
Sanford Vaccine Patient Registration Form 
*All Fields Required  
 
Date: ________________ 
 
 
 
PATIENT INFORMATION: 
Patient’s Full Legal Name: Preferred Name:  DOB: 

 
 

Sex: 

Home Address: 
 
  
   
                                         

Phone: Home or Cell (Circle One) 
 

EMERGENCY CONTACT INFORMATION: 
Name: 
 
 

Relationship to 
Patient: 

Address: Phone: Home or Cell (Circle One) 

GUARANTOR INFORMATION (Who should receive the Sanford Statement): 
Name: 
 
 

DOB: Relationship to Patient: Sex: 

Home Address: 
 
  
   
                                         

Phone: Home or Cell (Circle One) 

PRIMARY INSURANCE COVERAGE: 
Insurance Name, Address and Phone Number: 
 
 
 
 
 
 

Group Number: ID Number: 

Subscriber Name: 
 
 
  

DOB: Relationship to Guarantor: Sex: 

Home Address: 
 
  
   
                                         

Phone: Home or Cell (Circle One) 
 

SECONDARY INSURANCE COVERAGE (IF APPLICABLE): 
Insurance Name, Address and Phone Number: 
 
 
 
 
 
 

Group Number: ID Number: 

Subscriber Name: 
 
 
 

Subscriber DOB: Relationship to Guarantor:  
 

Sex: 

Home Address: 
 
  
   
                                         

Phone: Home or Cell (Circle One) 

 
 





Acknowledgement of Notice                                                             Sanford Health MR40227 Init. 1/03 Rev. 07/20
of Privacy Practices                                                        Acknowledgment of Privacy Practices

I have received a copy of the Sanford Health Notice of Privacy Practices or it has been made available 
to me on Sanford Health’s website at www.sanfordhealth.org/privacy-of-health. 

The Notice describes how Sanford Health may use and disclose my health information.

Relationship to Patient:

_________ I am the Patient    

_________ I am the Parent/Guardian    

_________ I am the POA

Patient’s Signature

 _______________________________________Date ______________ Time ____________ am/pm
                                                                           

 Or/By __________________________________Date ______________ Time ____________ am/pm

Written Acknowledgment Not Obtained

Staff member made a good faith effort to obtain written acknowledgment of receipt of the Notice of 
Privacy Practices but was unable to for the following reason:

     o Notice Provided - Patient/Personal Representative refused to sign

     o Notice Provided - Patient/Legal Representative unable to sign

     o Notice Provided - Awaiting Signature

_______________________________________Date ______________ Time ____________ am/pm
Employee Signature

Patient’s Name

_________________________________ 

Patient’s Medical Record Number

_________________________________ 

Patient’s Date of Birth (mm/dd/yyyy)

________/________/_____________________
(Or Affix Label)

Acknowledgment of Notice of 
Privacy Practices



If available, place patient identification sticker hereInfluenza Vaccine 
Downtime Documentation

Influenza Vaccine Downtime Documentation 
MR32739  p. 1 of 2  Init. 08/22  Rev. 09/22 Medication

 
Patient Name: __________________________________     Date of Birth: _______________________________

Medical Record Number: __________________________     Patient’s Age: ______________________________
 
If an Influenza Injection Vaccine Minor Consent Form or Influenza Intranasal Vaccine Minor Consent Form was 
completed, please use to answer the below questions. 

If not previously asked, please answer the below questions for intramuscular AND nasal formulations:
Is the patient sick today?    £ Yes    £ No

Does the patient have allergies to medications, food, a vaccine component, or latex?    £ Yes    £ No

Has the patient ever had a serious reaction after receiving a vaccination?    £ Yes    £ No

Has the patient ever had Guillain-Barre syndrome?    £ Yes    £ No

Was verbal permission for vaccination obtained?    £ Yes    £ No 

In addition to the above questions also answer the below for the nasal formulation:
Does the patient have a long-term health problem with heart disease, lung disease (including asthma), kidney disease, 
neurologic disease, liver disease, metabolic disease (e.g., diabetes), or anemia, or another blood disorder?  £ Yes  £ No

Does the patient have cancer, leukemia, HIV/AIDS, or any other immune system problems?    £ Yes    £ No

In the past 3 months, has the patient taken medications that affect the immune system such as prednisone, other 
steroids, or anticancer drugs, drugs for the treatment of rheumatoid arthritis, Crohn’s disease, or psoriasis, or had 
radiation treatments?    £ Yes    £ No

Is the patient receiving influenza antiviral medications?    £ Yes    £ No

Is the patient receiving aspirin therapy or aspirin-containing therapy?    £ Yes    £ No

Is the patient pregnant or is there a chance she could become pregnant during the next month?    £ Yes    £ No

Does the patient live with or expect to have close contact with a person whose immune system is severely compromised 
and who must be in protective isolation (e.g., an isolation room of a bone marrow transplant unit) ?    £ Yes    £ No

Has the patient received vaccinations in the past 4 weeks?    £ Yes    £ No



If available, place patient identification sticker hereInfluenza Vaccine 
Downtime Documentation

Influenza Vaccine Downtime Documentation 
MR32739  p. 2 of 2  Init. 08/22  Rev. 09/22 Medication

 
Circle all that apply 

Type of Vaccine Dose Manufacturer Lot # and Expiration Date  
(or place sticker)

Site of Vaccine

Quadrivalent (IIV)

Quadrivalent (18+ years) 
(RIV/Flublok)

High Dose (65+ years) (IIV)

Nasal Mist (LAIV)

0.2 mL

0.5 mL

0.7 mL

AstraZeneca/Medimmune

Sanofi Pasteur

GlaxoSmithKline

Left     Right

Deltoid

Vastus Lateralis

NAS

__________________________________________________      _________________      _________________
Signature and credentials of person administering            Date     Time 

__________________________________________________
Printed name of person administering



If available, 
place patient identifi cation sticker here

Infl uenza Injection (Flu Shot) Vaccine Minor Consent Form
MR32740  p. 1 of 1  Init. 08/22

Infl uenza Injection (Flu Shot) 
Vaccine Minor Consent Form

Child Name: __________________________________________     Date of Birth: ____________________

Does your child have allergies to medications, food, a vaccine component, or latex?     Yes    No

Has your child ever had a serious reaction after receiving a vaccination?     Yes    No

Has your child ever had Guillain-Barre syndrome?     Yes    No

If you answered yes to any of the above questions your child will not be able to receive the fl u shot at this event.
If you would like your child to receive an infl uenza vaccine, please contact your child’s health care provider.

To learn more about the fl u shot please visit: https://www.cdc.gov/vaccines/hcp/vis/vis-statements/fl u.pdf

Parent/Guardian understands and consents to vaccine.

_____________________________________  _________________  ________________
Signature of person to receive vaccine   Date    Time

_____________________________________  _________________  ________________
Signature of Parent/Legal Guardian    Date    Time

_____________________________________
Print name of Parent/Legal Guardian

_____________________________________
Relationship to patient

_____________________________________
Phone number of Parent/Legal Guardian



If available, 
place patient identifi cation sticker here

Infl uenza Intranasal (FluMist) Vaccine Minor Consent Form
MR32741  p. 1 of 2  Init. 08/22

Infl uenza Intranasal (FluMist) 
Vaccine Minor Consent Form

Child Name: __________________________________________     Date of Birth: ____________________

Does your child have allergies to medications, food, a vaccine component, or latex?     Yes    No

Has your child ever had a serious reaction after receiving a vaccination?     Yes    No

Has your child ever had Guillain-Barre syndrome?     Yes    No

Does your child have a long-term health problem with heart disease, lung disease (including asthma), kidney 
disease, neurologic disease, liver disease, metabolic disease (e.g., diabetes), or anemia, or another blood 
disorder?     Yes    No

Does your child have cancer, leukemia, HIV/AIDS, or any other immune system problems?     Yes    No

In the past 3 months, has your child taken medications that aff ect the immune system such as prednisone, 
other steroids, or anticancer drugs, drugs for the treatment of rheumatoid arthritis, Crohn’s disease, or psoriasis, 
or had radiation treatments?     Yes    No

Is your child receiving infl uenza antiviral medications?     Yes    No

Is your child receiving aspirin therapy or aspirin-containing therapy?     Yes    No

Is your child pregnant or is there a chance she could become pregnant during the next month?     Yes    No

Does your child live with or expect to have close contact with a person whose immune system is severely 
compromised and who must be in protective isolation (e.g., an isolation room of a bone marrow transplant unit)?
 Yes    No

Has your child received vaccinations in the past 4 weeks?     Yes    No

If you answered yes to any of the above questions your child will not be able to receive the FluMist at this event.
If you would like your child to receive an infl uenza vaccine, please contact your child’s health care provider.

To learn more about the FluMist please visit: https://www.cdc.gov/vaccines/hcp/vis/vis-statements/fl ulive.pdf



If available, 
place patient identifi cation sticker here

Infl uenza Intranasal (FluMist) Vaccine Minor Consent Form
MR32741  p. 2 of 2  Init. 08/22

Infl uenza Intranasal (FluMist) 
Vaccine Minor Consent Form

Parent/Guardian understands and consents to vaccine.

_____________________________________  _________________  ________________
Signature of person to receive vaccine   Date    Time

_____________________________________  _________________  ________________
Signature of Parent/Legal Guardian    Date    Time

_____________________________________
Print name of Parent/Legal Guardian

_____________________________________
Relationship to patient

_____________________________________
Phone number of Parent/Legal Guardian


