Influenza Vaccine Consent Form

PATIENT INFORMATION

Patient’s LEGAL Last Name:

Patient’s LEGAL First Name:

Phone Number: Age:

Birthdate:

Street Address:

City:

County: State:

Zip Code:

Assigned sex at birth:

Race: (Select one or more)

O AS-Asian/Pacific Islander/Other

O BL-Black or African American O CH-Chinese

[ Female [ Male
Are you Hispanic or Latino 0O CA-Caucasian (White)/Mexican/Puerto Rican O FI-Filipino 0 HA-Hawaiian
 Yes ' No O IN-Native American/Alaska Native 00 JA-Japanese
- - 0 NW-Other Non-White 0 UN-Unknown
Insurance Company or Medicare: ID#: Group# (Insurance Only): | Primary Physician:
VACCINATION SCREENING QUESTIONNAIRE
1. Do you have a serious allergy to eggs? [ Yes [1No
2. Do you have any other serious allergies? Please list: [1Yes [1No
3. Have you ever had a serious reaction to a previous dose of flu vaccine? [JYes [JNo
4. Have you ever had Guillain-Barré Syndrome (a type of temporary severe muscle weakness) within 6 weeks after Vs ' No
receiving a flu vaccine?
5. Have you received any other vaccine in the past 14 days? List: O Yes [ No
6. Are you breastfeeding? [0Yes [INo [IN/A
7. Are you pregnant or have a chance of becoming pregnant within the next month? OYes [No ON/A

Please read and check each of the following statements then sign.
O | have been offered a copy of the most current Vaccine Information Sheet, whether accepted or not. | have read or had explained to me the
information on the Information Sheet, including the possible adverse reactions, the components of the vaccine, the possible risks, and what to

do after the vaccination.

O | ask that the vaccine be given to me or to the adult named above for whom | am authorized to make this request. | consent to the inclusion of
this immunization data in the Kansas Immunization Registry for myself or on behalf of the above-named person.

O 1do hereby solemnly swear that | have legal custody of the minor named above. | grant authorization and consent for Salina Family Healthcare
Center to administer influenza vaccine to the above named minor and provide medical evaluation and treatment throughout the vaccine
process, including administration of medications and calling EMS for transport to the nearest emergency department.

Signature of Patient or Parent/Guardian:

Staff use only:

Date:
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SALINA FAMILY HEALTHCARE CENTER Chart #:
NEW & ANNUAL PATIENT ACKNOWLEDGEMENT AND CONSENT FORM

Legal Name: DOB:

Assignment of Benefits and Authorization to Release Medical Information:

I request that payment of authorized benefits from Medicare, Medicaid, and/or any insurance carrier applicable, be made
to me, or on my behalf, to Salina Family Healthcare Center, for any services, including, but not limited to, telemedicine
and/or teledentistry, furnished to me and/or my dependent family members by my provider. I authorize any holder of
medical/dental information about me and/or my family members to release it to the Division of Family Services, the
Centers for Medicare and Medicaid Services (CMS), applicable insurer(s), and/or agent of these companies, and/or the
listed responsible person(s), and information needed to determine these benefits or the benefits for other related services.

Immunization Consent:

I give consent for my child to receive all immunizations recommended by the Center for Disease Control. I understand
that this clinic follows the Center for Disease Control’s guidelines for schedules, doses, and particular vaccines in
administering these immunizations. I understand that this consent is applicable if [ am filling out this form on behalf of
a minor child.

Financial Account Policy:
By my signature below, I am agreeing to the Financial Account policies set forth by Salina Family Healthcare Center. A
detailed description of the Financial Account Policy is available for all patients, upon request.

Disclosure of Insurance Coverage:

I have also disclosed all insurance coverage in effect at the time services were provided to me. I understand that failure
to inform Salina Family Healthcare Center of any third party insurance coverage will be considered fraud and I
understand that the clinic will prosecute to the fullest extent of the law.

Acknowledgement of Services:
By signing below, I acknowledge that Salina Family Healthcare Center provides an integrated care model where
behavioral health screenings and consults will be part of the patient-centered care provided.

Patient and Center Rights and Responsibilities:

I acknowledge that I have received a copy of Salina Family Healthcare Center’s Patient and Center Rights and
Responsibilities form. We ask you acknowledge your receipt of this document by signing below. You should keep a copy
of the Center’s Patient and Center Rights and Responsibilities; however, if you wish to receive another copy you may
request a copy at any time. The most current copy of Center’s Patient and Center

Rights and Responsibilities will be posted in our office. I acknowledge that I received a copy of Center’s Patient and
Center Rights and Responsibilities effective January 20, 2022.

Notice of Privacy Practices

Maintaining privacy of your health information is very important to us. You have been offered our Notice of Privacy
Practices. We ask you acknowledge your receipt of this Notice by signing below. You should keep a copy of the Notice;
however, if you wish to receive another copy you may request a copy at any time. The most current copy of this Notice will
be posted in our office as well as the website. | acknowledge that I was offered a copy of Center’s Notice of Privacy
Practices effective October 28. 2020.

Televideo visits

I consent to telemedicine visits, including medical, behavioral health, dental, pharmacy, eye care, and nursing visits. [ agree
to use the video-conferencing platform for virtual sessions. *All existing laws regarding your access to medical information
and copies of your medical records apply to this telemedicine consultation. All existing confidentiality protections under
federal and Kansas state law apply to information disclosed during this telemedicine consultation/appointment. You may
withhold or withdraw consent to the telemedicine consultation or appointment at any time without affecting your right to
future care or treatment, or risking the loss or withdrawal of any program benefits to which you would otherwise be entitled.
Video, audio, and/or photo recordings may be taken during the consultation, appointment, or service.

Patient/Legal Guardian Signature: Today’s Date:
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Form Processed by:




