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INFLUENZA ORDER FORM 2015–2016 SEASON 

Provider 
Name  VFC PIN  

Shipping 
Address  

Phone #  
Email 

Address 
 

 

VFC 
Program 

Coordinator 
 Date  

Use the following guidance to order the vaccines that best suit the needs for VFC Program-eligible children and provide 
coverage of children in the highest at-risk age cohorts. 

Based on information from the Centers for Disease Control and Prevention (CDC) our understanding is that all 
presentations of influenza vaccine offered through the VFC Program will be quadrivalent formulation for VFC Program-
eligible children 36 months through 18 years of age. 

0.25  ml-preservative-free –  6 to 35 months* 

0.50  ml-preservative-free –  36 months through 18 years* 

FluMist® (live, intranasal) –  2 through 18 years (preservative-free)*  

Multi-dose vial**   –  age recommendations vary by brand availability* 

The VFC Program will make every effort to accommodate your request given availability of the vaccine. 

**Vaccine contains Thimerosal as a preservative.  

Vaccine Type / Age Guidelines for  
VFC Program-eligible Children 

Presentation 
/ Packaging 

Number of Doses Requested 
(Minimum order 10 doses; 
order in increments of 10) 

0.25 ml-preservative-free – 6 to 35 mo.* 
single-dose syringe                     
- 10 doses per pack  

0.50 ml-preservative-free – 36 mo. through 18 
yrs.* 

single-dose syringe                     
- 10 doses per pack  

FluMist® (live, intranasal) – 2 through 18 yrs. 
(preservative-free)* 

single-dose syringe                     
- 10 doses per pack  

Multi-dose vial** –  age recommendations vary 
by brand availability* 10-dose vial  

Email completed form to the VFC Program at FloridaVFC@FLHealth.gov. 
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