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	Patient _________________   _____   ______________________

Name                First                          Middle                            Last



	Address ________________   ____________  _____   _________

                          Street                                  City                  State               Zip



	Telephone _____________________   ______________________

                                          Home                                                         Other



	Date of   ____/____/____

Birth      mo       day       yr


	Sex      Male 

        Female 


	Social Security #

_____-____-_____



	Race/Ethnicity:  Check one

Asian      Black (Non-Hispanic)       Hispanic      Multiracial

White (Non-Hispanic)   American Indian, Alaskan Native    Unknown



	Insurance:  Check all that apply

Amerigroup              Tri-Care Prime

Wellcare               Tri-Care Standard

Medicaid            United Health Care

Medicare                  Other Insurance

Medicare Part D                        None


	Insurance Number:

__________________

Please provide a copy of your card.
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Answer the following about the person receiving the immunizations:

	Question
	Yes
	No
	Don’t know

	1.  Is this person sick today?


	
	
	

	2.  Does this person have allergies to medications, eggs, gelatin, yeast, 

     Latex, any vaccine, or any vaccine component?
	
	
	

	3.  Has this person ever had a serious reaction after receiving a 

     vaccination?
	
	
	

	4.  Do you, any person who lives with you, or any person you take care 

     of take cortisone, prednisone, other steroids, anticancer drugs, or 

     x-ray treatments?
	
	
	

	5.  Do you, any person who lives with you, or any person you take care 

     of take of have cancer, leukemia, AIDS, or any other immune system  

     problem?
	
	
	

	6.  During the past year has this person received a transfusion of blood 

     or plasma, or been given a medicine called immune globulin?
	
	
	

	7.  For women: Is it possible that you are or may become pregnant in 

     the next four weeks?
	
	
	

	8.  For children:  Has the child had a seizure or neurological problem?


	
	
	

	9.  Has this person received any vaccinations in the past four weeks?


	
	
	


	I understand the information in the Vaccine Information Pamphlet(s) and/or the Important Information Statement(s) for the vaccine(s) indicated.  All of my questions have been answered to my satisfaction.  I understand the benefits and risks of the vaccines requested and ask that they be given to me or to the person named for whom I am authorized to make this request.

______________________                                    _____________________________________________

Date of Immunization                                            Patient/Guardian Signature


