
Patient Name:___________________________________________
Date of birth:___/___/_____     Record #________________
Allergies or Reactions:_________________________________________________
History of Chickenpox? YES or NO  If yes, date if known:___________________

PEDIATRIC IMMUNIZATION RECORD
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* Manufacturers:  M = Merck;  S = Sanofi Pasteur;  P = Pfizer;  G = GlaxoSmithKline;  N = Novartis
** VIS Language given, if not English: __________________________
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* Manufacturers:  M = Merck; S = Sanofi Pasteur; P = Pfizer; G = GlaxoSmithKline;  N = Novartis
** Sites:  LT = Left Thigh,  RT = Right Thigh,  LA = Left Arm,  RA = Right Arm
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Vaccines for Children (VFC) Program Eligibility
Check (in pencil) the current VFC eligibility status below:

Patient is privately insured and IS NOT eligible for the VFC Program.

Patient is Medicaid enrolled and IS eligible for VFC Program vaccines.

Patient is Uninsured and IS eligible for VFC Program vaccines.

Patient is Native American and IS eligible for VFC Program vaccines.

Patient is Underinsured and IS eligible for VFC Program vaccines at FQHC or RHC only.
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