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2010 Fall Flu Immunization Clinic Scheduling Preferences 
	Contact Name
	
	Name of Organization
	

	Phone #
	
	Street Address
	

	Alternate Phone #
	
	City, State, Zip
	

	Email
	
	Fax
	


1) 
Total number of employees or people invited to clinic (We recognize that everyone does not participate.): 

2) 
If available, number of people who received flu vaccinations last fall: 



3) 
Have you had a significant change in the number of employees/people since last fall:

4) Check all vaccines that you would like offered at your clinic: 


( Flu Shots     ( FluMist Nasal Spray     ( Pneumococcal (Pneumonia) Shots
5) 
Company Insurance Plan(s):

6) 
Will company will pay for employees’ immunizations:    ( Yes     ( No     ( Pay portion (Amount $ 
 )
A.)  If Company will pay for all or part of immunizations, please check one of the following:



(  Invoice will be paid at the time of the clinic.


(  Payment will be mailed to Front Range Flu Shots, LLC after clinic is completed.

Note:  Payment terms are net thirty (30) days from date of invoice. Any invoice not paid within 30 days shall bear interest at the rate of 6% per month.  Initial here: 

 (Electronic initials sufficient here and below.) 
 
  B.)  Do you required a copy of Front Range Flu Shots’ W9 form:    ( Yes        ( No


         If yes, fax W9 form to the attention of: 

 Fax Number:



7) 
Will employees pay for their own immunization(s) :    ( Yes     ( No     ( Pay portion (Amount $ 
 )

Note:   If yes, cash or check payment is due at time of service. 

8)
Employee family members will be invited to participate in flu clinic:     ( Yes       ( No

If yes, will family members pay for their own immunization(s):( Yes  ( No  ( Pay portion (Amount $
)
9) 
I understand there is a $35 charge if fewer than 15 flu immunizations are administered. Initial here: 

Clinics will be scheduled mid to late September through November.  December dates available upon request.
Note:  The duration of your clinic is dependent on the number of anticipated participants and may change if that number changes. The actual amount of time we schedule your clinic will be based on approximately 40 people per nurse per hour. Keep in mind that many clinics require only 1 to 2 hours.

10)  In order to best accommodate all of your employees/community please state your preferences below:
 
Day: 
Any day of the week works for us:
( Yes
( No 


Our company works on Fridays:
( Yes
( No     ( Sometimes 


Time: 
Any time of day works for us:
( Yes
( No


Please indicate if specific date(s) and time(s) are required (due to shift work, multiple locations, companywide meetings, health fair, etc.):
We are never too busy for your referrals. If you know anyone that would benefit from our services, please provide their contact information below and we would be happy to follow up with them. Otherwise, feel free to have them contact Front Range Flu Shots, LLC at 303-797-3396 or frontrangeflu@qwest.net. Thank you!
Contact Person:
 Phone Number: 
Business Name
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