
PARKWAY DRUGS Influenza Immunization Consent Form

Influenza Consent:

I have read, or had explained to me, the Vaccine Information Statement about influenza vaccination. I have had a chance 

to ask questions which were answered to my satisfaction, and I understand the benefits and risks of the vaccination as 

described. I request that the influenza vaccination be given to me (or the person named above for whom I am authorized 

to make this request). I authorize the release of any medical or other information necessary to process a Medicare or other 

insurance claim or for other public health puropses. I have received a copy of the Patient Bill of Rights.

_________________________________________________________________________________________________

Signature of Recipient (Parent or Guardian)      Date

Influenza Vaccine:

Administration Date:_______________________________

Administration Site: Left Arm

   Right Arm 

   Nasal

   Left Thigh 

   Right Thigh 

Dosage   0.5 ml 

   0.25 ml  

   LAIV

Manufacturer and Lot Number: ______________________

_______________________________________________

VIS date________________________________________

Pharmacist Signature______________________________

Next Immunization Due:      Next Year 

    In 4 Weeks   

    Other________

AREA BELOW TO BE COMPLETED BY PHARMACIST



Name___________________________________________________HIC#/ID#_________________

Address__________________________________________________________________________

City________________________________________State_____________Zip Code____________

Phone Number______________________________________Date of Birth___________________

Sex_______Marital Status_______

Assignment of Insurance Benefits & Medical Information Authorization: I authorize direct payment to Parkway 

Drugs of any insurance benefits otherwise payable to me for Parkway Drugs provided products or services. I also 

authorize my insurance company(ies) to furnish to an agent of Parkway Drugs any and all information pertaining to my 

insurance benefits and status of claims submitted by Parkway Drugs for services rendered. I further authorize Parkway 

Drugs to release my insurance company(ies) (or HCFA and its agents) any and all information pertaining to me for 

benefit determination. I also hereby authorize any holder of medical information about me to release Parkway Drugs any 

records pertaining to my medical history, services rendered, or treatment. I consent to the release of my Parkway Drugs 

records to be reviewed by authorized representatives of Medicare/Medicaid, Medicare intermediary, and/or my private 

insurance company(ies) for use in determining my home health benefits. I further authorize accrediting or licensing bodies 

to periodically examine my records for the purpose of checking compliance to regulations and our quality assurance 

requirements.

Terms of Agreement and Medical Treatment Consent: I understand that by signing this agreement, I authorized 

provision of products or services to me by Parkway Drugs. I also understand that I am under the control of my attending 

physician and that Parkway Drugs is not liable for any act or omission when following the instructions of said physician.

Acknowledgment of Financial Responsibility: While there may be insurance coverage for those services or products 

provided by Parkway Drugs to me relative to my therapy needs, I recognize that all services may not be covered or that 

reimbursement may be less than 100% of charges billed, in accordance with my policy coverage. Therefore, I acknowledge 

financial responsibility for any balance owing on my account. I agree to transfer immediately to Parkway Drugs any 

payment made directly to me for services provided to Parkway Drugs on an assigned basis.

The undersigned certifies that he/she has read the foregoing, received a copy thereof, and is the patient, or is duly 

authorized by the patient as the patient’s general agent to execute the above and accept its items.

____________________________________________     _________________________

Beneficiary Signature         Date

Customer Agreement - Authorization - Delivery Ticket

PARKWAY DRUGS



The New York State Immunization Information System (NYSIIS) is a confidential, computerized system that contains 
immunization records and allows authorized users access to a person’s shot record. Strict federal and state laws protect the 
privacy of your personal information in the system. The benefits of participating in NYSIIS include:

• Your health care provider can use NYSIIS to be sure that you receive the needed immunizations, and proper medical 
treatment is received when needed.

• There will be a permanent and easily accessible record of your immunizations.

Participation in NYSIIS for people 19 years of age and older is voluntary, so your consent is needed. If you want to 
participate, please carefully read the consent below and sign in the space provided. For additional information about this 
consent, please call (518) 473-2839.

I give my consent for _________________________ (name of doctor or organization) to release my immunization(s) 
and identifying information to the New York State Immunization Information System (NYSIIS). I understand the purpose 
of NYSIIS is to assist in my medical care and to record the immunizations that I have had or will receive in the future. My 
immunization information may potentially be used by the Department of Health for quality improvement purposes, 
epidemiologic research, and disease control purposes. Information used for quality improvement or any research 
purposes will have my personal identifying information removed.

The immunization information in NYSIIS may be released to the following: myself, my health insurance plan, the state 
and local health departments, the school that I am registered to attend, and authorized medical providers that deliver my 
medical care.

I understand that there will be no effect on my treatment, payment, or enrollment for benefits if I choose not to enroll in 
NYSIIS. This consent may be withdrawn at any time by using the form provided. Information about immunizations 
received by NYSIIS with my consent will remain in NYSIIS if I later choose to withdraw my consent. However, future 
immunizations will not be recorded in NYSIIS.
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Print Name

Signature

Date of Birth

Date

Consent For Participation in NYSIIS
for Individuals 19 Years of Age or Older

Parkway Drugs






