
Volunteer Influenza Form                        

                                                      
 
 
 
Volunteer Name: _______________________________________________________ 
 
 
Volunteer ID#: ____________________________ 
 
 
---------------------------------------------------------------------------------------------------------------------------- 
 
I certify that this CHOC Volunteer received the Influenza vaccination on:   
 
 

Associate Health (Date)_________________ 
 

Outside Provider (Date) _________________ 
 
CHOC Associate Health Nurse (signature) __________________________________________ 

 

 

 

  


