
 

 

                                                Health Sciences 

 
SEASONAL FLU VACCINE RECORD  

 
 

Student (Printed): ______________________________ 
 

Date Vaccine Received:  ______________________________ 
     

Physician or Approved Licensed Health Professional Information: 

 

Printed Name 

 

Address 

 

 

 

Signature of  Provider 

 

 

 


