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I have read or have had explained to me the information about the influenza (flu) vaccine. I have had a chance to ask 
questions which were answered to my satisfaction. I understand that I should not receive the vaccine if I: (1) have ever had a 
serious allergic reaction to eggs or to the vaccine; (2) have a fever, acute respiratory or other active infection or illness; 
(3) have a history of Guillain-Barre Syndrome (a severe, paralytic illness). 

The 2022–2023 Quadrivalent vaccine virus strains are: an A/Victoria/2570/2019 (H1N1)pdm09-like virus a A/Darwin/9/2021 
(H3N2)-like virus; B/Austria/1359417/2021 (B/Victoria lineage) -like virus; and B/Phuket/3073/2013 (B/Yamagata lineage) -like 
virus.

The flu vaccine cannot cause the flu because it uses dead viruses. As with any vaccine, flu vaccine may not protect 100% 
of all susceptible individuals. Most people have no side effects from receiving the flu shot. Serious side effects, such as severe 
allergic reactions, have rarely been reported for the flu vaccine. I understand the benefits and risks of the vaccine and request 
that the vaccine be given to me or to the person named below for whom I am authorized to make this request. Healthwaves 
practices in accordance with the HIPAA regulations as it pertains to privacy practices and patient confidentiality regarding 
protected health information.
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