FOR OFFICE USE OMLY

- Vaccine Administration Form A T pp——
PHARMACY . .-'_ Please fill im form completaly - reguired fields are markesd with an asterisk | * | )
Updals: dagembar 200 S

Please provide the information for the person receiwving the vaccine — print in all capitals.

*Last Mame: *First Name: M

- r H - - r H -
*Date of Birth: Mother's Maiden Mame: Mother's First Mame:

Manth § Day / v¥ear
*Mailing address: "City: *State: MM
*Zip:

*CellPhone: *Home Phone: Email:
*Sex: O Male O Female Race: O African American OAsian  OWhite Ethmicity: O Hispanic O Mon-Hispanic

Tamerican Indian/Alaskan Native T Other

O Remind Me: | consent to vaccine reminders by email, text, phone call, or mail for the person receiving the vaccine.

INSURAMCE INFORMATION — Please mark appropriate category — REQUIRED *

O mdedicaid : Sebect wour Centennial Care Plan: 0 Blue Cross Blus Shisld O western Sky Community Care O Preskbyterian T Other
Cemtennisl Care [Medicaic ) Card 1008 Health Insurancs Member 1D & _Group ¥:

O Ma Insurance O American Indian Mative &mearican) flaskan Native
O Private Insurance — Ple e list name of indurance:

Health Insurance Member 1DV Subscriber #: Graup ¥:

MEDICAL SCREEMING OQUESTIOMS FOR CHILDREN AND TEENS — REQIUIRED*

Far parents/guardians: The fallowing questio nt will heldp us determine which vaccines yaur child may be given today.

I wau arswer Myes” B oany question, it does not necessarily mean your child should not be waccinated. It just means I dion™t
additional guestions must be sked. F & guestion is not chear, pleass ask yaur healthoare provider to explain it Tes Mo know
1. 15 the child sick today?

2. Doesthe child have sllergies to medications, food, 8 vaccine companent, ar latex?

3. Has the child has 2 serious reaction fo a waccing in the past?

4. Hasthe child had a health problem with lung, heart, kidney, or metabolic dizease (.5 diabetes), asthma, or

g blood disorder? 15 hefshe on kang-term aspirin therapy?

5. [Ifthe child to be vaccinated is 2 through £ years of age, has a healthcare provider told you that the child had
whaazing or asthma im the past 12 manths?
If yaur child iz a baby, have you ever been told he ar she has had intussuscaptian?
Has the child, sikling, ar parent had a seizure; has the child had a brain ar other nervous system problems? &,
Does the child or 2 family member have cancer, leukemia, HIV/AID5, ar any other immune system problems?

8. Inthe past 3 months, has the child taken medications that affect the immune system such as pradnisone,
other steraids, or anticancer drugs; drugs for the treatment of rheumatoid arthritis, Crohn's disease, or
psarizsis; or had radiation treztm ents?

10, In the past year, has the child received 2 transfusion of blood ar bload products, or been given immune
(gamma] glebulin or an antiviral drug?

11. Is the childfteen pregnant ar there is 2 chance she could became pregnant during the next manth?

12, pate of last menstrezl pericd:  Date: O mfa

13. Has the child received vaccinations in the past 4 weeks?

14. List of current medications:

COMSENT FOR VACCIMATION*

I Fiawe Been given and have resd, or have had explained ta me, the information n the “Yacdne Infarmation Statement{s]” (V1Z] for the dsease(s) and the
waccine(s) checked on the other side of this shest. | haee had a chanos to ask questions that were answered to my tisfaction. | understand the benefits and
risks of the waccines requested and also understand that | have the alternaties to dedine the vaccine|s). | ask that the vaccines] signed Far be green to me o to
the person ramed for whom |am authorized to make this reguest.

*Signature [Client/Guardian]: *Date:
*Print Name [Client/Guardian):
*mame of Child |if 3 minor): *Date of Birth:_______________
INFLUENZA ADMIN DATE | LOT# | EXPDATE | Funding VIS Editon
(VFC/State

RA/IM (Right Arm/Intramuscular) LA/IM (Left Arm/Intramuscular) RT/IM (Right Thigh/Intramuscular) LT/IM (Left Thigh/Intramuscular) IN (Intranasal)
RA/SC (Right Arm/Subcutaneous) LA/SC (Left Arm/Subcutaneous) RT/SC (Right Thigh/Subcutaneous) LT/SC (Left Thigh/Subcutaneous)

*VACCINATOR:

(Print Name & Title) (Signature) (Date of Clinic) (Date VIS given) (VFC PIN #)

*Address/location of vaccine given: Did this vaccination occur at an off-site/outreach clinic? [J Yes (1 No




