EveryStep VACCINATION CONSENT & INSURANCE FORM - 2021-2022
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Please answer each of the following questions:

1. Is this your FIRST flu vaccination ever? [ JYes [JNo
2. Are you allergic to eggs, gentamicin, gelatin, arginine or a previous vaccination? [ IYes [ INo
3. Have you had Guillain-Barre Syndrome, a severe paralytic illness? [JYes [JNo
4. Do you feel moderately or severely ill and/or are you running a fever today? |:| Yes |:| No
5. Do you have COVID-19 symptoms such as cough, breathing difficulty, new loss of taste/smell? |:| Yes |:| No
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I acknowledge that a copy of EveryStep’s Notice of Privacy Practices is available to me. | understand that this document provides an
explanation of the way in which my health information may be used or disclosed by EveryStep and of my rights with respect to my
health information. The current VIS for the Flu Injection or Flu Mist immunizations has been provided by EveryStep. | have had an
opportunity to ask questions and have received answers to my satisfaction. | understand the benefits and risks of the vaccination and
expressly understand if | experience any side effects, it is my responsibility to follow up with my physician at my expense. | hereby
release EveryStep, its officers, employees, and agents from any and all liability that might arise from vaccination on behalf of me, my
heirs, and personal representatives. I understand | am financially responsible to EveryStep for any charges denied by my insurance
company or copayment amounts due after the insurance company has paid. Parent/Guardian: (Ages 6 months-17 years) | attest that
I am the child’s parent, authorized representative, or legal guardian and can provide effective consent for this immunization.
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