
Roster Form for Influenza Vaccine Submissions 
 
Provider Name: _________________________________  

Provider Billing Number: __________________________  

Date of Service: ________________________________  
 

Patient’s 
Medicare 

Health 
Insurance 

Claim # 

Patient’s Last Name First Name MI Sex 
(M/F)

Date of 
Birth 

(MM/DD/ 
YYYY) 

Patient’s Address Patient’s Signature

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

You may not list more than 10 patients per page. 


