BakgrCounty Health Department..
" 22004th St
Baker City, OR 97814
Phone: 541-523-8211

Fax: 541-523-8242 —

|

Orcgon :
Vaccine Administration Record
Authm ity

Patient information

L.ast Name: First Name: Middle Name;
Date of Birth: Age: years:  months {if under age 5) Gender: Male___Female
Address: ]
Mailing Address: ,
Phone Number; Mother's Maiden Name (optional):
Race: American Indian/Alaskan Native Asian White Decline to Answer
(Clecte 2l that zpply) African American Native Hawaiian/Pagcific Islander
Ethnicity: Hispanic? Yes___ No Decline Primary Language:
Social Security Number (optional): — — Medicaid ID Number (optionat):

1 | have received this clinic's HIPAA Notice of Privacy Practices

Patlent Screenmg Ques’nons

. Circleone;
Yes ‘No~

Does the attent haveafeveror feel sack today’7 IR
' Does the patient have allergies fo medicines, food, latex or vaccines?

Has the patient had a bad reaction to a vaccination’? _No
'Has the patient had a seizure or a brain problem? - Ne

Does the patient have cancer, leukemia, AIDS or otherimmune system problem'? ] Yes ] _No _'f

1 the patient have heart disease, Iung dlsease kldney.dlsease diabe
asthma, anemia or other long term condition? .

H

Has the patient taken cortisone, prednisone, other sterotds or cancer treatments 1 Yes o 'No_
in the Iast 3 months? _ :
as the ati_ent rec ved blood blood products or |mmune globulln (!G) in the past

Is the patlent pregnant or planning to become pregnant’? " Yes | No

Has the patient received vaccines in the past month? Yes 0 Npoo
Has the patient ever fainted after tnjectrons'? _ Yes | “No -
Has the patient had chickenpox? = [ Yes | No

If yes, when (estimated date):

I have received the Vaccine Information Statement(s) for the vaccines fo be given and | have had all of my
questions answered. | request that the vaccine be given to me or to the person named above, for whom |
am responsible. | allow the release of any information needed to process insurance claims and request
payments of medical benefits.

Print name:

Signature:
Relationship to patient:
Date:
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Oregon Vaccine Administration Record  Patient Name:
ca FOR CLINIC USE ONLY
hority [J One Time Only
Dose ‘Vaccing Brand Name Lot Number Exp. Manuf. | Dose | SiteRte | Elig. VIS Date
s (ML) Pub vIS
] Date | Given
Infancix GSK
DTaP Tripedia Sanofi | 05
Daptacal Sanofi =3
DTaPiHep BIPY Pediarnix GSK 0.5 o
DTaPHIIPY Pentace! Sanofi | 05
) Kinrix sk | 0s
Hep. A Vagta (peds/adult) Merck | 05
; Havrix (peds/adut) GSK 1.0
Hep. A~ Hep. B Twinrix Gsk | 10
Recomb.
Hep. B {peds/adut) Merck | 05
Engerix (peds/adult) GSK 1.0
" ActHb Sanofi
Hib Hbertx GSK | 05
i PedVax Marck 3
Hit-Hep. B Comvax Merck 05
Gardasii Marck
- HPV Corvarix- GSK 0.5
Influenza live Flumist (3 or 4) Medimm 0.2
S 025
1PV IPOL Sanofl | 0.5
A e MEYe Menveo Novartis | 99
MCV2 MenHibrix GSK 05
 MPSV4 Menomuna Sanofi | 05 »
MMR MMR Il Merck | 05
MRV " ProQuad Merck | 05
PCV13 Prevnar 13 Wyeth 0.5
P2y | Preumow ook | 08 | e
Rotarix GSK 1.0
prayus RotaTeq Merck | 2.0
T Adscel. sanon | 5 S i
Decavac
Td Tonivac Sancfi | 05
Varicella Varivax: Merck | 05 .3
Zostar Zostavax Merck 065
Other & Py
ppp | Reason Gven [ Lot # and Manufaclurer Inject. Code VM Resudts | Dale Read | Teme Read Read By
Tt |-Code : ;
est
Vaccine Administrator Signature: Tithe: Date:
Vaccine Administrator Signature®: Title: Date:
*Use this 2™ signatwre line if more than one persen gave immunizations to chient
OHA 8010 Revizad 0513




