
 

Flu shot Vaccine Administration Record 
 

 
 
 
 
 
 
 
 
 

Patient Name:  DOB:  _ 
 
 
 
 

Date Type of 
Vaccine Manufacturer Lot Number Admin site Vaccinator 

Initials 

      

 

 
 
 

Vaccinator Name:     Title: ____________________ 
 

Signature:  _________ 
 

Clinic/Pharmacy Name and address: 


