VACCINE DOCUMENTATION AND CONSENT FORM

Rev 072011

I have been offered or provided. whether accepted or not. a copy of the “Vaceine Information Statement{s)” checked below. [ have read. or have had explained 1o me. the information in the
“Vaccine Infonmation Statement(s)” My questions have been answered satisfactorily, and T ask that the vaceme(s) checked below are given Lo me or to the person named below for whom [ am
authorized to make (his request by Marshall County Health Department. T acknowledge that [ have received a copy of Marshall County Health Department”s Notice of Privacy Practices with the
clfective date of April 14, 2003, As the client or parent/guardian, | understand 1 will be responsible 1o pay for any services provided that Medicaid, Unicare, Children’s Mercy or other private
health insurance does not cover. I consent to inclusion of this immunization data in the Kansas Immunization Registry, which also may include any licensed physician. primary care provider.

educational institutions and health insurance companies (hat request this information. on behalf of the person named below.

ODTaP COHep A [HepB OHIB OHPY  Olnfluenza (Flu) oy OMCv4 OMMR
OPCV13 [OPPSV23  [ORetavirus [OTd OTdap OVaricella OZostavax  [OOther
Signature of Parent/Guardian or Client (if 18 or up) Print Name SSN Date
PATIENT INFORMATION
Client’s Last Name: First Name: MI Phone Number: Age: Birthdate:
Street Address: City: County: State: Zip Code:
Ethnicity: Race: (Sclect one or more.)
" . " WH - White ___ AS - Asian/Pacific Islander/Other HA - Hawaiian
Hispanic or Latino BL - Black or African American IN - American Indian/Alaska Native UN - Unknown
Yes No
If YES, circle one:
Mesican _Cuban Gender: Male Female Family Size: Yearlv I .
Puerto Rican his L LS By amily >Size: early income:
Central or South American
Insurance Status/ __Medicaid (Title 19) No Health o Children’s American Indian
YVFC Eligibilitv: nsur — Umcare i )
. o Y Alaska Native
Blestsoanr ke Under-insured* Under-served** Fully Insured Medicare
* Underinsured children: insurance does not cover iimnunizations at all, are eligible through VFC program due to our RHC delegation.
**Underserved children: insurance co-pay or deductible’s are high enough to provide a barrier to immunizations, or the vaccine cost is capped (fimtitations apply)
++Primary Physician: #**Name of Clinic:
IMMUNIZATION SCREENING QUESTIONNAIRE
1. Is this person ill today or experiencing a fever? If yes, describe illness. Yes No
2. Has this person ever had an allergy to a food, medication or vaccine that produced an anaphylactic, life-threatening Yes No
reaction? If yes, list.
3. Is this person, a houschold member, or a close relative, receiving treatment for cancer, HIV, organ transplant, or taking Yes No
cortisone, prednisone or anti-cancer drugs?
4. Has this person received a gamma globulin (Immune Globulin) injection or received blood products such as platelets, Yes No
factor 8, plasma or whole blood in the last 12 months?
5. Has this person taken any medication in the last seven days like (prednisone, tamiflu ctc.) or on daily aspirin therapy? Vi No
6. For females: [s this person pregnant or planning to become pregnant within the next three months? Yes No
7. Has this person had a history of convulsions or other neurological problems. or a history of low platelet count? Yes No
8. Has this person received any immunizations within the last 28 days? List: Yes No
9. Does this person have any the following: auteimmune disorder (lupus, RA), asthma (wheezing/reactive airway), Yes No
diabetes, lung, heart, kidney, liver disease or anemia? (circle which applies)
10. Has this person ever had Guillain-Barre™ Syndrome? (a rapid progressive loss of sensation from the toes upward) Yes No
11. Is this person currently a tobacco smoker? (*yes" indicates recommendation for PPSV23) Yes No




Name Age DOB
PROVIDER INFORMATION
Vaccine Provider: Marshall County Health Department Clinic Site:

600 Broadway
Marysville, KS 663508
785-562-3485

Street Address:

State:

Zip Code:

(Circle the appropriate vaccine., dose, extremity, site, route, and enter the manufacturer, lot# and expiration date)

Manufacturer &
Vaccine Dose Ext Site Route VIS Dates Exp
Lot #
IPV : 2 3 LT Vastus Lat M sk
RT Deltoid
DISRHIB! [ 4 2 5 4 ctot M 9-18-08 | sp
IPV LT Vastus Lat
RT Deltoid -17-
DTaPIPV | 34 5/3 4 et M 1707 1 e
LT | Vastus Lat 01-01-00
BLak, Td, RT Deltoid I51- 1]78-0078
-18- SP,GSK
Tdap 123458 | {7 | vastus Lat M 0-18-08
RT Deltoid '
Hiepi&x ! 2 LT Vastus Lat M 3-21-06 | OSKMerek
RT Deltoid 7-18-07
Hep B 12 3| 11 | VastusLat M Bygdg | T TR
Hib T . P58 | osk Mereksp
] 123 41 L1 | VastusLat M Bel8-08 R
RT Deltoid
ey 1 2 3| LT | Vastus Lat M 3-3-11 e
RT Deltoid
Influenza 1 ) LT Vastus Lat IM 8-10-10 Novartis, SP, GSK
Influenza 1 2 - Nasal Intranasal | 08-10-10 | Medimmune
(Flu-mist)
RT Upper Arm
01- SP
IPV 1 23 4 LT Thigh SQ 01-01-00
Meningesescdl i B R Deltoid M 1-28-08 | sp
(MCV4) LT
RT | Upper Arm
MMR 1 2 LT Thiish SQ 3-13-2008 | Merck
RT Deltoid 4-16-10
PCV13 1 2 3 4 _— Vastus Lat M 0-18-08 Wyeth/Plizer
RT Deltoid IM 10-06-09
06~ Moerck
FPsvZa L2 LT | Upper Arm 3Q o
Rotavirus 1 2 3 - PO Oral 12-06-10 Merck, GSK
RT Upper Arm
Varicella 1 2 | p1 Thigh 5 3-13-2008 | Merck
Zoster 1 RT LT | Upper Arm SQ 10-06-2009 | Merck
*VIS Publication Date must be entered for each VIS distributed 1o the patient or parent/guardian. Rev.05/2011

Signature and Title of Vaccine Administrator

Date

Return Visit Date




