Jackson County e
. ‘ coeipt:
ﬁeﬁlﬂ’t Ee?ﬁﬂmeﬂi TMMUNIZATION s o
- & Client Registration Form | VISAMC aub Code
i Jackson County Health Dept. Adm. Fee - $23.00 x =3
MEIR ID 1715 Lansing Ave., Suite 221 Private doses . Vaccine tvpe Price
VFC - M-Caid, Un-Insured, Jackson, MI 49202 z
Underinsured, . oo . $
American Indian, Alaska Native *Last 4 of SS for part D clients only
Privare AVP
Non-¥EC Medicaid: (vlease circle one) s
Name of Client (Last, First, Middle) - please print X Female Clignt B??) Date o
o Male / /13D Age 38
She,Oh Md H ™M bOY \a AAI’) Month _ Day Year
Address® City Zip County Telephone ;
Home 617 )358-7439
1390 N.Croun St 49902 acksen  lcai o)
| Parent/Guardian name OR Maiden Name (Last, First, Middley | Today’s ApproX. Weight: Relationship to client: plesse circle)
1bs. Parent  Guardian Other
Does the client have Medicaid? Yes y( Ne o Name of Client’s Race/Ethnicity: glease circle)
Medicaid # Physician/Practice: | American Indian Asian
Daes the client have other Insurance? Yeso Ne o 'DQ ] We S Black  Hispanic
If Yes, does the insurance pay for immunizations? @ Other
Yes o No g

Sereening Ouestions

1e followitt i;as{ions will help us determme which vaccines may be gsveﬁ tc}day." ' o

Ifa question is not clear, leave it blank and the nurse will explain it. ' ~_ YES NO Donw'tKnow
1. Isthe client sick today, or have a fever? o o o
2. Does the client have any allergies to medications, food, a vaccine component, or latex? o o 0
3. Hasthe client had a serious reaction fo a vaccine in the past? 1 0 0
4. Has the client had a health problem with lung, heart, kidney, or metabolic disease

{e.g., diabetes), or a blood disorder? Is he/she on long-term aspirin therapy? 5 0 o
5. Has the client been told by a health care provider that he/she has

had wheezing or asthma in the past 12 months? o ] ]
6. Isthe client a smoker? o o o
7. Ifthe client is a baby, have you ever been told he or she has had intussusception? o o o
8. Has the client, a sibling, or a parent had a seizure; has the client had brain or other

nervous system problems? Has he/she ever had Guillain-Barre” syndrome? 0 o o
9. Does the client have cancer, leukemia, HIV/AIDS, or any other immune system problem? o i 0

10.  Inthe past 3 months, has the client taken medication that has weakened their immune
system, such as cortisone, prednisone, other steroids, or anticancer drugs, or had

radiation treatments? Is he/she taking antiviral medications? 0 o o

11. In the past year, has the client received a transfusion of blood or blood products, or been
given immune (gamma) globulin or an antiviral drug? 0 o o
12. Is the client pregnant or could she become pregnant during the next month? o o o
13. Has the client received vaccinations in the past 4 weeks? o &1 -

1have rewzved a copy of information abont the vaccine(s) and the diseases they prf:veni 1 have had & chance o ask questions and they were answered to my satisfaction.
Tunderstand ihe risks and benef ts Of the vac.mrle{s} 1 usk that the vaccme(s) be piven fo me or fo the personfor wimm {am authartzed to make tins tequest 1 aisa vcnfy

Qffice Use Only
ACKNOWLEDGEMENT OF QOur practice will make 2 good faith effort to obtain a written acknowledgment of receipt of the Notice provided to
RECEIPT OF NOTICE OF PRIVACY PRACTICES the individual, If written acknowiedgment is not-obtained, our practice must document its good faith efforts to

By signing below, 1 acknowledge that T have received a copy of the Notice obtain such acknowledgment and record the reason why the acknowledgment was not obtained,
of Privacy Practices,
Please circle: Refused to Sign *Physically unable to sign
* Previously signed Other;

Print name of patient
* Document program, if known!

Signature of patient or personal representative

Employee Signature Bate




Receipt#:
IMMUNIZATION
. . . Check #: Cash
Client Registration Form | VISAMC Aun Code
Jackson County Health Dept. Adm. Fee - $23.00 x =3

MCIR ID 1715 Lansing Ave., Suite 221 Private doses - Vacoine type Price

VFC - M-Caid, Un-fnsurei, Jackson, MI 49202 ;

Underinsured, ) N . :

American Indian, Alaska Native *Last 4 of S for part D clients only $

Private AVP S

condNor-YEG Medicald (please circle one) Sl :
5{ Name of Client (Last, First, Middle) - please print 1 Female Client Birth Date i

. &O C’ S & Male / / Age
. W/{ 5 Th g/ Month  Day Year

Address J City Zip County Telephone

\ - Home ( )

Y11 keshnglon  Jacksen Yoo | Sgsa, Cell6/h) MR- érs~

Parent/Guardian name OR Maiden Name (Last, First, Middley | Today’sApprox. Weight: | Relationship to client: (lease circie)
ibs. Parent  Guardian Other

Does the client have Medicaid? Yes & No o Name of Client’s Race/Ethnicity: (please cirele)

Medicaid # J Physician/Practice: | American Indian Asian
Does the client have other Insurance? Yesoo No o Black  Hispanic
If Yes, does the insurance pay for immunizations? White  Other
Yes o Noo -

, Sereening Questions
follo %ff‘i@‘*”qnsstmns will E}elp us determine which vaccines may iae gwen mdayy ... - . _ -
If a question is not clear, leave it blank and the nurse will explainit. = v YES NO  Don’tKnow

1. Is the client sick today, or have a fever? o I i
2. Does the client have any allergies to medications, food, a vaccine component, or latex? = o 0
3. Has the client had a serious reaction to a vaccine in the past? = 5] g
4. Has the client had a health problem with lung, heart, kidney, or metabolic disease
{e.g., diabetes), or a blood disorder? Is he/she on long-term aspirin therapy? O g o
5. Has the client been told by a health care provider that he/she has
had wheezing or asthma in the past 12 months? o =] ]
6. Isthe client a smoker? 0 o )
7. Ifthe client is a baby, have you ever been told he or she has had intussusception? o ] a
8. Has the client, a sibling, or a parent had a seizure; has the client had brain or other
nervous system problems? Has he/she ever had Guillain-Barre” syndrome? = =] =
9.  Does the client have cancer, leukemia, HIV/AIDS, or any other immune system problem? o o r
10.  In the past 3 months, has the client taken medication that has weakened their immune <
system, such as cortisone, prednisone, other steroids, or anticancer drugs, or had
radiation treatments? Is he/she taking antiviral medications? 0 o ]
11, In the past year, has the client received a transfusion of blood or blood products, or been
given immune {gamma) globulin or an antiviral drug? o £ o
12. Is the client pregnant or could she become pregnant during the next month? o o ]
13. Has the client received vaccinations in the past 4 weeks? £ ] o
1 havé?é%:ewed aéopyof :gfd;ﬁigﬂgﬁvgggﬁﬁﬁe vaccime(s) and the dlseéggghﬁ-{gy prﬁvcm Thavehada chaﬁggzmw

Funderstand the risks anci ensfifs of the vaccine(s). 1 ask that the vaccine(s) he given to me or o the perscm for whom Lam. autharm:d 16 make this request. | also. wrzfy
that al} af the ahove i fo:matmn 1 snppiicd Is correet to the hest of my knawicdgﬁ « ‘

Qffice Use Only
ACKNOWLEDGEMENT OF O practice will wake a good faith effort to obtain awritten acknowledgment of receipt of thie Notice provided to
RECEIPT OF NOTICE OF PRIVACY PRACTICES the individual. If written sckaowiedgment is not obtained, our practice must document its goad faith efforts to
By stgning below, T ackoowledge that T have reccived a copy of the Notice obtain such acknowledgment and récord the raason why the ackiowledgment was not obtal
of Privacy Practices,
Please circle: Refused to Sign *Physically unable to sign

* Previously signed Other;

Print nume of patient
* Document progran, if known:

Signature of patient or personal representative

Employee Signatere Date




Jackson County

Receipté,
Health Depaﬁ:mem IMMUNIZATION ek s s
Client Registration Form | VISAMC A Code

Jdackson County Health Dept. Adm, Fee - §23.60 x =
MCIR ID 1715 ?a?{ﬁng I;;; ;; 982?;;& 221 Private doses - Vacgine fype Price
VFC - M-Caid, Un-Insured, acxson, é
Underinsured, oo : $
American Indian, Alaska Native *Last 4 of SS for part D clients only
Private AVP LA%e

Now-FEC-Medicuid: (please cirele one)

Name of Client (Last, First, Middle) - please prini < Female Client Birth Date
: . . o Male (O 1 2] /BT Age 4
Se. ‘P‘PG(‘ oLl %\LSQH Macie Month  Day  Year .
Address City Zip County Telephone
Home ( }
Kson ¢ 920l Tacltson Cell($i]) 937 -ag 323

Today’s Approx. Weight:

200 lbs.

| Parent/Guardian name OR Maiden Name (Last, First, Middle)

Relationship to client: @please circle)
Parent  Guardian .

Name of Client’s
Physician/Practice;

Does the client have Medicaid? Yes o
Medicaid #
Does the client have other Insurance? Yesws, No o
If Yes, does the insurance pay for immunizations?

Yes s No o

Nev;\

Lissa Willien Other

Race/Ethnicity: (please circie)
American Indian Asian
Black  Hispanie

Screemnv, Questmn

If a questxon is not clear, leave it blank and the nurse will explain it

qaastzons wd i;eip us dctermme which vaccines may be gwen mda :

,.;Doix"i?’t"‘Kﬂé’w !

NN |y %

1. Isthe client sick today, or have a fever? 0
2. Does the client have any allergies to medications, food, a vaccine component, or latex? £ o
3. Has the client had a serious reaction to a vaccine in the past? 0 a
4. Has the client had a health problem with lung, heart, kidney, or metabolic disease
{e.g., diabetes), or a blood disorder? Is he/she on long-term aspirin therapy? o P o
5. Has the client been told by a health care provider that he/she has
had wheezing or asthma in the past 12 months? = = 0
6. Isthe client a smnoker? 8] z o
7. Ifthe client is a baby, have you ever been told he or she has had intussusception? ol o
8. Has the client, a sibling, or a parent had a seizure; has the client had brain or other
nervous system problems? Has he/she ever had Guillain-Barre” syndrome? o & 0
9. Does the client have cancer, leukemia, HIV/AIDS, or any other immune system problem? o - r
10.  Inthe past 3 months, has the client taken medication that has weakened their immune
system, such as cortisone, prednisone, other steroids, or anticancer drugs, or had
radiation treatments? Is he/she taking antiviral medications? 0 & £
11. In the past year, has the client received a transfusion of blood or blood products, or been
given immune (gamma) globulin or an antiviral drug? & ]
12. Is the client pregnant or could she become pregnant during the next month? o z a
13. Has the client received vaccinations in the past 4 weeks? o Vg &

L have received geopy of mfcmlatmn abopt the vaceine(s) and the diseases they pr&vem Thave had 4 chiance to ask questions and they were answeted to miy satisfaction.
T understand iise risks and beretits of. the vawme{s) Tusk that the vaceinels) bs given lome or to the pcrsma for wimm fam: authmzzcd to mah{: tlus request | alsoverity

that gl of the above mfcrman 1l wpphcd is carrect ta the bcst of my knowicdgc

‘:‘_jgnntu:é;%__ 'iéﬁxégs‘amm;gig: :

ACKNOWLEDGEMENT OF

of Privacy Practices.

RECEIPT OF NOTICE OF PRIVACY PRACTICES
By signing below, I ackuowledge that I have received a copy of the Notice

Office Use Only

Onr practice will imake a good faith effort to obiain a written acknowledgment of receipt of the Notiee provided to
the individual. If written ackaowiledgment is not-obiained, our practice must document s good faith efforts to
obtain such acknowledgment and record the reason why the acknowledgment was npot obtained.

Please circle: Refused w Sign *Physically vnsble to sign

* Previously sigred Other;

Print name of patient

* Document prograsm, if knows:

Signature of patient or personal representative

Employee Signatare Date




To: +15177686827 Page: 2 of 4 2021-11-26 14:15:58 OMT 15175396734 Fram: Amber Shephard

1 Health _ IMMUNIZATION o .
' - Client Registration Form | VisaMCash Cose
Jackson County Healih Dept. Adin, Fes - $2200 & =
7 » ‘ * . . .
wamo 171 Lamsing A S 221 | i im0
VFC - M-Cald, Un-Insured, T 3
e, ; i,
et an, Alask Native *Last 4 of S8 for part Diclients only s
Pﬂmc AH’ —
iRt deaband: (pledse tirdle ong
? Name of Client (Lasr, First, Middle) - please print o Fentale Birth
o il —’—5«9—
) AN ; Tontn ~Day
Address City Zip County Telaphone

Gt

i Home (50)‘?33 $722 %

‘ A nam 'h,(\' ookl In ml!% Celt ( =
3 Parent/Guardian samle OR Maiden Name (Last, Bfst, Middi) | Teday's Approx. Weight: Rnlaﬁonslu liopt: @lease circtg)
2 ook son Counby Guasdian Ibs. | Parent (Guard Other 2
Does the client irve Medicail? = Yes )t No 0 | Nameof Chient’s | Race/Ethnicity: (viasse cirdg ¥

Medicald # Physician/Practive: evican Indian Asian £

Docs the cHent have other Insurance? Yeso No o
If Yes, does the insurance pay for immunizations?
No n

I Ts the chent sick today, or have o fover?

2. Doegthe client have any allergies 10 med:caﬂons, food, 3 vaccine component, or latex? 0 )
3, Has the client had a serious reaction to 8 vacoine in the past? ! o o
4. Has the client had a health problem with hing, keart, kidney, or metabolic disease

{e.8., disbetes), or & blood disorder? Is he/she on long-term aspirin therapy? o o o
5. Has the client been told by a health care provider that he/she bas

had wheezing or usthms in the past 12 months? G B o
6. Isthe client a stoker? ] 0 a
7. Hibeclientis a baby, have you ever been told he or she has kad rr;tussuscepnon? 0 0 o
8. Has the olient, » sibling, of 4 parent had a seizere; has the clignt had brain or other

nervous systein problems? Has he/she ever had Guillain-Basre” syndmme? 8] o =]

9. Does the clieat have canter, leukemia, HIV/AIDS, or any other imimune system proble? o n o
10.  Inthe past 3 months, hag the client taken medication that has wedkened their immime
systerm, such os cortisone, prednisons, other steroids, or anticanceridrugs, or had

radiation treatments? Is he/she taking antiviral nedications? o a o

11. In the past yoar, has the client teceived a transfuston of bleod er bleod products, or been 4
given immune (gamrha) globulin oz an antiviral drug? o o =}
12. Isthe client pregrant or could she become pregnant during the nexzt month? ot ] ]
o

13 Hes ths clxant recewed vaccmanons m the past 4 weeks? a 0

ACKNGWLRDCEMENT OF Our practice will wmake a good &imn‘nntcchln:m :r.knmlsdaml‘ofuccm& of the Natise provided &
RECHIPTOF NOTICE OF PRIVACY PRACTICES the indivitheal. I writtin sekmewiadgmont i not obteined, bur plactice must dosutnent iis good fith efforts to
Bysmmw,lumm havo raissived & copy of the Molice | obtals 2uck mmdguauuma&wmwmmbmmmmw

of Privacy Pravtices. .
_ Plate cirtles :aeauedws}m $Physicatly tmabk to sign
. : * Previowsly sanad Other:
Print sume of patieat L‘ - i

Siganture of patient o1 persouat ropraseniaiive H —
Emplayee Sigastary . Dait




‘o: +15177685627 Paps: 4 of 4 2021-11-26 14:15:58 GMT 15175386734 From: Amber Shephard

. . Recsipti:
IVMUNIZATION Check i
Client Registration Form | VISAMC Auth Codo:
Jackson County Health Dept. -] adm. Ree - 87380 x =3
1715 Lansing Ave., Suite 221 . " .
MAR D ' Jack::f M;ZS‘Z‘:JZ Frivatsdoses - Vae e s
VFC - M-Caid, Un-Frisnred, ! . 3
Underinsured, .
Anweroars Tndian, dlaska Native *Last 4 of 88 for part D clients only 3
Prlme AVP
o bl h_{please virdle ond} Bt
: Nameof C!ient(Last,Fh*st. Middle) - please print o Female . CliatBiah Date ?
" Male / / Age
Vdnei;)ps me\’nu Fionih Ve ‘@_ -
~j Address Zip County Telephons B
Houte (51 Y338 -3722 %
1 4 WomDie KO 4‘? ¢ J}Ckam_ cell({ )
PareuﬂGua diap ndme OR Maiden Name (Lox, First, Middlg | ToSar's Approy. Weigh | Rojaiionshi et oicisa cirde)
FIRVLE on _ Countty Guordian | Ihs. | Parest (Guar Other §
| Does the client have Medicald? Yesn Noo | NateofClents Race/EthidcHy: (pease clrcte) E
g Medicaid # Physician/Practice: | American Indien  Asian :
¥| Does the client have other Insuranee? Yeso Ne o C)U‘!kf oW Black Hispanic 2
3 ‘4 . (Y th 8
v If Yes, does the insturance pay for immunizations? HeaMh o ?:1. -

’Yasm Nou ’t‘ A
ey )

. Is the chent sxck tﬁday, or lmve a fevar?

1 7] 8]
2. Does the client have any allergies to medications, food, a vaccine cortponent, or Iatex? [} O |
3. Has theclient had a serious reaction to 3 vaccine in the past? 1 a
4. Has the client had a health problem with luug, heart, kidney, or metabolic discase

(eg., diabetss), or a blood disorder? Is he/she on fong-term aspiria therapy? o o o
5. Has the client been told by & health care provider that he/she has

had wheezing or asthma in the past {2 months? o B o
6. Isthe client & smoker? ] o o
7. Ifthe client is a haby, have you ever been told he or she has had intussusception? o D o
8. Has the client, a sibling, or a parcot had a seizare; has the client had brain or other

nervous system problems? Hass he/she ever had Guillain-Barre” syndrome? ] o )
9, Does the client bave cancer, leukemia, HTV/AIDS, or any other impwne system foblem? o u =)
10. In the past 3 morths, has the client taken medication fat has weakened their immune

systemn, such as cortisone, preduisoue, other steroids, or anticancer drugs, or had

radistion treahments? Is hefshe taking antiviral medications? g g o
11. In the past year, has the client received a transfision of blood er blood products, or been

given immupe (gamms) plobulin or.an antiviral drug? 5] o 2]
12. Isthe client pregrant or could she become pregnant during the next month? e n a]

13 Has the chent :eoewed vaecmanons in the past 4 weeks? o &) o

ACHNOWLEDCEMENT OF Bur pracsice will miake » pood Bish-#ffort to-biatnn written scimowindputent of Tecrip of Yo Nofite pravidsd fo
RECRIPTOR NOTICE OF PRIVACY PRACTICES thys individwel. §F wriiven skksowledgivest i su1 cbteined, our prsctice st dosutvens its good fekth £fforts @
By signing bolow, Yackioeviedise that F fave recrived 2 copy of the Notios | abtain such.acknowlsdpment sad redodd ihe season why the adkuowiedgment wanot obtweed,

of Privacy Practicts,
: flomecheler  Refusedip Sign  Physioally susbled sk
* Previousty signed Oder:

* Docusnent progoste, Hlkuowa:

Print same of prtfend

Sipnature af yatient o7 personal repregentative

Tomplayee Sigaatare . Date




To: +15177685827 Pege: 3 of 4 2021-11-26 14:15:58 GMT 15175396734 Fram: Ambar Sheohard

) Recolpti:
IMMUNIZATION o o
Client Registration Form | VSAMC fut Cois
Jackson County Health Dept. Adrn. Feo -$23.80 x =3
VFC - M-Caid, Un-Tnsured, ! b
Uderinsnred, . .
Anteriven ;:diﬂ”’ Alaska Native *Last 4of SS for partD clieats Of'liy $
Private  AVP e
P, vt Al el (blecsecircle onie) : HefrRaenan -
&) Name of Cl!ent (Linst, First, Middle) - please print r Female Client Bll'ﬂl Date
g Male /ﬁ; 2 §
%. %C_)'ﬁ)( \A}T’L ¥ Mcath Hay  Your Ag%
8 Address Zip Couity (5?‘?)},3)?8 3122 i’;
- ' Home 2
219 Womplers lic £ 43230 LJOCKSON  [cei( ) :
4

Paremt/Guardisn pamé QR Maiden Name (Lest, Fire, Middlny | Tetday's Approx. Weight: | Relations m@mw 2
) ardiog

ov S Craortd A rdian Ibs. | Parent Other 3
> Daes the client huve Medicdid? Yssn Noo Name of Client’s Race/Fthnicity: (plerse drele) g

Medieaid # Physician/Practice: | American Indian Asign B
%| Does the client have other Insurance? Yeso Ne o Black Hispanle
3| IfYes, does the insurance pay for imosunizations? , q@ Other B
g Yeso Nouo _ it )2

l g
2. Does the client hdve any a!!ergxes to medxcutions, food, a vaccine component, or latex? [} =} o
3. Has the client had a serious reaction fo a vacomne in the pasi? =] o o
4. Has the cliehf had a health problem with lung, heart, kidney, or metabolic disense

{e.g., diabetes), or & bleod disorder? Is he/she on long-term aspirin therapy? o o o
5. Has the client been told by a health care provider that he/she has

had wheezing or asthma in the past 12 months? [a] o O
6. Is the client a simoker? ] ) o
7. Htheclientis a baby, have you ever been told he or she has had intussusception? o o a
8. Has the client, a sibling, or 4 patent had a seizare; has the client had brain or other

nervous system problems?  Has be/she ever had Guillain-Barre” sytidrome? s o ©
9. _Does the client have cancer, levkemia, HIV/AIDS, or any other immrune system problem? o g o

10. In the past 3 montbs, hag the cliest taken medication that has weskensd thetr immune
system,. stch-as cortistne, prednisong, other steroids, or anticancer drugs, or had ,
rediation treatments? Is he/she taking antiviral imedications? o a a

11. In the past year, has the client received a transfusion of blood or blood products, or been

given immune (gamma) globulin or an antiviral drug? g
12. Is the cliemt preguant or sould she become pregnent during the next month? n o
o

13 Has the client reoewedvaccmauom in the past 4 weeks‘?
YEIpei "‘Lé“*“f*“? T . T

T

' Ol Tise Oy
ACKNOWLELCEMENT OF : OmmvdiimkeageodmhdﬂmtoobﬁmmMW&!nwhdkﬂmmﬂwﬂdh
RECEIPTOF NOTICE OF PRIVACY PRACTICES e individual. T wittton acknowdodgment s not obiained, out prastice muyt doournent 7is good fith cffonis to
Bg;lzﬂa; below. laclamrhl@ thiat § bivs roctived & copy of the Btice | obtain such acmowlsdgoent and recoid e rensan why the asknowledamient wagnot shiainnd,
of Privay Prastices
Please cleefe: whign  *Physicaliy eoabla o ofgn
b Previowsly sfgned O&zr
Prist name 5f patient
¥ Doctment progoun, # Enewn;
Sensture of patient or parsonal representative
Emgployee Sigaature Date




