Fort Bayard Medical Center
INFLUENZA IMMUNIZATION INFORMED CONSENT

I hereby give Fort Bayard Medical Center permission to administer an influenza
vaccination annually, in the fall. I have been instructed that as a result of this
vaccination. | may experience some side effects such as:

o Slight discomfort
o Soreness of the arm
o Slight fever (occasionally)
o Muscle aches (occasionally)
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