
 

       

  
Antenatal Influenza Vaccination Record Form 

      
      
  Provider Name/Clinic:        

  Location:   Ph: Fax:  
      

HRN Surname/s Given name Date of Birth 
Indig 

Status 
A/O 

Date given 

            

            

            

            

            

            

            

            

            

            

            
      

Please return completed forms to:  Centre for Disease Control, Fax: 89228310   
   

 

 


