
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


PLACE LABEL HERE
CLINIC STAFF USE ONLY
Screening Checklist for Vaccines
The following questions will help us to determine which vaccines you may be given today.  Answering "yes" to any question does not necessarily mean that you cannot be vaccinated, it just means you will be asked additional questions.  Please ask your health care provider for assistance if you have any questions regarding this form or its content.  All information is kept confidential. 
 
1. Are you sick today?
2. Do you have allergies to medications, food, vaccine component or latex?
3. Do you have any long-term health problems with any of the following?  (Check any that apply):
6. Have you had any of the following treatments or conditions? (Check any that apply):
4. Do you smoke?
5. Do you have a weakened immune system due to any of the following? (Check any that apply):
7. During the past 12 months have you received a transfusion of blood or blood products, or been given immune (gamma) globulin or an antiviral drug?
8. Have you received any vaccinations in the past 4 weeks?
9. Have you had a skin test for tuberculosis (TB) in the past week, or plan to have the test (PPD)in the next month?
10. Have you ever fainted after receiving a vaccine or any other medical intervention?
11. Have you ever had a serious reaction after receiving a vaccination?
12. For Females ages 11-55 years:  Are you currently pregnant or do you have plans on becoming pregnant during the next month?
13. For Children ages 2-5 years:  Has a health care provider told you that the child had wheezing or asthma in the past 12 months?
14. For Babies:  Have you ever been told the baby has had intussusception (a bowel/intestinal emergency) ?
 
If available, please remember to bring your immunization records with you.   
We advise that you stay in the clinic area for 15-20 minutes after receiving vaccines so that we may assist you should you experience an adverse reaction.  
**DO NOT SIGN BELOW UNTIL YOU HAVE BEEN SEEN BY A HEALTHCARE PROVIDER AND REVIEWED THIS INFORMATON**
MONROE COUNTY DEPARTMENT OF PUBLIC HEALTH
IMMUNIZATION CLINIC 
111 WESTFALL ROAD  ROCHESTER, NY 14620
(585) 753-5150
Please complete the information below.  
Please bring in a valid photo ID with you to the clinic. 
Please bring your insurance card with you, if applicable. 
Upon your arrival you will be given an estimated time that you will be seen by a health care provider.  
 
Once you have completed these forms you can submit them via fax by using the PRINT FORM button and sending to (585) 753-5160
or 
by email by using the SUBMIT BY EMAIL button in the upper right hand corner of this form. 
 
**Do not sign the form until you have been seen by the provider.**
INSURANCE INFORMATION
Please complete the insurance information section or check the box below if you do not have insurance coverage.
**If you do not have a primary care provider then please write "NONE"
PLEASE READ:  By signing below you are indicating that you have read and understood the following:
> I have been given the appropriate vaccine information statements and received counseling for the vaccines that I have requested.  I have had an opportunity to ask questions which have been answered to my satisfaction. I understand the risks and benefits of the vaccine(s) and request that the vaccine(s) be administered to me or to the person for whom I am authorized to give consent. 
> As a general precaution, females of childbearing age are advised not to receive live vaccines if they may be pregnant or plan to become pregnant within 1 month of the vaccination.  The live vaccines include measles/mumps/rubella, varicella, zoster vaccine and nasal flu mist.
> I consent to allow the Monroe County Department of Public Health to bill my insurance, if appropriate. I understand that for certain vaccines for adults I may be liable for the balance if my insurance company does not cover the full charge.
> I give permission to share this record with my or my child's physician, school, or insurance provider, if appropriate.  
**STAFF USE ONLY:  Clinic staff should check all that apply every visit.  If fees/co-pays are charged to adults at the time of visit indicate the amount below: 
VFC ELIGIBILITY (CHECK ALL THAT APPLY):
DATE:
INSURANCE
NYS >18 ADULT	
GRANT ADULT
% SFS/FEE ADULT	
CO-PAY ADULT
FULL FEE ADULT	
INTERPRETER (minutes used)
NYSIIS CONSENT ADULT
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