2013 - 2014 Insurance Information Form

The completion of this form is necessary for every vaccine recipient.
If no insurance information is available, please fill out as much as possible using existing information.

Information about the person to receive vaccine (please print): *Required Fields

Name: (Last, First, MI)*

Date of birth: *

Month Day

Year

Age*

Sex: (Circle)*

Male Female

Street Address:*

City:*

State: *

Zip:*

(

Phone:*

)

Insurance Information: Include the whole member ID number and any letters that are part of that number.
Staple a photocopy of all insurance/Medicare forms to this form.

Name of Insurance Company:*

Member ID Number:*

Group ID Number: (if available)

Medicare Number

Yes

Is Medicare Primary

No

Yes

Is Subscriber Employed?

No

If person getting vaccinated is not the subscriber, please complete the following:

Subscriber’'s Name: (Last, First, MI)*

Subscriber’s Date of Birth: *

Sex: (Circle)*

Male Female

Month Day Year
Subscriber’s Street Address:* (If different from address above)
City:* State:* Zip: * Phone:*
(
Patient Relationship to Subscriber: (Circle)* Spouse Child Other

| give permission for my insurance company to be billed.

X

(Signature of patient, parent or legal guardian)
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For children 18 years of age and younger:

Date:

(J Is enrolled in Medicaid (includes MassHealth and HMOs, etc., if enrolled through Medicaid)
() Does not have health insurance
(J Is American Indian (Native American) or Alaska Native
(J Has health insurance and is not American Indian (Native American) or Alaska Native

For Clinic/Office Use Only:

Paven | Type | 'macturer | Exp-Date/loiNo | Pose | St | Presenv | MERER | MEEELNE | oavis
10/26/13 13 Sanofi- UH 900AA 0.5 No No IM RAm L Am 7/26/13
Pasteur Exp. 6/30/14 0.25 RLeg LlLeg
10/26/13 13 Sanofi- UH 907AA 0.5 No No IM RArm LAm 7/26/13
Pasteur Exp. 6/30/14 0.25 RlLeg LlLeg
Clinic Site Name: Stow Board of Health MDPH Provider PIN#: 23441

Clinic Address: Town of Stow 380 Great Road

Signature of Vaccine Administrator:

Date:




2013 - 2014 Insurance Information Form

Stow Board of Health/Medical Reserve Corps Flu Clinic 2013-2014

SCREENING QUESTIONAIRE FOR INFLUENZA VACCINATION.
(Please circle yes or no)

1. Are you 18 years or older? Yes No (ifno) Age:
2: Have you have a flu shot before? Yes No
3. Have you ever had a severe reaction to any vaccine? Yes No
4. Do you have any fever, diarrhea or vomiting today? Yes No
5. Are you allergic to:

- Eggs or egg products, Yes No

-Thimerosal (a preservative in some vaccines and

contact lens cleaners) Yes No

- Latex, other? Please list
6. Have you had Guillain-Barre syndrome? Yes No
7. Are you taking any blood-thinning medications? Yes No

Note: Answering yes to questions above, may warrant referral or consultation with a medical provider for further
evaluation, to determine appropriateness of vaccination today.

INFORMED CONSENT

I have read the information on the Vaccine Information Sheet (VIS- 7/26/2013) by the Center for Disease Control about
influenza and influenza vaccine. | have had the opportunity to ask questions which were answered to my satisfaction. |
understand the benefits and risks of influenza vaccine and request that the vaccine be given to me.

Date:
Signature of person receiving vaccine (parent or guardian if under 18 yrs)

Name: (Print)

Name: (Signature)




