
                                              
INFLUENZA VACCINE ADMINISTRATION RECORD 

              INFORMATION ABOUT PERSON TO RECEIVE VACCINE           
(Please Print) 

NAME:  LAST_____________________________    FIRST__________________________      MI________ 

GENDER:  � MALE   � FEMALE    BIRTHDATE________________________         AGE_____________                

ADDRESS: STREET____________________________________________ CITY______________________  

STATE _______  ZIP____________ COUNTY__________________ PHONE  NUMBER _______________               

MEDICARE/MEDICAID #__________________________________________________________________ 

ARE YOU DIABETIC?    Yes   No      Doctor’s Name_________________________________________ 

I have read or have had explained to me the information contained on the Vaccine Information Sheet about vaccine(s) that 
will be administered.  I have had a chance to ask questions that were answered to my satisfaction.  I believe I understand 
the benefits and risks of the vaccine(s) and ask that the vaccines(s) checked on the reverse side be given to me or to the 
person named above for who I am authorized to make this request. 
 
I authorize the release of any medical or other information necessary to process this claim.  I also request payment of 
government benefits either to myself or to the party who accepts assignment. 
I have received a copy of Macoupin County Public Health Department’s Notice of Privacy Practices today. 
 
Signature of person to receive vaccine or person authorized to make request. 
 
X________________________________________________________        DATE_____________________  

 
(Please do not fill below line office use only) 

 

DATE ADMINISTERED: ___________________      � VFC     
   
                                               

 

 

 

 

 

 

 

 

 

 

 

 

 
COMMENTS:__________________________________________________________________ 
_____________________________________________________________________________ 

 

 
SITE ADMINISTERED: 

�  LUE ____________          �  LLE ______________ 

�  RUE ____________          � RLE_______________ 

 

INFLUENZA 
 

�__________________        Exp. Date: _________ 

PNEUMOCOCCAL 
 

�________________          Exp.Date____________ 

SITE ADMINISTERED: 

�  LUE ____________           �  LLE ______________ 

�  RUE ____________           �  RLE______________ 

 
 

ADMINISTERED BY: 
 

 
                    

 Burns, RN    

zzard, 

 

(  ) Keri Loveless, RN    

(  ) Edie Luddeke, RN 

(  )  Rita Tranter, RN                   

(  ) Tracy Pocklington, RN  

(  ) Margie Thomae, RN  

(  ) Shirley Young, RN 

     

    (  ) _________________          

    (  ) _________________          

    (  ) _________________          

          RN 

(  ) Mary

                              (  ) Jennifer Byots, RN
                  

(  ) Karen Ha



 

 

 
If you live with diabetes, print, then complete this form and bring it with you 

to the Macoupin County Public Health Department’s Seasonal Flu Vaccine Clinic. 
If you do not have diabetes, skip this form. Thanks. 

 
Macoupin County Public Health Department 

RURAL DIABETES CONTROL PROGRAM SURVEY 
 

Please print and complete the entire form. 
Thank you for your help. 

 
Name: ____________________________________________    Date diagnosed with diabetes ________________  
 
Address __________________________________________ City ___________________ Zip _____________ 
 
Race 
�  White   �African American � Hispanic � Eskimo/Native American  � Other ______________ 
 
Marital Status 
� Never Married      � Married   � Widowed  � Divorced  � Separated 
 
Number of years of education you have completed _______________ Birthdate __________________ 
 
 
Type of Diabetes    What kind of treatment are you receiving for your diabetes? 
�  Gestational  � Type I  � Insulin  � Nutritional Therapy  � Exercise  
�  Type II  �  Unspecified � Oral Medication � Insulin Pump  � None 
      � Glucose Monitoring    
   
How many times in the past twelve months have you been seen by a health care professional? Doctor, Nurse 
Practitioner, or Physician's Assistant ______________ Current Height _____   Current Weight ______ 
 
How many times in the past twelve months have you received diabetes education? _______   Would you like to 
receive additional education?  �Yes  �No    
 
What areas of diabetes would you like to learn more about?   � What is diabetes  � Medication   
� Nutrition   � Exercise � Stress � Sick Days � High/Low Blood Sugars � Blood Testing 
� Complications � Insulin Pumps � Other ______________________________________ 
 
How many times in the past twelve months have you received nutrition education? _______  Are you interested 
in speaking with a dietician?  
 
Were you hospitalized for any reason in the past twelve months?  �Yes  �No How many times for a 
diabetes related diagnosis? _______  �Yes  �No 
 
How many times a day do you check your blood glucose? __________ 
 

Don’t forget to complete the second page of this form. 
 



 
 
 
 
Have you heard of the Hemoglobin A1c (or glycosylated hemoglobin)? �Yes   �No 
 
How many times have you had a Hemoglobin A1c in the past twelve months? __________ 
When and what was the result of  your last Hemoglobin A1c?  Date: _________________ Result: ___________ 
 
Have you ever been diagnosed with high blood pressure? �Yes  �No     Receiving treatment?  �Yes  �No 
 
 
Have you had a lipid profile (cholesterol test)  in the last year?  �Yes  �No 
 
Have you ever been diagnosed with high cholesterol?    �Yes  �No   Are you receiving treatment? �Yes  �No 
 
When was your last eye exam (when drops were put into your eyes to dilate them)? ___________________ 
 
How many times in the past twelve months have your feet been examined by a health care professional? ______ 
 
Have you had a flu shot in the past twelve months? �Yes  �No 
 
Has your doctor ever talked to you about taking aspirin on a daily basis?   �Yes  �No 
Do you take aspirin on a daily basis?  �Yes  �No 
 
Do you smoke?  �Yes  �No       If yes, have you tried to quit?  �Yes  �No        
 
If no, have you ever smoked and how long? �Yes  �No  
 
Do you drink alcohol? �Yes  �No     Days per week you drink?  _______     Drinks per day? ________ 
 

 
Thank you for helping us! 

 
For questions contact Debbie Link 

Diabetes Control & Prevention Program 
805 N. Broad, Carlinville, IL 62626 

217-854-3223, ext. 225 
 
 

 

 

 

 

 

 

 



 

  

If you are diabetic, please print this consent form and bring to the seasonal flu clinic. The 
consent gives permission to enter your diabetes data into the computer system. If you 
have questions, please call Debbie Link at 217-854-3223, ext. 225.  


