L e MIDLAND COUNTY HEALTH DEPARTMENT
T _f3 ;ﬁ e CONFIDENTIAL CLlENT lNFORMATlON
‘ -*lt is your responsublhly to check with your health msurance company regardlng coverage of
.- specific vaccines. |You ¢an refer to our website for a llst of insurance comipanies thatwe - -
i participate with, Paymient is due at the time of service. ‘We accept cash, check, Visa, - . 00
7 MasterCard and Discover. You will be provided with a detailed receipt at the time of service for
- your insurance company or personal record. Most HSA accounts-are not-accepted.

G Neme_ . UpoBL o age | ClenD:

- Gender " SS8._ ~ © ° lasNameatBimn - . .. . "
i,5,-?:-,,.5_5:-Address e ‘j[i ... .. .. . HomePhone:( J.__
. .-‘fADoyouhaveanE—MailAddress? . S . . CellPhonei( )___

. Whar. is your Ethmcnty? ercle one Hrspamc, Non-Hxspamc

o Hj:What is your Race? ercle one Whrte, Amencan Indxan Afncan Amencan, Alwkan Natwe, Asran, Natxve
- Hawauan, ot Pacxﬁc Islander N ,

B What is your preferred language?

e Change of Address .
I have read and verrfy that the above address is correct Cllent’s Imtxals <
o »:'Check one of the followmg o
: . “Enrolled in Medrcard _
Enrolled in. Medlcare K
. No health insurance *

- Health Insurance with lmmumzatlon coverag Cvou may be responsible for the cost -

- of the vaccmes/admm Jees at the: time of servlce. You wrll be gtven a rececpt to submn to your S
“insurancé carrier). .

_ Health insurance but. lmmunlzatlons not covered
Co American Indlan or Alaskan Natwe

" Jf Employer Is Phyinfg, Provide E'ﬁiﬂqy‘er's m‘m L
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Iverlfythatthe above mformatlon lS accurate . jﬁi""
DL e :1:? s Chent Custodxal Parent or Guardlan Name (Please Prmt) B i::: RN

Chent, Custodial Parent or Guardian S:gnature , - i ,;' (Today’s Date)




_ Mldland County Health Department
COnsent for Serwces and Release of Informatlon

L ;;cnent Name

T Custodlal Parent Guardian or Cllent (crrcle one)

S S‘ign'atUre:A T T PP TOdfanSDElté"-'

i

- .::: :: 4::: DOB .-5.::: :: A..-E‘::: . Age _::: 3

e Midland County Health Department its 'employees or agents may provide applicable services, e'xami'nation_*
S _and/or dlagnostlc testmg or treatment. These services are. provnded confldentlally, on a voluntary basrs
: f:wnthout my bemg forced to accept any serwces or medlcatlons R

; :,‘l understand that mformatlon from my record may be shared W|th the members of my treatment team My " A )
: _treatment team will- be determmed by the services | receive, and may mclude but is not: Ilmlted to, a nurse, -

L custodxal parent or guardlan, unless the lnformatlon is otherW|se Iegally requ1red
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i
|
i

Y .

' :::'Prlnt Name of the Person authorlzmg consent. .

Lo

T 3 Clerk'slmtlals

- ::?nurse practltloner ordoctor. . In the event of an mfestatlon or .infection: of a school aged chlld my child’s __53 ‘
school may be contacted.- Chlldhood immunizations .may. be. shared W|th the Mlchlgan Chlldhood' o
Immumzatlon Reglstry Any other release of information. will requiré-a specific release, srgned by the cllent

; understand that | do not need to recelve famlly plannlng serwces to get other serwces or support from the'_ L
health department 'j‘. :' : :

:::'Mldland County Health Department may release elther verbally or in wntmg, mformatlon contalned in my;:'
~medical, social; or educational records, includirig.HiV, AIDS, or AIDS reIated mformatlon as‘is necessary forthe .
authonzatlon and payment of b|Ils for professnonal serv:ces

g I understand that I am respon5|ble for charges due the Health Department and that payment is expected at thei .
ﬂ'*tlmeofserwce S e T T

-:;.lf a Health Department employee is exposed to bIood or body qu1ds by puncture or consent to open skln or o L
" mucus membrane; ,the chent’s blood. may’ be tested for HlV and other mfectlous dlseases wrthout further' o
q"consent S ,l S : : . e

- :ff-As a partner in my hea|lth care, I understand that partlmpatlon and follow through is expected Serwces mayyfi : :jf-"
" be terminated. due. tornoncompllance Examples of noncompllance are: not belng at home two times for’ I

. ‘.fscheduled home v15|ts, failure to. pay fees for WhICh l am responsnble or fallure to follow a prescrlbed _
‘ ,treatment : . : S

'__ThlS authorlzatlon wnII contlnue in effect through the duratlon of servrce assocnated wnth thlS admussron or'_, L
condltlon, up to one year, or untll revoked |n wrltmg ' o o : o o



Screenlng Checkllst e T —
for Contralndlcatlons . omtcoranms, G R N
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to Vaccmes f'or Chlldren and Teens

_ _For parents[guardlans The followmg questlons will help us determme wh|ch vaccmes your chlld may
".: be given.to
- vaccihated

Do healthca_re

prov1der to explam it.

It just means additional questlons must be asked Ifa questlon is. not clear please ask your

U T e e

1. Isithe child ick ta_dgy.s, -

oo

s ‘ 2. Does the ChllCl have allelrgles to medlcatlons food a vaccme component or latex> L

',3 Hasthechlld hadasenous reactlontoavaccmemthe past’ LT

4 Does ‘the Chlld have a long-term health problem wnth lung, heart kldney or metabollc dlsease s
(e g., diabetes), asthma| a blood disorder, no spleeri, complemenit component deﬁcnency,
a cochlear lmplant or a\splnal ﬂund leak> ls he/she on long—term asplrln therapy>

El '-[m‘;'-;cl-.'m_" I

- 5. If the'child to be: vaccmated is 2 through 4 years ofage, has.a healthcare prov1der told you s
. -:f,that the chlld had wheelzmg or asthma in the past 12 months’ R T P

]

6. Ifyour,chlld_ is a baby, hlave you ever been .told he’ _or she.has had_ lntu55u5ceptlon?‘ T

alo. | -

L . v7,.;AHas the chlld a srblmg, ora parent had a selzure has the ch|ld had bram or other ol

" nervous S)lStem probler|ns> R 5 S i

-~ 10. In‘the past 3 L L o o
- as predmsone other ster0|ds or-anticancer drugs drugs for thie'treatment ofrheumatmd RS 11 B I R I B

~ e In. the past year has the child rece|ved a transfusion of blood or blood products or been co
v glven immune (gamma) globulln oran antWIral drugp ' . S

ff-arthrms Crohn s dlseas.:e, or psor|a5|s or had radlatlon treatments’ N

- 9_:.?'Does the ch|Id have a parent brother or S|ste'r'With an lmmune system problem> |5 R I I I |
months has the ch|ld taken medlcatlons that aﬁ"ect the i lmmune system such

" :‘1'4 12 1s the ch|ld/teen pregna

" . immunization.
., actioncoalition - . -

-~ JAC s

.‘next month>

nt or is there a chance she could become pregnant durlng the

.::i ]3,.;.Has the chlld recelved vac_crnatlons in the past4weeks> :: _',;_fj: ElE] []

" FORM CON

o FORM'REV«

" Didyou brin
It is import
o _,he'althcare

.+ it with you

- *_immunize.org”

: care or sch

ipLETEDBY_ - - 0 0 0 o 0 7 0 pATEL

IEWE‘D BY e Gl .:; . .::, - 'i:"' .:; S !'D-ATE;..

ngyour |mmun|zat|on record card W|th you’ j yes El no’ l:l

ant to have a personal record ofyour Chlld s vaccinations. Ifyou don’t have one, ask the Cl‘llld $

évery time you seek medical care for your child. Your ch|Id WIll need th|s document to enter day
ool, for employment or for mternatlonal travel Lo :

nnesota 65'I 647-9009 wwwrmmumze.org wwwvaccmemformatlon org

day Ifyou' ariswer “yes” to any question, it does not necessanly mean your child should notbe ~ .~

don't :. S
know‘

oo

‘ :8-.‘.Does the ch||d have cancer leukem|a, HIV/AIDS or any other |mmune system problem> i._ E] |:] - ._ [j:.‘

provnder to glve you one with all your: ch|ld s vaccinations onit. Keep itin a safe place and brlng e

L wwwmmumzeorg/catgd/p4060 pdf ltem #P4060 (10/20) o '



o _ffj,.f_Mldland County L
S :;;.Department of' Pubhc Health

: ::_:NOTICE OF PRIVACY PRACTICES

ACKNOWLEDGEMENT OF RECEIPT

-
-l
|
i

B 1 acknowledge that I was provrded thh a copy of the Mldland County Deparhnent of Pubhc , RN

T ::"-HealthNotlceofPrrvacyPractlces I ‘:':i i

o PaﬁentName(Prmlt) « PatrentSrgnature AR Date RN

1. .

If completed by a patlent’ s: personal representatrve, please prmt and srgn your name in the-_' B

| e e T space below

o
S

:4,.'Pet,éohi_‘,alR?PfgsenﬁﬁYe-(Bfiﬁt)':-: - Personal Representative’s Signature: . Date- . .~ s

Relatronshrp

o '-'For Mrdland County Department of Publrc Health use only
- 'representatwe ;

Slr have made a good farth effort to obtam a wntten acknowledgement of recerpt of Mldland

- Complete thls sectxon 1f thls form is not srgned and dated by the patlent or patxent’ 5 personal - S

“|: County: Department of Public Health Notrce of I’nvacy Practlces Acknowledgement, but was :“ | S -

8 _nnable for thelfollowmgreason }:1 B

'+ This form should be placed in thie patient’s medicalzecord



