
 

VACCINE REGISTRATION FORM 

DATE_____________________  

PATIENT NAME: _______________________________________ DATE OF BIRTH___________________AGE______  

ADDRESS:     STREET____________________________________ CITY_________________ ZIP CODE_____  

PHONE (           ) ____________________________  

IF PATIENT IS UNDER 18: 
PARENT OR LEGAL GUARDIAN’S NAME_______________________________  RELATIONSHIP __________________ 

 

Do You Have Insurance?     YES      NO          Insurance Company Name: ______________________ 
 

Member ID: __________________________ Group # ___________________      (Attach copy of card and photo ID.) 

Is the patient the policyholder?    YES      NO               IF YES:  Patient’s SSN:  _______________________________ 

IF NO:  Name of policyholder: ______________________________________________________         

     Patient’s relationship to policyholder:   SELF        SPOUSE         CHILD        OTHER  _________________ 

     DOB of Policyholder: _______________                      SSN of Policyholder: ___________________________ 

     Is policyholder’s address the same as the patient’s?   YES     NO  

     IF NO:  Policyholder’s address:  __________________________________________________________________ 

Is insurance through patient’s (or policyholder’s) employer?    YES      NO 

Name of company/employer:   _________________________     City and State  _____________________________ 

 
Do You Have Secondary Insurance?    __  Yes     __ No     (If yes, attach copy of card.) 
 

 
Consent for assignment of benefits: I consent to make all payments due for the services given today to the Scioto County 
Health Department. If we are not contracted with your insurance or if services are not covered we offer a prompt pay discount 
for all vaccines.  I understand that I am responsible for all co-payments, amounts applied to deductibles, and other amounts 
that may be stated to be my responsibility by the insurance agency, as required by any contract with my insurance agency and 
state regulation.  I also understand that my contract with my insurance agency may or may not cover some services.  It is my 
responsibility to get information from my health insurance agency about services that are covered.  If the care I receive is not 
covered by my health insurance plan, I am aware that I am responsible for all charges due. 
 

The maximum charge for today’s service, if your insurance does not pay, is estimated to be: ____________________ 

Signature of responsible party: __________________________________________Date_________________ 

 

Consent for vaccine administration and notice of privacy practice policy: I have been offered a copy and have read or had 
read to me the information contained in the appropriate Vaccine Information Statement about the disease(s) and vaccine(s) to 
be provided. I have had a chance to ask questions which were answered to my satisfaction. I believe I understand the benefits 
and risks of the vaccine(s) and give consent for the vaccine(s) indicated on the attached record to be administered to me or to 
the person named above for whom I am authorized to make this request.  I also grant permission for this record to be released 
to providers, health departments, schools, day-care centers, community and state immunization registry data-bases and others 
as is necessary. The Scioto County Health Department respects your privacy and only uses or discloses medical information 
when necessary. I hereby state that I have been informed of the Scioto County Health Department’s privacy policy, and have  
been offered a copy of the policy.  
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Patient Name: _____________________________________________           today’s date_________________ 

 

Screening Checklist for Contraindications to Vaccines for Adults and Children 

For patients: The following questions will help us determine which vaccines you may be given today.   If you           
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means additional 
questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.  

 

Please answer the questions below about the person being vaccinated 

                                                                                                                                                                                                    Don’t                                                                                                                                                                                                                                      

                                                                                                                                                                                       Yes        No        Know 

  1. Is the person getting immunizations today sick?                                                                                             

  2. Do you have allergies to medications, food, a vaccine component, or latex?                                  

  3a Have you ever had a serious reaction after receiving a vaccination?                                               

  3b Has the person being vaccinated ever had Guillain-Barre syndrome?                                                      

 
  4a Do you have a long-term health problem with heart disease, lung disease, asthma,                      
        kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?      
   
 4b Are you on long term aspirin therapy?                                                                                                                

  5.  Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?                             

  6. In  the past 3 months, have  you  taken  medications  that  weaken  your  immune  system,                      
             such as cortisone, prednisone, other steroids, or anticancer drugs, or have you had  
           radiation treatments? 

  7a   Adult patient- Have you had a seizure or a brain or other nervous system problem?            

 7b  Children: Has the child, a sibling, or a parent had a seizure; has the child had  
              a brain or other nervous system problem?                                                                                               
 

  8. During the past year, have you received a transfusion of blood or blood products,                              
             or been given immune (gamma) globulin or an antiviral drug? 

  9.   Is the person being vaccinated pregnant or is there a chance you could become                  
             

 
          pregnant during the next month?  

 10.  If the child to be vaccinated is 2 through 4 years of age, has a healthcare provider          
             

 
           told you that the child had wheezing or asthma in the past 12 months? 

 11. If your child is a baby, have you ever been told he or she has had intussusception?        
             

   

 12. Have you received any vaccinations in the past 4 weeks?                                                                            

 
Form completed by: ___________________________________________ Date:   ___  
Nurse reviewed by: ____ ___________________________________________ Date:  __________         
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