Graduate:   DOB: Age: _______ Cell number: 
        M/D/Y 

I have an allergy to eggs or egg products. Yes  No  

I have an allergy or sensitivity to a chemical or other material. Yes  No  

I have had a reaction to previous influenza vaccine. Yes  No  

I have had a history of Guillen‐Barré disease. Yes  No  

I am currently ill or have a fever. Yes  No  

I have a history of fainting or other reaction with needle injections. Yes  No  

I have a history of a bleeding disorder or am taking anticoagulants. Yes  No  

____________________________________________________________________________________________ 

I have read the following information and CDC Vaccine Information Statement about influenza and influenza vaccine, 
and I have had a chance to ask questions, which were answered to my satisfaction, and to become fully informed. I 
understand the benefits and risks (vaccine may cause flu‐like symptoms in some people and in rare incidents, Guillain‐
Barré syndrome or injury from the injection) of influenza vaccination and request that the vaccine be given to me. I, on 
behalf of myself, my assigns, executors, and heirs, hereby release, indemnify, and hold harmless Caltech and their 
agents, trustees, directors, officers and employees from any and all liability, including bodily injury, death, property 
damage, expense and/or claim of any nature whatsoever, arising out of or in any way related to the administration of 
this influenza vaccine to me. I agree to consult a health care provider should I experience any side effects or other 
problems.  

Signature: Date of signature: 

For Clinic Use Only: 
Vaccine Lot # Dose: 0.5 ml Expiration date: 

Date given: Time: Left deltoid IM  Right deltoid IM  

Divina Bautista, NP   Alice Sogomonian, NP   Virginia  Mateo, RN  Edith Montes, MA   

Comments: 
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