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VaxCare . FLU OUTREACH

VaxCare has partnered with your healthcare Partner Name: Morris County Health Dept' PatientlD

pravider o provide Immunlzations. Consent ID:
A1 bills for immunizations will come from Ship to ID:
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Authorization and Consent

{pmsent tor Yse of Protected Health Information & Clatmn Assignment; | hereby consent to and acknowledge the receipt of 4 Hotice of Privacy Practices regarding the wse and disclosure of my personal health information for the purpose of health cire
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Vaccination Details {Lot number must be recorded. Please adhere label or print clearly.)
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