CAMDEN COUNTY HEALTH DEPARTMENT                            912-729-4554

VACCINE INFORMATION AND CONSENT FORM

	PATIENT     _________________________     ____      __________________________

  NAME                         First                                M.                            Last



	ADDRESS    _________________________     _______________    ____    __________

                                     Street                                        City                  State        Zip



	Telephone      ________________________       _____________________

                                   Home                                               Business



	DATE OF  ____/____/____

  BIRTH      mo   day    yr


	   SEX           Male _______

                  Female _______


	SOCIAL SECURITY #

_ _ _- _ _- _ _ _ _



	                   Asian (  )     Black (Non-Hispanic) (  )    Hispanic (  )     Multiracial (  )
        White (Non-Hispanic)  (  )    American Indian, Alaskan Native (  )    Unknown (  )


	WELLCARE # ______________________

PEACHSTATE #_____________________

AMERIGROUP #_____________________


	MEDICAID # _______________________

PEACHCARE #______________________

MEDICARE #_______________________


	OFFICE USE ONLY             RECORD OF IMMUNIZATION          OFFICE USE ONLY

	Vaccine
	Manufacturer
	Lot#
	Exp. Date
	Dose
	Route/Site
	Nurse

	FLS
	
	
	
	
	
	

	
	
	
	
	
	
	


	I understand the information in the Vaccine Information Pamphlet (s) and/or the Important Information Statement (s) for the vaccine 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
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