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Immuniza tion Program
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Person receiving vaccine
First Name: ME Iast Name:
Address: City: State: Zip:
Phone Email:
Date of Birth (MM/ DD/ YYYY): Age: Gender:
o Male o Female
Primary Ianguage: 0 English o Spanish  oChinese o Other:
Race (check all that apply): o White o Black/African American o Asian o Hispanic/Latino
o Native American or Alaskan Native o Other:
Client Sc hool Distric t:
Parentorlegal Guardian (ifapplicable)
First Name: Iast Name:
Relationship to Client: Phone:
Screening Questions forperson receiving vaccine (Please Circle)
1. Sick today? YES NO
2. Have allergies to any medications, food, latex orvaccines? YES NO
3. Any serious reactions afterreceiving vaccines in the past? YES NO
. . o
4. Had a seizure, orbrain ornerve problem? YES NO
5. Had a health problem with asthma, lung disease, heart disease, kidney disease, YIS NO
metabolic disease such as diabetes, ora blood disorder?
6. Have cancer, leukemia, AIDS, orany otherimmune system problems? YES NO
7. Thaken cortisone, prednisone, othersteroids oranti-cancerdrugs, orhad radiation YES NO
treatments in the past 3 months?
8. Received a transfusion ofblood orblood products, orbeen given immune (gamma)
globulin in the pastyear? YES NO
9. Pregnantoris there a chance ofbecoming pregnantin the next month? YES NO
. o e . °
10. Received vaccinations in the last month? YES NO
. . . °
11. Willyou be getting a 1B test in the next month? YES NO
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Payment Information

Do you have Health Insurance? 0 Yes 0O No

KFyes, name of msurance

Financial Re sponsibility Statement- Initial if we are billing yourinsurance

Tagree to promptly pay with settlement in full forthe medical services provided to myself and/ orminor
child atthe prevailing rates as billare presented. Iunderstand thatIam financially responsible forall the
chaiges thatare notcovered by my insurance plan. Iauthorize FCPH to submita claim to my insurance

camierand [ authorize payment directly to FCPH.

Initials

KFpaying cash/check, would you like to apply fordiscounted services? 0 Yes 0o No

Doctor nformation

Have a Doctor? oYes o No

Kyes, Name: Iocation:

Re ason for Visit:

O No Doctor

0 No insurance

ODoctordoes notoffervaccines

O Doctordoes notacceptmy insurance forvaccines, butoffers vaccines attheirpractice
0 No appointment available atmy Doctor's office

O Doctoroutofvaccine

0 Convenience

Medical Message Pemmission

May we leave a detailed message on yourvoicemail/emailregarding any medical/ clinic information?

oYes oONo

Consent for Treatment

T the bestof my knowledge, Iunderstand the benefitsand/orrsksofvaccines. [hereby give c onsent to
Franklin County Public He alth (FCPH) staff forthe administration ofthe vaccine to myself orforthe individualfor
whom Tam authorized to make said request. Thave received a copy ofthe most up-to-date Vaccine
Information State ment (VIS). Ilunderstand that Iwilhave the chance to ask questionsand have them answered
to my satisfaction. lacknowledge thatIhave beenoffered and/orreceived the FCPHNotice of Privacy
Practice Summary (HIPPA), which explains policies conceming my personalhealth information. FCPHis
authorized to release vaccination information to schools,daycares,and/orothersasnecessaryorrequired for
treatmentofcare and billing purposes.

Signa ture: Date:

Re la tionship to Client:

** STOP **  OFFICE USE O NLY i

Consent shown/given (if not parentorguardian): o Altached o Given via phone

Historical Vaccine:

Official VFC Status: 0O Privately insured- N 0 Underinsured- Y 0 Medicaid-Y 0 Uninsured - Y 0AVAN-Y

FC PH Witne ss: Date:
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