Patient Specific Directions

Administration of H1N1 Influenza Vaccination by a Health Care Assistant

Name of General Practice........................................................................................................................................

Address:........................................................................................................................................................................

Date of Influenza Vaccination Clinic:......................................................................................................................

Name of vaccine (please print)................................................................................................................................

Dose :.......................................................................      Route :................................................................................

	Name of Patient
	Address
	Date of Birth
	Identification No

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Name of prescribing practitioner: ..............................................................    Status:..........................................

Signature: .........................................................................  Date ...............................................................................

Name of supervising practitioner: ..............................................................    Status:..........................................

Signature: .........................................................................  Date ...............................................................................

Name of HCA (print): ...............................................................................  

Signature: .......................................................................... Date:...............................................................................

