
Ascension Illinois Influenza Vaccination Billing Form
Recipient Information (Please Print Clearly)

Last Name: ________________________First Name: _______________________ Age: _______ Date of Birth: __________

Home Address: ____________________________City: _____________________State: _______ Zip Code: _______________

Email: _________________________ Gender:❑Male❑ Female ❑ Other Language Spoken at Home: ___________

Ethnicity: ❑Hispanic or Latino ❑Mexican ❑Puerto Rican ❑Cuban ❑Other____________ ❑Not-Hispanic or Latino

Race:❑American Indian/Alaska Native❑Asian❑Black/African American❑Native Hawaiian/Pacific Islander❑White❑Other_______
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