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Section A (please print clearly) 

First Name:_________________________________ Last Name: _________________________________  DOB:_____________ 
Gender:Male     Female        Other:__________________________________________
Home Address:____________________________________ City______________________ State____________ Zip___________ 
Cell Phone #: __________________________ Alternate Phone #: ____________________________ 
UH will send immunization information from this visit to your primary care provider (PCP) using the contact information below. 
Do you have a PCP?   No    Yes   PCP: ____________________________ Phone Number: _______________________________ 

Immunization requested (Office Use Only): 

Section B: Primary Insurance Information: (please print clearly) 

Name of Primary Insurance:__________________________________________________Telephone #: ______________________ 
Subscriber Last Name: ______________________________Subscriber First Name: ___________________________MI:________ 
Subscriber DOB: ____________________________ Relationship to Patient:  Parent      Legal Guardian      Other:_________           
Policy ID/Member #:_________________________ Group #: _____________________ Co-Payment: ____________
Claim Address:____________________________________City:_____________________________State:________ Zip:_________

Section C (The following questions will help us determine your eligibility to be immunized today)
Circle: 

1. Is the person to be immunized feeling sick today or do they have a moderate to high fever? YES    NO 

2. Does the person to be immunized have allergies to medications, food components, immunization components, or latex?        YES    NO
 Ex.:  bovine protein, gelatin, gentamicin, polymyxin, neomycin, phenol, yeast, thimerosal 

3. Does the person to be immunized have a chronic condition or long-term health problem? YES    NO 
 Ex.: heart disease, lung disease, asthma, kidney disease, diabetes, blood disorders, or is the patient a smoker? 

4. Has the person to be immunized ever had a serious reaction after receiving an immunization?   YES    NO 
5. Has the person to be immunized ever had a seizure disorder, brain disorder, Guilliain-Barre Syndrome,

or a nervous system problem?   YES    NO 

6. Is the person to be immunized pregnant, considering becoming pregnant in the next month, or breast feeding?  YES    NO 

 TO BE USED FOR MOBILE IMMUNIZATION DRIVES 
MEDICAL RECORD DOWNTIME FORM

7. Is the person to be immunized immunocompromised or on a medicine that affects their immune system?  YES    NO 

Mobile Immunization  Screening & Consent 
(Mobile, Pharmacy and School Based Clinics)

HIM#017 Mobile Immunization Administration Services 
Rev. 10/2023    Exp. 10/2026  Page 1 of 2

[ ] Chickenpox/Varicella 
[ ] COVID-19
[ ] Diptheria, Tetanus, Pertussis (DTaP) 
[ ] Haemophilus Influenza type B conjugate (Hib) 
[ ] Hepatitis A (Hep A) 
[ ] Hepatitis B (Hep B) 
[ ] Hepatitis B Immunoglobulin (IG) 
[ ] Human papillomavirus (HPV9) 
[ ] Influenza (inactivated) 
[ ] (DTaP-IPV) 
[ ] Meningococcal (MCV4) 
[ ] Meningococcal type B
[ ] Measles, Mumps, Rubella, Varicella (MMRV) 
[ ] Measles, Mumps, Rubella (MMR) 

[ ] (DTaP-HepB-IPV) 
[ ] (DTaP-Hib-IPV)   
[ ] Pneumococcal Conjugate PCV15/PCV20 
[ ] Pneumococcal Polysaccharide/PPSV23
[ ] Polio (IPV) 
[ ] Rabies 
[ ] Respiratory Syncytial Virus (RSV) 
[ ] RSV Monoclonal Antibody
[ ] Rotavirus 
[ ] Shingles/Zoster 
[ ] Tetanus, Diphtheria, Pertussis (Tdap) 
[ ] Tetanus, Diptheria (Td)
[ ]Other____________________________________ 

PATIENT LABEL 

If pregnant, what is the gestational age? _________________________
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 Section F (Please read the section below carefully and sign and date acknowledging that you understand and agree) 

8. When was the patient's last COVID-19 immunization? __________________________

9. Has the patient received the ACAM2000 or JYNNEOS immunization(s) within the past 4 weeks?

YES  NO 

11.  Does the patient have a history of multi-system inflammatory syndrome, pericarditis, or myocarditis? YES  NO 

Section E  (MMR SPECIFIC QUESTIONS) 

12. Has the patient had a blood transfusion or received other blood products in the past 90 days?

13. Has the patient been given any other immunizations in the past 4 weeks? 

YES  NO 

YES  NO 

Imunuization Administrator Name (print)  ______________________________ Immunization Administratior Signature____________________ 

Intern Name (print)  _______________________________ Address: ________________________________ Administration Date: ______________ 

Immunization Lot# Exp Date Manufacturer NDC Dosage Site  Route VIS Pub Date VIS Date Given 

LA    RA SQ    IM 
LA    RA SQ    IM 
LA    RA SQ    IM 

Section G  (The following section is to be completed by the health care provider only) 

INITIALS:______ I hereby give my consent to UH to administer the immunization(s) I have requested above. I understand the benefits and risks 
of receiving this immunization and have received, read and/or had explained to me the Information Statement on the immunization(s) I have 
elected to receive.  I acknowledge that I have had a chance to ask questions and that such questions were answered to my satisfaction.  I 
acknowledge that I have been advised to remain near the immunization location for approximately 20 minutes after administration for 
observation by the administering healthcare provider.  On behalf of  myself, my heirs, and personal representatives, I fully release and discharge 
UH , its staff, agents, affiliates, officers, directors and employees from any and all liabilities or claims whether known or unknown arising in any 
way related to the administration of the immunization(s) listed above.         
INITIALS:______ I understand the purposes/benefits of my state’s immunization registry and acknowledge that, depending upon my state law,  
may prevent disclosure of my immunization to the state registry with a signed Opt-Out.
INITIALS:______ I assign payment of authorized insurance benefits due to me to be paid to University Health.  I consent to the release of 
medical information when necessary for billing, reimbursement, and medical protocol.       
INITIALS:______ I am aware an immunization certified student pharmacist or nurse might be administering this immunization.

Patient/Parent/Legal Guardian Printed Name:________________________________________________________________  

Signature: ___________________________________________________________     Date: _________________________

Parent/Legal Guardian Information (If Applicable): 

Relationship to Patient:  Parent      Legal Guardian      Other: _________________________________ Date of Birth: _______________  

Email Address: ____________________________________________________     

HIM#017 Mobile Immunization Administration Services 
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 TO BE USED FOR MOBILE IMMUNIZATION DRIVES 
MEDICAL RECORD DOWNTIME FORM

Mobile Immunization Administration Services 
(Mobile, Pharmacy and School Based Clinics)

PATIENT LABEL 

YES  NO 

10. Does the patient currently have COVID-19 or have they had it in the last 90 days?

Section D (COVID IMMUNIZATION SPECIFIC QUESTIONS)
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