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VERIFICATION OF SEASONAL FLU SHOT ADMINISTRATION

TO BE FILLED OUT BY THE STUDENT:

First Name: Last Name:

TO BE FILLED OUT BY THE HEALTHCARE PROVIDER:

Date Administered:

Flu Vaccine Lot #:

Expiration Date:

Site of Injection: Route:
[ ] Left Deltoid R
] other:

[] Right Deltoid

Provider Signature/ Date:

Upload Verification of Seasonal Flu Vaccine to your Student Tracker
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