FLUMIST 2020-2021 Flu Vaccine Insurance Information Form

The completion of this form is necessary for every vaccine recipient. If no insurance information is available, please fill out as much

as possible using existing information.

Information about the person to receive vaccine (please print): *Required Fields

Name: (Last, First, MI)* Date of birth: * Age* Sex: (Circle)*

Month Day Year

Male Female

Street Address:*

City:* State: * Zip:* Phone:*
( )

Insurance Information: Include the whole member ID number and any letters that are part of that number

Month Day Year

Name of Insurance Company:* Member ID Number:* Group ID Number: (if
available)
Medicare Number: Is Medicare Primary? Is Subscriber Retired?
Yes No Yes No
If person getting vaccinated is not the insurance subscriber/policy holder, please complete the following:
Subscriber’'s Name: (Last, First, MI)* Subscriber’s Date of Birth: * Sex: (Circle)*
Male Female

Subscriber’s Street Address:* (If different from address above)

City:* State:* Zip: * Phone:*
( )

Patient Relationship to Subscriber: (Circle)* Spouse Child Other

| give permission for my insurance company to be billed.

X Date:
(Signature of patient, parent or legal guardian)

For children 18 years of age and younger:

Is Vaccine for Children (VFC) Program eligible:
[1 Isenrolled in Medicaid (includes MassHealth and HMOs etc. if enrolled through Medicaid)
] Does not have health insurance
Is American Indian (Native American) or Alaska Native
Is not VFC-eligible:
[1 Has health insurance and is not American Indian (Native American) or Alaska Native

For Clinic/Office Use Only:

Date of Vax Vaccine State Preserv Lot No | Exp Date | Dose | Injection |Injection Site| Date Date VIS
i Supplied Free* mL Route On
Service Type Mfgr pp (mL) VIS Given
(Circle) (Circle)
10/24/20
10/24/20 LAIV4  |AstraZeneca MH2201 [12/16/20 8/15/19
Yes Yes 0.2
IN IN 11/7/20
11/7/20
11/15/20
11/15/20

Signature of Vaccine Administrator

Provider Name: Brookline Department of Public Health  MDPH Provider PIN#: 10187 Provider Address: 11 Pierce St., Brookline, MA, 02445




2020-2021 Flu Vaccine Insurance Information Form

_Screening Checklist
for Contraindications
to Live Attenuated Intranasal Influenza Vaccination

For use with people age 2 through 49 years: The follawing questiens will help us determine if there is any
reason we should not give you or your child live attenuated intranasal influenza vaccine (LAIV, FluMist)
today. Ifyou answer "yes” to any question, it dees not necessarily mean you (or your child) 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

yes  nho ::S::
1. |5 the person to be.vaccinated sick today? O :l. ]
_2. .Dues t}:e_ﬂ_e_rsun to be vaceinated have an allergy to 2 :o?n_ponen. Gftke;;q_l.,l_enzavat:;;&)__ _-I-:| ? |-:|
3, Has Ee person to be vaccinated ever had a serious reaction to mﬂur:nza vaccme_m—‘he past:' o "D_ E |j_
. 15 the persan to be -.-accmated younger than ageZ}IE;r_s or -:nldert;an agr 49 years-‘ o O |:|_ |i|_
_5_ D-:res the person to f}.-c;ramnat;d h;f;a lang: rerr;-;'lealth problem 1;-.|t|'1 heart disease, lung l_ O ) I:]_
disease [including asthrma), kidney disease, neurclogic disease, liver disease, metabolic
disease |[-:: £ diabetes), or have a cochlear implant or spinal fluid leak, or ne spleen?
6. If the person to be vaccinated is a child age 2 t;l;JEEh 4 years, in the past 12 months, has a O O 0]

healthcare provider told you the child had wheezing or asthma?

7. Does the person to be vacci nated have cancer, leukemia, HI"-"I.I'AIEIS ar any other immune
system problem; or, in the past 3 months, have they taken medications that affect the immune | ] (]
systern [e.g., prednisone or other steroids, drugs for the treatment of rheumatoid arthritis,
Cruhn's disease, psuriasis or anticancer drugs) or have they had radiation treatrments?

8. Is the person to be '\TECCIﬂutEd recemng influenza antiviral medications? N ] |
9, |s the person to be vaccinated a child or teen 2ge 6 months through 17 years and receiving aspirin- M 0 0
or sallq.rlate cuntdmmg medicine?
10 s thE person to be uacclnated aregnant or cauld she bemme pregnaﬂtmthm the next month? O - ]
11. Has th:: persan to be vaccmated ever had Cuillain-Barré syndrumc:' ] H O
12. D{:nes 'rhr: person to be vaccinated live with or expect to have close contact with a person whose
immune system is severely compremised and who must be in protective isolation (e.g., an O ] Ll
isalation room of a bone marrow transplant unit}?
13. Has the person to be vaceinated recewed any other vaccinations in the past 4 weeks? . ] O

Provider Name: Brookline Department of Public Health  MDPH Provider PIN#: 10187 Provider Address: 11 Pierce St., Brookline, MA, 02445
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