\/O XCO re Parent Consent For Whitley County Health Department Vaccination Clinic
PartnerID: [115713 Partner Name:
lWhitIey County Health Department |

. ClinicID: | 1882598 | School Name: Consent ID:
e Patient ID: | .

@ Schoof shd Student lnformatlon
STUDENT FIRST NAME MI_ STUDENT LAST NAME AGE GRADE

—r S :  Ow
‘ i

| GENDER:
<
J

Ly [ | L | U N SN SR S SN N I s
DATE OF BIRTH (MM=DD=YYYY) SCHOOL NAME ) HOME ROOM TEACHER ,-
| | 1
; - = | 1\
L | Lo IR N SR TR TR S SR R N SN L | R S Y [ P (N (S I S AN N S N SR
ETHNICITY: D Amer. Indian / Alsk. Native ) sian D Black / Afr. Amer. W f Isind. LJH Yanic D‘Nhlte D Other
STREET ADDRESS APT/SUITE "LH Y STATE ZIP

1 ! ] 1 1 ] i | 1 1} 1 1 1 1 ! 1 ! ! Il | ! 1 ! i {,, - ! L 1 ] 1 1 ] i ! ! L |
PARENT/GUARDIAN FIRST NAME PARENT/GUARDIAN LAST NAME PARENT/GUARDIAN PHONE

L -
1 I} L I | ! { l 1 I} I} ! ks ! 1 ! | ! ! L 1 1 | ! 1 1 | | |
@ Insurance Information (Please fill out completely!)

o (O aare sec Hor (O Care Improv Plus () GWH- ﬁgna (O Medicare B OratokaV-KeyBen () PatokaV-SIHO () Three Rivers

1 INSURANCE = A . . ,

L oy (O Adv Health Sol () CIGNA (O Healthspa (O Medicare RR O patokaV-Medben (O Patoka V-UMR(Fiserv) () UHC

PAY ~ % pa — —/ g —

C) Adv-Franc Alli C Coventry :} Humana plan (_J Patoka V-Meritain (O Patoka V-Unif Gr Sv (i) UMWA

Please fillin the () Aetna (3 Dunn & Assoc () IU Health Plans C Patoka V-Allied Ben () Patoka V-Merit (CBSA) (/J Patoka V-WebTPA O UMR

Citfde to the left O All savers (O Encore Hith Net O Lutheran P (O patoka V-Dunn & As () Patoka V-N Am Admin (O Professional Benefit Admin
of your primary < ) ) ) ) ) o o g
msmgn?e name. () Anthem/BCBS C First Health ’: Mail Handler ( ka V-Emp Plans j‘ PatokaV-Pekin Insur () Sagamore
O BCBS Federal O Golden Rule O (O Mngd Hith Sv tage 19+ () Pa V-Healthsmrt C Patoka V-ProClaim+ O SIHO
PRIMARY INSURANCE NAME MEMBER/ GROUPID N
I 1] T i
Ll ‘ |
IR Y SN NN NN SRS NN S S I { I 1 Lo L L
RELATIONSHIP TO THE SUBSCRIBER/INSURED: [ JSelf [ |Spouse [ Dependent
SU CRIBER/INSURED FIRST NAME SUBSCRIBER/INSURED LAST NAME SUBSCRIBER/INS B (MMeDDsYYYY) GENDER
T I [m
; | i . - -
L ) | I L 1 ! ! I ] I ] et 1 L ' i 11 ) il ! | L | ! L L D "
By signing below, | consent ta the use and disclosure of my child’s personal health information for the purpose of health care operations, aleng with the assignment of all payments from the insurer listed above to VaxCare for the servicas rendered. 1understand
1 will be responsible for payment for the vaccines provided if my insurance company does not pay
D MED|CA!D E: NO I'have no insurance or Medicaid coverage for my child
STATEID # T T ‘ INSURANCE
L———_—____

| |
By signing below, | request that payment of Medicaid benefits be made on my behalf 1o Whitley County Health Department any services
permission to exchange my child’s medical or other confiden, v%ldl(u m'l\u asnhﬁ\«afr{ olhuf’nr‘shﬂ“e ficare and Medicaid Services (CMS), its l',l ”,S or other age
treatment plans and to assignment of Medicaid benefits to_""" y Conty s Bepirment for services rendered.

(3 Authorization and Consent

i ,1 tomy !nld  give Whitley County Health Department
; determine benefits related to services provided. | agree to participate in

for Use of Protected Health Infor : j the use and disclosure of my personal health information for the purpase of health care
aperations, along with the mt(,mnunmf \ll,l.mn n: My signature on this forminc srharl.w e requested that the vaccine indicated below
he administerad to me by a VaxStation or VaxCare \ nl ibly waive ight to a trial by
jury, to the maximum extent alle

.YllhLJleL‘h’lul»\I’.‘Ihd(hm Rules
private attorne;

wfr‘ @ America

t(s) and unde
(,L nmll» ti

patient \II
al authority,

e. Additionall
idual indi

r No~ p)) .“m. ntri
ninistration.

SIGNATURLOf PARENT | ‘ | [
or LEGAL GUARDIAN | L | DATE |

Ceeiieiiiiiiiiiiiiiiiiiiiiieiaieiiiaeeo. FOR OFFICE USE ONLY - BLACK INK ONLY -----

VACCINE USED: [Jvrc DVAXCARE
PRODUCTS ADMINISTERED:  (1TDap O Hep A__ O Menveo

C Bexsero [OHPV

[ProdictName: [.07- uctName: [ o7+

Product Name: [[oT#

.D‘N Clhe Dl DPI Other_____

{Product Name: _[i0T#

Product Name: [ioT uct LoTs
ADMINISTRATOR SIGNATURE DATE uMMlDDl YYYY) ADMINISTRATOR ID Nurse/Admini r:lhﬂrﬂby attast by my <lgn.1ture that the patient

3 . n of patient) in question has been provided acc
ne Vaccine Information Shee!
| 1 1 | | L [ les, and has given ve

IN.SC.Multi.Consent.090717All rights reserved - VaxCare Corp. Printed in the USA (888) 829-8550 www.vaxcare.com



Screening Checklist PATIENT NAME
for Contraindications DATE OF BIRTH /[
to Vaccines for Children and Teens

For parents/guardians: The following questions will help us determine which vaccines your child may
be given today. If you answer “yes” to any question, it does not necessarily mean your child should not be
vaccinated. It just means additional questions must be asked. If a question is not clear, please ask your
healthcare provider to explain it.

don’t
yes no oow
1. Is the child sick today? O O O
2. Does the child have allergies to medicine, food, a vaccine component, or latex? O O
3. Has the child had a serious reaction to a vaccine in the past? |:| D D
4. Does the child have a long-term health problem with heart, lung (including asthma), kidney, liver, nervous
system, or metabolic disease (e.g., diabetes), a blood disorder, no spleen, a cochlear implant, or a spinal fluid leak? D D D
Are they taking regular aspirin or salicylate medication?
5. For children age 2 through 4 years: Has a healthcare provider told you that the child had wheezing or asthma in D D [—_—I
the past 12 months?
6. For babies: Have you ever been told the child had intussusception? D L—_] D
7. Has the child, a sibling, or a parent had a seizure; has the child had a brain or other nervous system problem? D D D
8. Has the child ever been diagnosed with a heart condition (myocarditis or pericarditis) or have they had I:I D D
Multisystem Inflammatory Syndrome (MIS-C) after an infection with the virus that causes COVID-19?
9. Does the child have an immune-system problem such as cancer, leukemia, HIV/AIDS? O O O
10. In the past 6 months, has the child taken medications that affect the immune system such as prednisone, other D D
steroids, or anticancer drugs; drugs to treat rheumatoid arthritis, Crohn’s disease, or psoriasis; or had radiation O
treatments?
11. Does the child’s parent or sibling have an immune system problem? |:| [:I D
12. In the past year, has the child received immune (gamma) globulin, blood/blood products, or an antiviral drug? O o O
13. Is the child/teen pregnant? O O O
14. Has the child received vaccinations in the past 4 weeks? D D D
15. Has the child ever felt dizzy or faint before, during, or after a shot? D D D
16. Is the child anxious about getting a shot today? O [___J D
FORM COMPLETED BY DATE
FORM REVIEWED BY DATE

Did you bring your immunization record card with you? yes | no [

It is important to have a personal record of your child’s vaccinations. If you don't have one, ask the child’s healthcare provider
to give you one with all your child’s vaccinations on it. Keep it in a safe place and bring it with you every time you seek medical
care for your child. Your child will need this document to enter day care or school, for employment, or for international travel.
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