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Patient Information/Computer Form

Today’s Date: 




 


Child’s Name: 



 Sex: 

 Date of Birth: 

Age: 



Street Address: 



 City: 



 State: 

 Zip: 



Parent/Guardian: 






 
   Phone: 


 Allergies: 






Physician: 






Previous serious vaccine reactions: 











The Federal “Vaccines for children” (VFC) Program requires that we keep statistics on all children immunized in our clinics.  In order to comply with this, we ask you to respond to the following questions.  (All information is confidential)

1.  Race (Please circle)   Caucasian 1   Asian/Pacific Islander 4      Hispanic 5       Black 2     




   American Indian/Alaskan Native 3     Other 7        Unknown 9    

2.  Is child on Medicaid or CHIP?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


If yes, attach a copy of your insurance card
3.  Is child covered by medical insurance?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


If yes, are the immunizations covered by this insurance?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

 I give permission for my child to receive  FORMCHECKBOX 
 HPV     FORMCHECKBOX 
 Menactra 

PLEASE READ THIS STATEMENT AND THE VACCINE INFORMATION STATEMENT(S) BEFORE SIGNING THE DOCUMENT.  I have read or had explained to me the information contained in the Vaccine Information Statement(s) about the disease(s) and the vaccine(s) and request the vaccine(s) indicated below be given to me or the person named above for whom I am authorized to make this request.  All immunizations administered will be recorded in the Montana State Immunization Registry.


Signature of Parent or Guardian




Date

	Check Payment Source
	
	

	 FORMCHECKBOX 
 Cash

 FORMCHECKBOX 
 Check

 FORMCHECKBOX 
 Medicaid

 FORMCHECKBOX 
 chip
	HPV
	$12.00

	
	Menactra
	$12.00

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	



	TOTAL
	


For Office Use Only:

	· Vaccine
	· Cost
	· Immune Date
	· Mfg. Lot #
	· Form Date
	· Initials of Administrator

	· HPV
	· 
	· 
	· 
	· 
	· 

	· Menactra
	· 
	· 
	· 
	· 
	· 












Turn over to complete
INFORMATION FOR PARENTS

Information for parents:  Immunizations are available on Monday and Friday from 1:00 to 4:30pm and Wednesday from 11:00-2:30 and 3:00 to 6:30pm with no appointment necessary.  Immunizations will be provided by a nurse.

Family practice physicians and pediatricians are also available here for sick and well child care on an appointment basis.  Discounts are available for those with limited incomes.  Feel free to ask for more information.

MEDICAL HISTORY FOR IMMUNIZATIONS

Please answer all questions on both sides of this form:

1.  Is your child well today?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

2.  Is your child taking any medication(s)?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

3.  If so, what medication(s)? 












4.  Does your child have any allergies?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

5.  Specifically, is your child allergic to:  (Circle each that apply)


Eggs      Baker’s yeast      Neomycin      Streptomycin     Thimerosal(Preservative)   Gelatin

6.  Has your child had a convulsion in the last 5 years?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

7.  Has your child had any unusual reactions from previous immunizations?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

8.  If so, what kind of reaction?  











9.  Has you child started her menstrual periods?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 N/A

10.  Is your child or anyone in your immediate family undergoing treatment for cancer (chemotherapy or     
radiation) or in any way have severe problems fighting off illnesses?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

11.  Has your child’s sibling(s) ever had a severe reaction to any immunization?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

12.  Has your child been given immune globulin or any blood products recently?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

13. When was your child last seen by his/her physician? 








14.  Has your child had immunizations here or from the Yellowstone City-County Health Department 
before?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

15.  Has your child had other services (seen a Deering Clinic physician) here before?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
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