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MONROE COUNTY DEPARTMENT OF PUBLIC HEALTH

111 WESTFALL RD           ROCHESTER, NY   14620           585-753-5150
2014 In-School Tdap Immunization Screening and Consent Form
	Last Name   (please print)                       First Name                                                 

                                                                                
	Date of Birth 

      /       /      
mm  /   dd   /  yyyy                                                                                                                                                                                                                                                                                      
	Age
	Date of Immunization   



	Address                                                Apt #                                                       City                                                             State                                   Zip

	Parent / Guardian: (please print)
	Sex
F     M
	Phone 

(             )

	Name/Address of Health Care Provider (If no health care provider, please write “none”)
	Health Insurance  (If uninsured, please write “none”)

	Name of School
	Health Insurance Member ID Number

	Name of Classroom Teacher


	Has your child ever had a seizure or other nervous system problem?                                                                              

Has your child ever had any severe allergy or reaction to food, medication, vaccine, or latex?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 No

	If yes, please list the allergy and describe the reaction: ______________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________
	
	


PLEASE READ:

I understand and agree that my signature below indicates the following:


· I have been given the Tdap Vaccine Information Statement (Pub: 1/2012).  I have had an opportunity to ask questions which have been answered to my satisfaction.  I believe I understand the risks and benefits of the vaccine, and request that the vaccine be administered to my student, for whom I am authorized to give consent.  I understand this vaccine will be administered in school by nurses from the Monroe County Department of Public Health.  I give permission to share this record with my child’s physician, school, and/or insurance provider, if appropriate.

· I consent to allow the Monroe County Department of Public Health to bill my health insurance, if appropriate

· Please date and sign below.  Thank you.
 X___________________________                         __________________________________
      Signature of Parent / Guardian of student                                       Date of consent and receipt of Vaccine Information Statement
BELOW THIS LINE IS FOR STAFF USE ONLY 
             
	DATE
	*VFC Eligibility
	INSURANCE
	*VFC Eligibility:
(1) Medicaid / MA  Managed Care         (2) Uninsured                    (3) American Indian / Alaskan Native  
(4) Underinsured                                    (5) Child Health Plus B      (6) Insured

	
	1    2    3    4    5    6
	
	


Tdap VACCINE ADMINISTRATION
	Area Below to be Completed by Nurse Giving Tdap Vaccine

	  Administration Site         
	     FORMCHECKBOX 
 Left Deltoid             
	 FORMCHECKBOX 
 Right Deltoid             
	
	
	

	 Manufac. /  Dosage/ Route:                    FORMCHECKBOX 
 GSK Boostrix Tdap, 0.5 ml, IM                                      FORMCHECKBOX 
  Sanofi Adacel Tdap, 0.5ml, IM
 Lot #:                                                      FORMCHECKBOX 
 ____________________________                                        FORMCHECKBOX 
 ____________________________

 Vaccinator : _______________________________________


NOTES:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Communicable Disease Prevention and Control 

Immunization Program

WRITTEN ACKNOWLEDGMEnT OF 

RECEIPT OF NOTICE OF PRIVACY PRACTICES

Student Name:                                                                                           Date of Birth: 
I acknowledge that I have received or had the option to receive notification of the Monroe County Department of Public Health Notice of Privacy Practices and Clinic Services Patient’s Bill of Rights.  I have been advised of how the facility and others listed in the Notice will handle my Protected Health Information.  I have also been advised of my rights to obtain access to and control of my Protected Health Information.  I understand that I may receive other notices, which describe how the facility will handle specialized forms of Protected Health Information.  
	SIGNATURE

I have received or had the option to receive notification of Monroe County Department of Public Health Notice of Privacy Practices and Clinic Services Patient’s Bill of Rights.  I have had an opportunity to ask questions about the notices and the use or disclosure of my Protected Health Information and Rights.  

Signature of Parent or Legal Guardian:  X_____________________________
Print Name of Parent or Legal Guardian:


Date:




Good Faith Effort Documentation: Parent/Legal Guardian refused to sign form  (
For Facility Use Only:
Date Notice Provided: _________________________________

Name of Facility Staff Member: _____________________________________
Title: ____________________
PT. # _________________


ENC. _________________








MCDPH 03/15/2013

