
 
 

Corphealth 
1969 S.Alafaya Trail #344 

Orlando, FL  32828 
   Orlando: 407-797-7634 Toll Free: 1-888-894-7633  

 
Agreement between Corphealth/Industrial Medicine Professionals 

And __________________________________ 
     (Your company name) 

Contracting Party:   
Contact Name:         
Address:    
                   
Phone Number:      
Date of Event:         To be determined 
Time:  To be determined 
 

Included in Price 
 

INFLUENZA VACCINATION 2010-11 Season 
 

Total Onsite Price Per Employee vaccinated /  10 Employee Vaccines Minimum  
 
 

 
 

*Number of Vaccines Pre-Ordered:   ________   (Please fill in number requested. 
This is a binding commitment to purchase amount pre-ordered). 

 
Contract Terms: 

 PRICES QUOTED ARE GOOD FOR 30 DAYS FROM DATE OF SUBMISSION OF PROPOSAL TO 

SIGNATURE.  

 CLIENT TO PROVIDE SPACE FOR EVENT, AND FURNISHINGS 

 CLIENT TO ASSUME RESPONSIBILITY FOR PROMOTION OF EVENT  

 CLIENT WILL GUARANTEE VACCINES PRE-ORDERED FOR THIS EVENT  

 ADDITIONAL PARTICIPANTS MAY BE ADDED BUT SUBJECT TO AVAILABILITY OF VACCINE 

 EXPECTED TIME FRAME FOR VACCINE ADMINISTRATION IS FROM OCTOBER UNTIL DECEMBER THIS 

IS SUBJECT TO MANUFACTURING CONSTRAINTS AND CDC GUIDELINES 

 CORPHEALTH IS TO BE HELD HARMLESS FOR ANY DELAY OR LACK OF SUPPLY ON THE PART OF 

THE MANUFACTURER AND/OR DUE TO CDC RECOMMENDATIONS, GUIDELINES OR MANDATES. 

 THIS IS A BINDING CONTRACT TO PURCHASE NUMBER OF VACCINES INDICATED ABOVE. AS 

INFLUENZA VACCINES ARE NOT RETURNABLE, VACCINES ORDERED MUST BE PURCHASED 

 VACCINES WILL BE ADMINISTERED DURING ONE SITE VISIT DURING HOURS INDICATED. 
ADDITIONAL RETURN VISITS WILL INCUR A $50.00 RE-VISIT FEE.  

 MUST BE 18 YEARS OR OLDER TO RECEIVE A VACCINE 
 
The undersigned hereby agrees to all of the terms of the proposal and agreement and 
authorizes Corphealth to render the denoted services and to bill all applicable charges 
to ___________________________________________________ 
                                                                            (Your company name) 

Authorized Signature _______________________Title__________ Date___________ 
  
 Please sign to confirm and fax or email your signed agreement back to us.  Thank You!  
 Our Fax: 772-283-2787. Email: industrialmed@bellsouth.net.   

Any questions call us locally at 407-797-7634 or 888-894-7633 toll free, or Email us at: 
industrialmed@bellsouth.net 

$25.00 Onsite Per Person 
$50.00 Onsite Convenience Fee Per Event 

mailto:industrialmed@bellsouth.net
mailto:industrialmed@bellsouth.net

	And: 
	Number of Vaccines PreOrdered: 
	to: 
	Title: 
	Date: 
	signature: 


