
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RA/IM (Right 
Arm/Intramuscular) LA/IM (Left Arm/Intramuscular) RT/IM (Right Thigh/Intramuscular) LT/IM (Left Thigh/Intramuscular) IN (Intranasal) RA/SC (Right 
Arm/Subcutaneous) LA/SC (Left Arm/Subcutaneous) RT/SC (Right Thigh/Subcutaneous) LT/SC (Left Thigh/Subcutaneous)  

 
 
*VACCINATOR: ______________________________________________________________________________________________________________ 

(Print Name & Title) (Signature) (Date of Clinic) (Date VIS given) (VFC PIN #) 

 

*Address/location of vaccine given: ____________________________________Did this vaccination occur at an off-site/outreach clinic?  Yes  No 

INFLUENZA 
 
 

ADMIN DATE 
      /        / 

        LOT #     EXP DATE 
       /        / 

       Funding                                         
(VFC/State 

VIS Edition 


