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FLU VACCINE RECORD  
 
 

Student (Printed): ______________________________ 
 
Vaccine:    ___________ H1N1 ________ Seasonal 
 
Date Vaccine Received:  ______________________________ 
   

Physician or Approved Licensed Health Professional Information: 

 

Printed Name 

 

Address 

 

 

 

Signature of  Provider 

 

 

 


