
State of Michigan Flu Vaccine Clinic Location_______________________     Date_______ 
 

Dear Contractual Employees: 
Please write your name, the policy holder’s name, your phone number, and the State of Michigan 
insurance carrier you are covered under to assist us in tracking flu vaccine program questions and 
minimizing future billing issues. 
 

                                                                                

Contractual Employee Name: Policy Holder Name: Phone Number: State of MI Ins: 
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      

 
 


