Vaccine Clinic Location: Southern Oregon Friends of Hospice				Date: 10/8/2025
VACCINE ADMINISTRATION RECORD (VAR) (Please complete the following):

Print Name:____________________________________ Date of Birth____/____/____

Street Address:___________________________________________Phone#_______________	
			Physical address				City	           zip code

Primary Care Physician:_____________________________    ______________      ____
					Print Name					City		      State	

1) Are you currently feeling ill or do you have a fever?   ---------------	No   Yes_____________
2) Do you have allergies to medication or food?   ----------------------	No   Yes_____________
3) Have you ever had a serious reaction or allergy to a Vaccination?	No   Yes_____________
4) Do you have any long-term health problems with Heart disease, 
Lung disease, Asthma, Kidney disease, Diabetes? --------------	No   Yes_____________
5) Do you or anyone you are in contact with have Cancer, AIDS	
	Leukemia or any other Immune Disorder? -----------------------	No   Yes_____________
6) Do you take cortisone, prednisone, other steroids, anticancer drugs	
	or have had x-ray treatment recently? -----------------------------	No   Yes_____________
7) Have you received any transfusions, blood products or been given A 
medicine called immune(gamma)globulin within the last year?	No   Yes_____________
8) Have you received any vaccinations or planning on receiving any
	more vaccinations within 4 weeks? --------------------------------	No   Yes_____________
9) For Women: Are you pregnant or planning to become pregnant
	within a short time?  --------------------------------------------------	No   Yes_____________

Medicare ID (Red, white, and blue card): _______________________

Supplemental Insurance ID: _______________________
BIN: _______________________
PCN: _______________________
Group #: _______________________

Vaccine Administration Consent: “I have received the Vaccine Information Statement and have read or have had explained to me the information in that sheet. I have had a chance to ask questions and they were answered to my satisfaction. I believe I understand the benefits and risks of the vaccine. I understand that some or all of the information on this vaccination record is required by law to be reported to my physician listed above. I request and authorize the pharmacist to administer the vaccine to me”

Signature:  ________________________________________________________Date: ______/______/______
******************************************************************************************
(PHARMACY USE ONLY)    RPH INITIALS_______		

Notes________________________________Pharmacy Label
sig: should have inject(qty) (IM or SQ) into the (R or L) (Delt or Upper Arm)
Vaccine Lot#______, Exp date_________

Use Pharmacist giving vaccine as provider 



Correct VIS sheet given with vaccine	_____(printed with label)
ALERT IIS checked prior to vaccine	_____

Date reported ____/____/____ 
	(report to ALERT IIS within 15 days)

Valley Drugs, Winston									vaccine form revised 7/2025
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