. -Office Use Only-
Brazoria County Health Department |
Alvin Angleton Clute ImmTrac#:
(281) 585-3024 (979) 864-1484 (979) 265-4446 Vaccines Needed:
Manvel Pearland Brazoria
(281) 756-2440 (281) 485-5344 (979) 798-5806
CHILD FORM
General Consent and Authorization Form
Acknowledgement of review of Notice of Privacy Practices of the Brazoria County
Health Department. In: out:
Number:
Child’s Last Name:
Child’s First Name:
Child’s Middle Name:
Child’s Date of Birth: Male [ | Female[ |
Birth Mother’s Maiden Name: Mother’s First Name:
Child’s Social Security No. (Optional):
Child’s Medicaid Number: Eligibility Date:
Adult with Child Today: Relationship:
(Please Print Name) (Mother, Father, Guardian, etc.)
Street Address: Telephone
City: State: County: Zip code:

Country of Birth:

Race: DAsian DBlack/African American DWhite DHispanic D Alaska Native DAmerican Indian

D Pacific Islander D Other

Primary Physician:

Adult Signature: Date:

Privacy Notification

With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You
are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct any
information that is determined to be incorrect. See http://www.dshs.state.tx.us for more information on Privacy Notification
(reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Revised 07/29/2011 — English


http://www.thd.state.tx.us/�

Patient name: Date of birth:

/

/

(mo.)  (day)

(or.)

Screening Questionnaire
for Child and Teen Immunization

For parents/guardians: The following questions will help us determine which vaccines your child may
be given today. If you answer “yes” to any question, it does not necessarily mean 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. Don’t
Yes No Know
| Isthe child sick today? [ [ [
2. Does the child have allergies to medications, food, a vaccine component, or latex? (| (| (|
3. Has the child had a serious reaction to a vaccine in the past? U U U
4. Has the child had a health problem with lung, heart, kidney or metabolic disease
. . - U U U
(e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy?
5. Ifthe child to be vaccinated is between the ages of 2 and 4 years, has a healthcare - - -
provider told you that the child had wheezing or asthma in the past |2 months?
6. Has the child, a sibling, or a parent had a seizure; has the child had brain or other
U U U
nervous system problems?
7. Does the child have cancer, leukemia, AIDS, or any other immune system problem? (| (| (|
8. Inthe past 3 months, has the child taken cortisone, prednisone, other steroids,
. - 0 0 0
or anticancer drugs, or had radiation treatments?
9. Inthe past year, has the child received a transfusion of blood or blood products,
o . - O O O
or been given immune (gamma) globulin or an antiviral drug?
10. Is the child/teen pregnant or is there a chance she could become pregnant during
U U U
the next month?
| I. Has the child received vaccinations in the past 4 weeks? (| (| (|
Form completed by: Date:
Form reviewed by: Date:
Did you bring your child’s immunization record card with you? yes L1 no L]

It is important to have a personal record of your child’'s vaccinations. If you don’t have a personal record, ask the child’s
healthcare provider to give you one with all your child’s vaccinations on it. Keep this record in a safe place and bring it with
you every time you seek medical care for your child. Your child will need this important document for the rest of his or her
life to enter day care or school, for employment, or for international travel.

Technical content reviewed by the Centers for Disease Control and Prevention, October 2010

Www.immunize.org/catg.d/p4060.pdf * Item #P4060 (10/10)

Immunization Action Coalition ® 1573 Selby Ave. ® St. Paul, MN 55104 ¢ (651) 647-9009 * www.immunize.org ® www.vaccineinformation.org




TEXAS VACCINES FOR CHILDREN PROGRAM (TVFC) | “HEH5E BNLY

PATIENT ELIGIBILITY SCREENING RECORD [1Yes [ No

A record must be kept in the office of the health care provider that reflects the status of all children 18 years of age or younger who
receive immunizations through the Texas Vaccines for Children Program. The record may be completed by the parent, guardian, or
individual of record. This same record may be used for all subsequent visits as long as the child’s eligibility status has not changed. If
patient eligibility changes, a new form must be completed. While verification of responses is not required, it is necessary to retain this
or a similar eligibility screening record for each child receiving vaccines under the TVFC Program.

Date of Screening:

Child’s Name:

Last Name First Name Mi

Child’s Date of Birth: Age:
mm/dd/yy

Parent/Guardian/Individual of Record:

Last Name First Name Mi

Provider’s/Clinic’s Name:

Please check the first category that applies; check only one.

O (a) Is enrolled in Medicaid, or

O (b) Does not have health insurance (uninsured), or

O (c) Is an American Indian, or

O (d) Is an Alaskan Native, or

O (e) Is a patient who receives benefits from the Children’s Health Insurance Plan (CHIP), or
o (f) Is underinsured: 1) has commercial (private) health insurance, but coverage does not

include vaccines; or 2) insurance covers only selected vaccines (TVFC-eligible for non-
covered vaccines only); or 3) insurance caps vaccine coverage at a certain amount. Once
that coverage amount is reached, the child is categorized as underinsured.

Fully, privately insured children are no longer eligible for TVFC vaccine.

O (g) Has private insurance that covers vaccines (not TVFC eligible).

Signature: Date:

With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You are entitled to receive and
review the information upon request. You also have the right to ask the state agency to correct any information that is determined to be incorrect. See
http://www.dshs.state.tx.us for more information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

**x

Texas Department of State Health Services I*W' y TEXAS Stock No. C-10

Immunization Branch Department of Revised 12/2011
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PROGRAMA DE VACUNAS PARA NINOS DE TEXAS SOLO P Bgiar O

REGISTRO DE DETERMINACION DEL DERECHO A LA [ si 1 No
PARTICIPACION DEL PACIENTE

Debe mantenerse un registro en el consultorio del proveedor de salud que refleje el estado de todos los nifios de 18 afios de edad o
menos que reciban inmunizaciones por medio del Programa de Vacunas para Nifios de Texas (o TVFC). Dicho registro lo puede
rellenar el padre o la madre, el tutor o el individuo que consta en el registro. Puede usarse el mismo registro para todas las consultas
posteriores, en tanto el estado del derecho a la participacion del nifio no haya cambiado. Si cambia el derecho a la participacion del
paciente, debe rellenarse un nuevo formulario. Aunque no se requiere la verificacion de las respuestas, es necesario conservar este
registro, o uno similar, de determinacién del derecho a la participacion para cada nifio que reciba vacunas bajo el Programa de TVFC.

Fecha de la determinacion:

Nombre del nifo:

Apellido Primer Nombre Inicial del 2.° nombre

Fecha de nacimiento del nifo: Edad:
mm/dd/aa

Padre o madre, tutor o individuo que consta en el registro:

Apellido Primer nombre Inicial del 2.° nombre

Nombre del proveedor o de la clinica:

Marque la primera categoria que corresponda; marque sélo una.
a) Esta inscrito en Medicaid, o

o (a)

(b) No tiene seguro médico (no asegurado), o

(c) Es indio americano, o

(d) Es nativo de Alaska, o

(e) Es un paciente que recibe prestaciones del Plan de Seguro Médico Infantil (o CHIP), o

(f) Esta subasegurado: 1) tiene seguro médico comercial (privado), pero la cobertura no
incluye las vacunas; 2) el seguro cubre solo algunas vacunas elegidas (reune los requisitos
del TVFC sélo para las vacunas no cubiertas) o 3) el seguro limita la cobertura de vacunas
a cierta cantidad. Una vez alcanzada dicha cantidad de cobertura, se categorizara al nifio

como subasegurado.

[ I 5 I

Los nifios que tienen seguro total, privado ya no reunen los requisitos de las vacunas por
medio del TVFC.

o (g) Tiene seguro privado que cubre las vacunas (no reune los requisitos del TVFC).

Firma: Fecha:

Con ciertas excepciones, tiene derecho a pedir y a ser informado sobre la informacion que el estado de Texas retine sobre usted. Tiene derecho a recibir y examinar la
informacién al pedirla. También tiene derecho a pedir a la agencia estatal que corrija cualquier informacion que se determine es incorrecta. Consulte http://www.dshs.state.tx.us
para obtener mas informacion sobre la notificacion de privacidad. (Referencia: Codigo guberamental, seccion 552.021, 552.023, 559.003 y 559.004)

x*x

Texas Department of State Health Services l*- y TEXAS Stock No. C-10
Immunization Branch %Depanmemol Revised 12/2011
State Health Services



TEXAS DEPARTMENT OF STATE HEALTH SERVICES V [ o o s ad B o Ton

IMMUNIZATION REGISTRY (ImmTrac) AL ) SN SN S Nm—— -
MINOR CONSENT FORM Texas Immunization Registry

(Please print clearly)

For Clinic/Office Use

Child’s Last Name

Child’s First Name Child’s Middle Name
/ / *Children under 18 years only. Child’s Gender: [] Male [ ] Female
Child’s Date of Birth
Child’s Address Apartment # Telephone
City State Zip Code County
Mother’s First Name Mother’s Maiden Name

ImmTrac, the Texas immunization registry, is a free service of the Texas Department of State Health Services (DSHS). The
immunization registry is a secure and confidential service that consolidates and stores your child’s (under 18 years of age) immunization
records. With your consent, your child’s immunization information will be included in ImmTrac. Doctors, public health departments,
schools and other authorized professionals can access your child’s immunization history to ensure that important vaccines are not
missed.

The Texas Department of State Health Services encourages your voluntary participation in the Texas immunization registry.

Consent for Registration of Child and
Release of Immunization Records to Authorized Entities

I understand that, by granting the consent below, | am authorizing release of the child’s immunization information to DSHS and |
further understand that DSHS will include this information in the state’s central immunization registry (“ImmTrac”). Once in ImmTrac,
the child’s immunization information may by law be accessed by:
a public health district or local health department, for public health purposes within their areas of jurisdiction;

e aphysician, or other health care provider legally authorized to administer vaccines, for treating the child as a patient;

e astate agency having legal custody of the child;

e a Texas school or child care facility in which the child is enrolled;

e a payor, currently authorized by the Texas Department of Insurance to operate in Texas, regarding coverage for the child.
I understand that | may withdraw this consent to include information on my child in the ImmTrac Registry and my consent to release
information from the Registry at any time by written communication to the Texas Department of State Health Services, ImmTrac Group
— MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below, | GRANT consent for registration. | wish to INCLUDE my child’s information in the Texas
immunization registry.

Parent, legal guardian or managing conservator:

Printed Name

Date Signature

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You are entitled to receive and
review the information upon request. You also have the right to ask the state agency to correct any information that is determined to be incorrect. See http://www.dshs.state.tx.us for
more information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003 and 559.004)

Questions? (800) 252-9152 e (512) 458-7284 ¢ www.ImmTrac.com Stock No. C-7
Texas Department of State Health Services e ImmTrac Group — MC 1946 e P.O. Box 149347 e Austin, TX 78714-9347 Revised 05/27/11
x* .
l* > TEXAS PROVIDERS REGISTERED WITH ImmTrac — Please enter client
Department of information in ImmTrac and affirm that consent has been granted.
State Health Services DO NOT fax to ImmTrac. Retain this form in your client’s record.




DEPARTAMENTO ESTATAL DE SERVICIOS DE SALUD DE TEXAS V [ ool o o ¥ B o P o
REGISTRO DE INMUNIZACION (ImmTrac) A A N e S N
FORMULARIO DE CONSENTIMIENTO PARA MENORES Twcias Immwnization Reletry

(Favor de escribir claramente con letra de molde)

For Clinic/Office Use

Apellido del Nifio(a)
Nombre del Nifio(a) Segundo Nombre del Nifio(a)

/ / *Solamente nifios menores de 18 afios. Género: [] Masculino [] Femenino
Fecha de Nacimiento del Nifio(a)
Direccién del Nifio(a), Calle Apartamento # Teléfono
Ciudad Estado Cadigo Postal Municipio
Nombre de la Madre Apellido de Soltera de la Madre

El registro de inmunizacién (ImmTrac) de Texas, es un servicio gratis que proporciona el Departamento Estatal de Servicios de Salud (DSHS).
El registro de inmunizacion es un servicio seguro y confidencial que consolida y guarda el récord de inmunizaciones de su nifio(a) (menor de
18 afios de edad). Con su consentimiento, la informacién de la inmunizacidn de su nifio(a) sera incluida en ImmTrac. Los doctores,
departamentos de salud publica, escuelas y otros profesionales autorizados pueden tener acceso al historial de inmunizacién de su nifio(a) para
asegurar que las vacunas importantes no le falten.

El Departamento Estatal de Servicios de Salud le anima a participar voluntariamente en el registro de inmunizacién de Texas.

Consentimiento Para Registrar al Menor y Dar a Conocer los Documentos de Inmunizacion a las Entidades Autorizadas
Entiendo que, con mi consentimiento a continuacion, autorizo que se dé a conocer la informacion de inmunizacion del menor al DSHS, y
ademas entiendo que el DSHS incluira esta informacion en el registro central de inmunizacion del estado (“ImmTrac™). Una vez que la
informacion del menor esté en ImmTrac, por ley la puede acceder:
o el distrito de salud puablica o el departamento de salud local, para propdsitos de salud publica dentro de sus areas de jurisdiccion;
¢ el médico, o algun otro médico o proveedor de atencion de salud legalmente autorizado para administrar vacunas, en el tratamiento del
menor como paciente;
o |a agencia estatal que tenga la custodia legal del menor;
o |a escuela o la guarderia de Texas en que el menor esté inscrito;
o el pagador, actualmente autorizado por el Departamento del Seguro de Texas para operar en Texas, con respecto a la cobertura del
menor.
Entiendo que puedo retirar este consentimiento para incluir informacion sobre el menor en el Registro de ImmTrac y mi consentimiento para
dar a conocer la informacién del registro en cualquier momento mediante comunicacion escrita a Texas Department of State Health Services,
ImmTrac Group — MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

Al firmar abajo, YO AUTORIZO el consentimiento para registrarlo. Deseo INCLUIR la informacién de mi nifio(a) en el
registro de inmunizacion de Texas.

Alguno de los padres, tutor legal o administrador de bienes:

Escriba con letra de molde

Fecha Firma

Notificacién Sobre Privacidad: Tan solo por unas cuantas excepciones, usted tiene el derecho de solicitar y de ser informado sobre la informacion que el Estado de Texas retine sobre
usted. A usted se le debe conceder el derecho de recibir y revisar la informacién al requerirla. Usted también tiene el derecho de pedir que la agencia estatal corrija cualquier informacion
que se ha determinado sea incorrecta. Dirfjase a http://www.dshs.state.tx.us para mas informacion sobre la Notificacion sobre privacidad. (Referencia: Government Code, seccién
552.021, 552.023, 559.003 y 559.004)

¢ Tiene preguntas? (800) 252-9152 e (512) 458-7284 e www.ImmTrac.com Stock No. C-7
Texas Department of State Health Services ¢ ImmTrac Group — MC 1946 e P.O. Box 149347 e Austin, TX 78714-9347 Revised 05/27/11

**
l* y TEXAS t PROVIDERS REGISTERED WITH ImmTrac — Please enter client

Department of information in ImmTrac and affirm that consent has been granted.
State Health Services DO NOT fax to ImmTrac. Retain this form in your client’s record.




Brazoria County Health Department
Alvin Angleton Clute
(281) 585-3024 (979) 864-1484 (979) 265-4446
Manvel Pearland Brazoria
(281) 756-2440 (281) 485-5344 (979) 798-5806

Form only for females 9 years and older.

Chicken Pox (Varicella)

Measles, Mumps and Rubella (MMR)

Meningococcal Conjugate ((MCV4)

Tdap/TD

Human Papillomavirus Vaccine (HPV)

Polio (IPV)

]
]
]
]
]
]
]

Pregnant women should not receive these vaccines because it is unknown whether
they might cause harm to your unborn baby.

Hepatitis A (HepA)

Please take extra care in reading the Vaccine information sheet for further information

L] 1 AMPREGNANT.

L] ramNoT PREGNANT, | WANT THE IMMUNIZATION LISTED
ABOVE AND | UNDERSTAND THAT | MUST WAIT AT LEAST 3
MONTHS BEFORE BECOMING PREGNANT.

Date: Patient Signature:

Parent/Guardian Signature:

REVISED 8/10/2011
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