
 

                          

 

                                             

   

 

Employee Name: ____________________________________________________ 

Employee Department: _______________________________________________ 

 

Date of flu shot: ______________________________________________________ 

 

Clinic Name: ________________________________________________________ 

Clinic Address: ______________________________________________________ 

Clinic Phone: ________________________________________________________ 

Nurse’s name: ______________________________________________________ 

 

Nurse’s signature: ___________________________________________________ 

 


