
Influenza Vaccine Clinic 

Student Name___________________________ Student D.O.B._______________ Student  

Grade______    What period does your child have study hall? ____________ 

1. Has your child received the flu shot before? Y        N      

2. Did your child have any problems with previous flu shots?     Y           N   

    If yes, lease explain ____________________________________________________________  

______________________________________________________________________________

______________________________________________________________________________ 

                       



OCC-1251 School-Based Immunization Only Consent Form  12/8/23; Revised 4/21/25						    

 
 
Nationwide Children’s Hospital (“NCH”) partners with schools to offer vaccines to students. The goal of this program is to help improve the health and well-
being of students so they can do their best in school. The purpose of school health services is to provide quality health care in a friendly and familiar school 
setting at a time that works for the student and family. We are NOT trying to replace your child’s primary care doctor.  

 
Student / Family Information (Print all information in ink.) 

Student’s First & Last Name: Date of Birth (month/day/year): Gender: Race/Ethnicity: School: Grade: 

Parent/Guardian First & Last Name: Parent/Guardian Email: Relationship to Student: Phone Number: 

Preferred Language: Street Address: City: State: Zip Code: 

 
  Insurance information                  Health History   

 
I allow the NCH health care providers to provide the following vaccines for the student named above. 

 
I agree that I have received information about how to get a Notice of Privacy Practices (explained on the next page). I understand this consent is good for 12 
months from the date I sign this form. I understand that I may cancel my consent for treatment at any time by putting in writing I no longer want me/child to have 
this service. I have read and understand all the information on this form. If I have changes in insurance coverage, I will let NCH know. If there are changes or 
updates in my child's; health, medicines, or immunizations, I will let NCH and my child's school know. I /my child will receive a Vaccine Record today showing 
which vaccines were given. I understand I should call (614) 355-2590 option 3 if I have questions or concerns. 
 
X__________________________________________________               X___________________________________________________ 
Parent/Guardian Printed name (if student is less than 18)        Parent/Guardian Signature   Date/Time 
 
X___________________________________________________    X____________________________________________________ 
(If student 18+) Student Printed Name         Student Signature   Date/Time 
 
 

☐ Medicaid ☐CareSource ☐Molina ☐Other ☐Private Insurance Plan 
☐ NONE, please connect me to NCH financial counselor. 

Policyholder’s Name   Policyholder’s Date of Birth   

Insurance Name  Insurance Address  

Group & ID #     
All services provided are billed to insurance. If you do not have insurance, NCH will 
connect you to financial help. All children get medical care if their family can pay or not. 

Medicines Taken: 
□ Yes (list below) 
□ No 

 

Allergies 

 

Consent for Vaccinations 
☐ I want my child to receive all available vaccines. 
☐ I want my child to receive only the selected vaccines below (check all that apply). 

 Required Vaccines for school attendance in Ohio 
(below). This means Ohio law says your child must have these 
vaccines to go to school. 

 Recommended Vaccines (Age appropriate, following the 
American Academy of Pediatrics vaccination schedule) (Below). This 
means doctors urge your child to get these vaccines, but they can still 
go to school without them. 

☐  DTaP/TDaP/TD ☐  Influenza (Flu) 
☐  Meningococcal  ☐  HPV 
☐  MMR ☐  Hepatitis A 
☐  Varicella ☐  Pneumococcal 
☐  Polio ☐  HIB 
☐  Hepatitis B ☐  Men B 
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