
Dickinson County Health Department
2018-19 Public Flu Consent Form



    Information about the person to receive vaccine (please print)
	Last Name
	First Name
	M.I.
	Age
	Gender
M/F

	(Parent/Legal Guardian’s Name, if applicable)        Last
	First
	M.I.

	Address
	City                      
	State
	Zip

	Phone Number
	Date of Birth

	Insurance Company/ID# 
	Insurance Policy Holder Name:

	Insurance Policy Holder Date of Birth:
	


[image: ]
	Screening for vaccine eligibility:
	YES

	NO
	Don’t Know

	1. Is the person to be vaccinated sick today?
	⁭
	⁭
	⁭

	2. Does the person to be vaccinated have an allergy to eggs or to a component of the vaccine?     
	⁭
	⁭
	⁭

	3. Has the person to be vaccinated ever had a serious reaction to influenza vaccine in the past?
	⁭
	⁭
	⁭

	4. Has the person to be vaccinated ever had Guillain-Barré Syndrome? 
	⁭
	⁭
	⁭






	Consent: 
I have been offered or provided, whether accepted or not, a copy of the appropriate “Vaccine Information Statement” for the vaccine the person listed above is to receive. I have read, or have had explained to me, the information in the “Vaccine Information Statement.” My questions have been answered satisfactorily. I consent to the inclusion of this immunization data into the Kansas Immunization Registry for myself or on behalf of the person listed on the top of this form.
I certify that the information is correct to the best of my knowledge.  I authorize the submission of a claim to Medicare, Medicaid, or any other payer for services provided to me by Dickinson County Health Dept.  I understand the Guarantor listed will be responsible for any services provided which insurance does not cover.  I authorize Dickinson County Health Dept. to appeal payment denials or other adverse decisions on my behalf. I authorize and direct any holder of medical, insurance, billing or other relevant information about me to release such information to Dickinson County Health Dept. and its billing agents, the Centers for Medicare and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may be necessary to determine these or other benefits payable for any services provided to me by Dickinson County Health Department now, in the past, or in the future. I also authorize Dickinson County Health Dept. to obtain medical, insurance, billing and other relevant information about me from any party, database, or other source that maintains such information. I further authorize the release of immunization records for the client listed to any licensed physician, primary care provider, local health department, educational institution, or regulated child/adult care facility.


Signature of Recipient/Parent/Legal Guardian                                                                                                          Date



How did you find out about our flu clinic? ______ Facebook / Social media            ______ Newspaper Ad
                                                                     ______ Backpack flyer from School      ______ Radio Ad
                                                                     ______ Other (Specify) ___________________________

   ind out about our flu clinic?  _____ Facebook / Social media           ______ Newspaper Ad
                                                                     _____ Backpack flyer from School      ______Radio Ad
                                                                     _____ Other (Specify) __________________________
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	Vaccine
	Exp. Date
	Site
	Nurse
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Race; (Select one or more.)

Etbnicity:  Hispanic or Latino ____ AS-Asian/Pacific Islander/Other ___ HA-Hawaiian
Yes No BL-Black or African American __IN-Native American/Alaska Native

____CA-Caucasian/Mexican/Puerto Rican ___JA-Japanese
Gender - ___ NW-Other Non-White
__ Male _ _ ____UN-Unknown

Primary Care Physi H Street Address: State: Phone:
City: Zip: Fax:

PATIENT ELIGIBILITY

__No health insurance | __Native Am/Alaska Native __Underinsured* | __Underserved** __T21-SCHIP __Fully Insured

“Underinsured children: insurance does not cover immunizations. Eligible through VFC program if vaccinated at a FQHC, RHC or delegated county health department.
*“*Underserved (State) children: Are not VFC eligible. May only be vaccinated with KIP vaccines needed at school (K-12) entry at a county health department if enrolled in
federal free or reduced-price school lunch program.




