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Re v  1/ 2015                                                                                                                                                                                                    OVER 

 

 

 

 

 

Pe rson re c e iving  vac c ine   

First Na me : MI: La st Na me : 

Addre ss:  City: Sta te : Zip: 

Phone  Ema il: 

                       

Da te  of Birth (MM/ DD/ YYYY): Ag e : Ge nde r: 

                 □   Male           □ Female 

 

Prima ry La ng ua g e : □ English       □ Spanish      □Chinese         □ Other:____________________________  

Ra c e  (check all that apply):       □ White         □ Black/African American          □ Asian            □ Hispanic/Latino  

                                                        □ Native American or Alaskan Native     □ Other:_______________________________________ 

Clie nt Sc hool Distric t:  

 

Pa re nt or Le g a l Gua rdia n  (if a pplic able ) 

First Na me : La st Na me : 

Re la tionship to  Clie nt: Phone : 

 

 

Sc re e ning  Que stions for pe rson re c e iving  va c c ine  (Ple a se  Circ le ) 

1. Sic k toda y?                           
 

YES 

 

NO 

2. Ha ve  a lle rg ie s to  a ny me dic a tions, food, la te x or va c c ine s?   
 

YES 

 

NO 

3. Any se rious re a c tions a fte r re c e iving  va c c ine s in the  pa st?   
 

YES 

 

NO 

4. Ha d a  se izure , or bra in or ne rve  proble m?  
 

YES 

 

NO 

5. Ha d a  he a lth proble m with a sthma , lung  dise a se , he a rt dise a se , kidne y dise a se , 

me ta bolic  dise a se  suc h a s dia be te s, or a  blood disorde r?   

 

YES 

 

NO 

6. Ha ve  c a nc e r, le uke mia , AIDS, or a ny othe r immune  syste m proble ms?  
 

YES 

 

NO 

7. Ta ke n c ortisone , pre dnisone , othe r ste roids or a nti- c a nc e r drug s, or ha d ra dia tion 

tre a tme nts in the  pa st 3 months?  

 

YES 

 

NO 

8. Re c e ive d a  tra nsfusion o f blood or blood produc ts, or be e n g ive n immune  (g a mma ) 

g lobulin in the  pa st ye a r?  

 

YES 

 

NO 

9. Pre g na nt or is the re  a  c ha nc e  o f be c oming  pre g na nt in the  ne xt month?   
 

YES 

 

NO 

10. Re c e ive d va c c ina tions in the  la st month?   
 

YES 

 

NO 

11. Will you be  g e tting  a  TB te st in the  ne xt month?  
 

YES 

 

NO 

 



Re v 1/ 2015 

 

 

 

Pa yme nt Informa tion 

Do you ha ve  He a lth Insura nc e ?   □ Ye s     □ No  

If ye s, na me  of Insura nc e _____________________________________   

Fina nc ia l Re sponsibility Sta te me nt-  Initia l if we  a re  billing  your insura nc e    

 I a g re e  to  promptly pa y with se ttle me nt in full for the  m e dic a l se rvic e s provide d to  myse lf a nd/ or minor 

c hild a t the  pre va iling  ra te s a s bill a re  pre se nte d. I unde rsta nd tha t I a m fina nc ia lly re sponsible  for a ll the  

c ha rg e s tha t a re  not c ove re d by my insura nc e  pla n.  I authorize  FCPH to  submit a  c la im to  my insura nc e  

c a rrie r a nd I a uthorize  pa yme nt dire c tly to  FCPH. 

                                                                                   Initia ls______________ 

If pa ying  c a sh/ c he c k, would you like  to  a pply for disc ounte d se rvic e s?    □ Ye s     □ No 

 

Doc tor Information  

Have a Doctor?    □ Yes     □ No 

 

If ye s,  Na me : ______________________________     Loc a tion: ________________________________________ 

 

Re a son for Visit:  

 □ No Doc tor 

 □ No insura nc e       

 □ Doc tor doe s not offe r va c c ine s 

 □ Doc tor doe s not a c c e pt my insura nc e  for va c c ine s, but o ffe rs va c c ine s a t the ir pra c tic e  

 □ No a ppointme nt a va ila ble  a t my Doc tor’s offic e  

 □ Doc tor out o f va c c ine  

 □ Conve nie nc e  

 

Me dic a l Me ssag e  Pe rmission  

Ma y we  le a ve  a  de ta ile d me ssa g e  on your voic e ma il/ e ma il re g a rding  a ny me dic a l/ c linic  informa tion?  

  □ Ye s     □ No 

 

Conse nt for Tre atme nt 

To  the  b e st o f my kno wle d g e , I und e rsta nd  the  b e ne fits a nd / o r risks o f va c c ine s. I he re b y g ive  c o nse nt to  

Fra nklin Co unty Pub lic  He a lth (FCPH) sta ff fo r the  a d ministra tio n o f the  va c c ine  to  myse lf o r fo r the  ind ivid ua l fo r 

who m I a m a utho rize d  to  ma ke  sa id  re q ue st. I ha ve  re c e ive d  a  c o p y o f the  mo st up -to -d a te  Va c c ine  

Info rma tio n Sta te me nt (VIS). I und e rsta nd  tha t I will ha ve  the  c ha nc e  to  a sk q ue stio ns a nd  ha ve  the m a nswe re d  

to  my sa tisfa c tio n. I a c kno wle d g e  tha t I ha ve  b e e n o ffe re d  a nd / o r re c e ive d  the  FCPH No tic e  o f Priva c y 

Pra c tic e  Summa ry (HIPPA), whic h e xp la ins p o lic ie s c o nc e rning  my p e rso na l he a lth info rma tio n. FCPH is 

a utho rize d  to  re le a se  va c c ina tio n info rma tio n to  sc ho o ls, d a y c a re s, a nd / o r o the rs a s ne c e ssa ry o r re q uire d  fo r 

tre a tme nt o f c a re  a nd  b illing  p urp o se s.  

Sig na ture : Da te : 

Re la tionship to  Clie nt: 

 

  ** STOP **     OFFICE USE ONLY                                                                                                                          *        
Conse nt shown/ g ive n (if not pa re nt or g ua rdia n):     □ Attached      □ Given via phone 

Histo ric a l Va c c ine : 

Offic ia l VFC Sta tus:  □ Priva te ly insure d-  N     □ Unde rinsure d-  Y    □ Me dic a id -  Y        □ Uninsure d -  Y        □ AI/ AN-  Y 

FCPH Witne ss: Da te : 

 


