
IM Only 
Miami‐Dade County Health Department 

2009 H1N1 Influenza Vaccine Consent Form (For Adults) 
 

For you to be eligible to receive the H1N1 Influenza vaccine, you must answer all questions and sign this consent form. Depending on 
your answers and the availability of the vaccine, you will receive the injectable vaccine. Please read the vaccine information statement 
we have provided for you.  

 Section 1: Demographic Information (please print) 
NAME (Last) 
 

(First)  (M.I.)  DATE OF BIRTH 
 Month_________ Day________ Year __________        

RACE 
 

SOCIAL SECURITY 
(OPTIONAL) 

   

ADDRESS  AGE  GENDER 
        Male or  Female 

CITY / COUNTY  STATE 
 

ZIP  PHONE NUMBER 

Section 2: Screening for Vaccine Eligibility 
If you have already been vaccinated with 2009 H1N1 influenza vaccine, please tell us the doses and dates of vaccination.  
⁬ Dose 1      Date received: Month ____Day____Year_______     Form (please circle):      Nasal spray   Shot 
⁬ Dose 2      Date received: Month ____Day____Year_______   Form (please circle):      Nasal spray   Shot   
 

The following questions will help us to know if you can get the 2009 H1N1 influenza vaccine.    
 
Please mark YES or NO.  If you answer “NO” to all 4 of the following questions, you can probably get the H1N1 influenza vaccine.  If 
you answer “YES” to 1 or more of the following questions, you will be screened to determine your eligibility. 
Please check Yes or No for each question.  YES  NO 
1.    Do you have an allergy to eggs?       ⁭  ⁭ 
2.    Do you have any other allergies?   Please list __________________________________________________________  ⁭  ⁭ 
3.    Have you ever had a reaction to a previous dose of flu vaccine or to any other type of vaccine?  ⁭  ⁭ 
4.    Have you ever had Guillain‐Barré Syndrome (a type of temporary severe muscle weakness) within 6 weeks after 
receiving a flu vaccine?  

⁭  ⁭ 

 

Section 3: Consent 

CONSENT FOR 2009 H1N1 INFLUENZA VACCINATION:  
I have read the 2009‐2010 Vaccine Information Statement for the 2009 H1N1 influenza vaccine and understand the risks and benefits.   

I GIVE CONSENT to be vaccinated with the 2009 H1N1 influenza vaccine.                                                        
 

Signature ________________________________________     Date:  Month________ Day________ Year_____________                               

 

FOR ADMINISTRATIVE USE ONLY 

Vaccine  Date Dose 
Administered 

Route  Dose Number 
(1st or 2nd) 

Vaccine 
Manufacturer 

Lot Number  Name and Title of Vaccine 
Administrator 

2009 
H1N1 

              
        /             / 

⁭  IM –P 
⁭  IM ‐PF  

       

2009 
H1N1 

        
        /             / 

⁭  IM –P 
⁭  IM ‐PF  

       

 



 
INITIATION OF SERVICES 

 
 

PART I  CLIENT-PROVIDER RELATIONSHIP CONSENT 
Client Name: ___________________________________________________________________________________________________________ 

Name of Agency: MIAMI-DADE COUNTY HEALTH DEPARTMENT 

Agency Address: 8175 NW 12 STREET, DORAL, FL 33126 

I consent to entering into a client-provider relationship. I authorize Department of Health staff and their representatives to render routine health care.  

I understand routine health care is confidential and voluntary and may involve medical office visits including obtaining medical history, examination, 

administration of medication, laboratory tests and/or minor procedures.   I may discontinue the relationship at any time.  

 

PART II   DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only)  
I consent to the use and disclosure of my medical information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention, 

psychiatric/psychological, and case management; for treatment, payment and health care operations. 
   
 
PART III  MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT REQUEST (Only applies to 
Medicare Clients) 

As Client/Representative signed below, I certify that the information given by me in applying for payment under Title XVIII of the Social Security 

Act is correct.  I authorize the above agency to release my medical information to the Social Security Administration or its intermediaries/carriers for 

this or a related Medicare claim.  I request that payment of authorized benefits be made on my behalf.  I assign the benefits payable for physician's 

services to the above named agency and authorize it to submit a claim to Medicare for payment.   

 
 
PART IV  ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers) 
As Client /Representative signed below, I assign to the above named agency all benefits provided under any health care plan or medical expense 
policy. The amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule.  All payments under this paragraph 
are to be made to above agency. I am personally responsible for charges not covered by this assignment. 
 
 
PART V  MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE OF PRIVACY 
RIGHTS  
 
 
______________________________________  _________________________________________  ________________ 
Client/Representative Signature   Self or Representative's Relationship to Client   Date 
 
______________________________________  ______________________   
Witness (optional)     Date 
 
 
PART VI  WITHDRAWAL OF CONSENT 
 
I, ______________________________________  WITHDRAW THIS CONSENT, effective ______________________  
 Client/Representative Signature      Date 
 
______________________________________  ______________________  
Witness (optional)     Date     
          Client Name: __________________________  

          ID#: _________________________________ 

DH 3204, [Approved November 2008],      Original to file Copy to client  DOB: ________________________________ 
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