MYRTUE

S Ngal Ko FLU VACCINE SHOT rev 9/20/2023
Public Health Dept. 2023-2024 SCREENING & CONSENT FOR SCHOOLS
(T12)755-4308
Student’s last name First name Middle name
Date of Birth: Age: Circle — Male or Female School/Building Grade/Room
Address: City: , 1A Zip
Name of Parent or Guardian Mother’s Maiden name

Daytime phone:

Iz enrolled in Medicaid MCO and eligible this month? If Yes ino charge) — Must attach a copy of your Medicaid card.

Does pgt have any health insurance (no charge)

Is American Indian or Alaskan Native or (no charge)
OR:

My child has insurance thal pays for vaccina, If tha insuranca s Wellmark/Blua Crosz-Blue Shield or Aatna, pleasa Gill in:

L ]
L
L] Has health insurance that DOES NOT pay for flu vaccines (no charge). Must attach a copy of your insurance card.
[ ]
L ]
L ]

nt form

Blue Cross/fetna ID & Group # BCBS or Astna Policy holder
Policyholder's date of birth I r Bl r Aetn hi

- #fyow have another kind of insurancethat pays for vaccines please staple payment torthe consent ard ask-forareceipt to submilto yoor -
insurance company. Shot $56.94 Mist $71.25 Cash or Check # Receipt given by

ittt ettt

later,

does not have any severe, life-threatening allergies.

- The child does mot hawve a fever,
- The child has never had Guillain-Barre Syndrome.

If recaiving Flubdist: My child has nol had a vaccina in the past 4 weaks. My child has nol taken an antiviral vaccine in tha
pravicus 48 hours. My child is not on long-term aspirin therapy. My child does nof have asthma. My child does not have a
wiaakaned immune systam nor is in contact with someaone with a weakened immune systam. My child is not pregnant or
possibly pregnant. My child does not have an underdying medical condition, such as liver, lung, heart, neurclogic,

metabolic, nauramuscular or kidney disorder.

| accepl responsibility for saeking medical attention for any problems with this vaccina.

| have =een or been offered a copy of the current, appropriate Vaccine Information Sheet for Influenza.
Ta have tha child’'s haalth insurance billad. If insurance doasn’l pay for the whola amaount, | agrea o pay tha differance

The child getting tha vaccine doas not have a history of an allargic reaction after a previous dose of influenza vaccine and

The child getting the vaccine is not moderately o severaly ill and does nat have COVID sympltoms.

I give permission for my child to receive an influenza vaccine at school.

Signature of parent/guardian: Date
Fdr office use belof-— o )
Circle Injection brand/type Dose & Site IM or IN Vaccinator Date entered in IRIS
Date Source or sticker Initials
or

. Left or Right Deltoid
Private 9




