VACCINE ADMINISTRATION RECORD
Information about person to receive vaccine (PLEASE PRINT)



NAME:  
LAST      

FIRST 


MI 

BIRTHDATE 

AGE



ADDRESS:  
STREEET/CITY/STATE/ZIP



PHYSICIAN’S NAME



PARENT(S) NAME(S)


PHONE#


“I have read or have had explained to me the information in the Vaccine Information Statement (VIS) about the vaccine(s) that will be administered.  I have had a chance to ask questions that were answered to my satisfaction. I believe I understand the benefits and risk of the vaccine(S) checked below to be given to me or to the person for whom I am authorized to make this request.”

Signature of person to receive vaccine or person authorized to make request.   Date statement provided

X  








X
   


For Office Use Only



CONSENT AND ACKNOWLEDGMENT

Receipt of Joint Notice of Privacy Practices

I, ______________________________________parent/guardian of __________________________________ do hereby consent to allow the Monroe County Health Department and its designated employees and contactors to assess, evaluate, provide care, bill for services, and/or refer me.  I understand the nature and consequences of any procedures to be performed and that the procedures to be performed will be explained to me. 
I understand that the health department is already authorized to use the information gained during treatment to bill me, my insurance company, or any other potential sources of reimbursement, such as government programs in which I am enrolled or qualify for services. 

I also hereby acknowledge that I have access to a copy of the “joint Notice of Privacy Practices” from the Health Department’s Website, www.monroecountyhealth.org. 

Signature of Parent/Guardian__________________________________________Date____________________

FOR OFFICE USE ONLY:

I attempted to obtain an Acknowledgment of the Receipt of the Notice of Privacy Practices on behalf of the HD. The HD was unable to obtain the Acknowledgment because.:

_______client refuses to sign          __________other (specify):______________________________________

_______Staff Member’s initials       __________Date

Tdap                                   Vaccine Adm Date ___________ _________Injection Site       R          L        Deltoid    IM


       VIS Given:    YES                       Manufacturer ______________ __________Lot #______________________________


      Signature of Nurse Administering Vaccine____________________________________Date____________________  


      Payment Method:        Cash          Check #______________       Medicaid #___________________________________                                                                   
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