	Client Name

First                                               Middle                                   Last
	Birth date (mm/dd/yy)

         /       /
	Age
	MCHD #
	Encounter #
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	Insurance      ____ No health insurance                     ____ Hoosier Healthwise-Package A (Medicaid)             ____ American Indian/Alaskan Native

(Mark One)    ____ Insured-but not for vaccines        ____ Hoosier Healthwise-Package C                                 ____ Other/Unknown


	

	I have read or had explained to me the information about the disease(s) and vaccines(s) checked.  I ask that the vaccines(s) be given to me or the person named above for who I am authorized to make this request.  I also understand that this information will be added to the Marion County Health Department INSIGHT registry and the Indiana State Department of Health CHIRP registry and therefore available to other health care providers in this system.

            X_________________________________________________________________________________          ________/________/_______

                  Signature of client/parent/guardian                                                                                                                                    Date
	

	
	
	
	

	Check Vaccine & Dose # Given

‬  DTaP                        ‬  Td-VFC/317       

‬  DTaP/Hib                                                                    ‬  Td-Non-VFC/317

‬  DTaP/Hib/IPV           ‬  Tdap-VFC/317

‬  DTaP/IPV                  ‬  Tdap-Non-VFC/317
‬  DTaP/IPV/HBV         ‬  DT-Peds

Dose #   ‬ 1      ‬ 2       ‬  3      ‬  4      ‬  5
	Check Vaccine & Dose # Given
‬ HBV-Peds/Adol

‬ HBV-Adult   

Dose #   ‬ 1      ‬ 2       ‬  3      ‬  4     
	Check Vaccine & Dose # Given

‬  Hib   

‬  Hib/HBV    

Dose #   ‬ 1      ‬ 2       ‬  3      ‬  4     
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	

	Route/Site:

                       
	Route/Site:

                        
	Route/Site:

                         
	

	Check VIS given today:

‬ Multi-Vaccine-09/18/08

‬ DTaP-05/17/07         ‬ HBV-07/18/07 

‬ Hib-12/16/98                                     ‬ IPV-01/01/00 

‬ Td/Tdap11/18/08

	Check VIS given today:

‬ Multi-Vaccine-09/18/08
‬ HBV- 07/18/07
	Check VIS given today:

‬ Multi-Vaccine-09/18/08

‬ HBV-07/18/07     

‬ Hib-12/16/98
	

	
	

	Check Vaccine & Dose # Given

‬  IPV-VFC/317

‬  IPV-Non-VFC/317    

Dose #   ‬ 1      ‬ 2       ‬  3     ‬  4      ‬  5
	Check Vaccine & Dose # Given

‬  PCV7

‬  PPV23
Dose #   ‬ 1      ‬ 2       ‬  3      ‬  4  
	Check Vaccine & Dose # Given
‬  Rotavirus-pentavalent  (Rotateq®)

‬  Rotavirus-monovalent  (Rotarix®)  

Dose #   ‬ 1      ‬ 2       ‬  3     
	

	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	

	Route/Site:

                         
	Route/Site:

                         
	Route/Site:

                         
	

	Check VIS given today:

‬ Multi-Vaccine-09/18/08

‬ IPV- 01/01/00
	Check VIS given today:

‬ Multi-Vaccine-09/18/08
‬ PCV7-09/30/02       

‬ PPV23-07/29/97
	Check VIS given today:

‬ Multi-Vaccine-09/18/08

‬ Rotavirus-08/29/08 
	

	
	
	
	

	Check Vaccine & Dose # Given

‬  HAV-Peds/Adol

‬  HAV-Adult               

‬  HAV/HBV

Dose #   ‬  1     ‬  2   
	Check Vaccine & Dose # Given

‬  MMR-VFC/317

‬  MMR-Non-VFC/317

‬  MMRV  

Dose #   ‬  1      ‬  2   
	Check Vaccine & Dose # Given

‬  Varicella-VFC/317

‬  Varicella-Non-VFC/317

‬     Zoster (Shingles)                   

Dose #  ‬  1      ‬  2   
	

	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	

	Route/Site:

                        
	Route/Site:

                         
	Route/Site:

                         
	

	Check VIS given today:

‬ HAV-03/21/06

‬ HBV- 07/18/07
	Check VIS given today:

‬ MMR-03/13/08

‬ Varicella-03/13/08
	Check VIS given today:

‬ Varicella-03/13/08

‬  Shingles-09/11/06
	

	
	
	
	

	Check Vaccine Given

‬  MCV4-VFC/317

‬  MCV4-Non-VFC/317

‬  MPSV4                   


	Check Vaccine & Dose # Given

‬  HPV-VFC ONLY

‬  HPV-Non-VFC               

Dose #   ‬ 1     ‬ 2      ‬  3     
	Check Vaccine Given

‬  Influenza-TIV-6-35 months of age

‬  Influenza-TIV-Age 3+

‬  Influenza-LAIV-Age 2-49                   

‬  Other-Specify _________________

                      
	

	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	Manufacturer/ Lot Code:


	

	Route/Site:

                         
	Route/Site:

                        
	Route/Site:

                         
	

	Check VIS given today:

‬ Meningococcal-01/28/08


	Check VIS given today:

‬ HPV-02/02/07
	Check VIS given today:

‬ TIV 

‬ LAIV         _______/_______/_______

                                                    VIS Date
	

	___________________________   ______________    ______/____/_____     _____/_____/_____

Signature of provider administering vaccine(s)                 Clinic ID# or facility name     Date vaccine(s) administered      Return to clinic date


	


Form # K-01 (02/01)  Rev. 12-08                                                      Immunization Informed Consent                         © 2008 Marion County Health Department  (0906-2102)

	Client Name

 First                                             Middle                                          Last
	Birth Date

      /       /
	Age
	MCHD #
	Encounter #

	                                                                                                                                                                                                                                                                                         Y = Yes       N = No  

Immunization Assessment/Education                                                                                                         N/A = Not applicable

	Routine Immunizations

	  1.  Moderate to severe illness or fever above 101º today or in the past two days?  If yes, describe below.
	

	  2.  Any past reactions to immunizations?  If yes, describe below.
	

	  3.  Any immunizations in the past four weeks?
	

	  4.  Currently taking any medications that may suppress the immune system?  If yes, list below.
	

	  5.  Any drug or food allergy?  If yes, list below.
	

	  6.  History of seizures or convulsions (progressive neurological disorder)?
	

	  7.  History of Guillain-Barré Syndrome?
	

	  8.  Immune-compromised client?  (live virus only)
	

	  9.  Blood transfusions in the past three months?  (live virus only)
	

	10.  Immune Globulin in the past three to five months?  (live virus only)
	

	11.  Possibility of pregnancy?  (child bearing age females)
	

	12.  Side effects/treatment discussed?
	

	13.  Acetaminophen given?  Y ___  N ___     Parent/guardian counseled on proper dosage and administration.
	

	14   Immunization consent signed on front?
	

	15.  VFC eligibility verified?
	

	Comments:



	Flu Vaccine Only

	 1.  Moderate to severe illness or fever above 101º today or in the past two days?  If yes, describe below.
	

	 2.  Allergy to eggs?   Y    N     Any other drug or food allergy?  If yes, list below.
	

	 3.  History of Guillain-Barré Syndrome?
	

	 4.  Asthma?  (LAIV only)
	

	 5.  Immune-compromised client?  (LAIV only)
	

	 6.  Blood transfusions in the past three months?  (LAIV only)
	

	 7.  Immune Globulin in the past three to five months?  (LAIV only)
	

	 8.  Possibility of pregnancy?  (LAIV only)

	 9.  Previous Flu Shot?   Y    N     If yes, when? _____________

	Comments:



	Immune Globulin

	  1.  Moderate to severe illness or fever above 101º today or in the past two days?  If yes, describe below.
	

	  2.  Immune Globulin in the past three months?
	

	  3.  Previous reaction to Immune Globulin?
	

	  4.  Any immunizations in the past two months?
	

	  5.  Any history of coagulation problems?
	

	  6.  Are you exhibiting any of the following symptoms?

       abdominal pain      Y   N               dark brown urine     Y   N             loss of appetite     Y   N                    clay colored stools      Y   N

       nausea or vomiting     Y   N          low grade fever     Y   N                jaundice, skin rash, itching      Y   N



	  7.  Referral to M.D., if above symptoms warrant or are noted in the future?
	

	  8.  Methods of prevention discussed?  (fecal/oral, needles, blood, contaminated food or water)
	

	  9.  Possible side effects of Immune Globulin discussed?
	

	10.  Need to defer other immunizations for five months discussed?
	

	11.  Weight _________          Calculated dose _____________

	Comments:




   _____________________________________________________________________________________________________________________                                                              _________/__________/_________

    Signature of conferencing PHN                                                                                                                                                                                             Date
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