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Please Type or Print
Physician:  



   Last Name
First Name
M.I.

Medical License Number:  ________________________ NPI Number:  _________________________________

Clinic Name:  _________________________________________________________ County:  ________________
Vaccine 

Delivery Address:  



        Street
               Suite                               City
 
   Zip

Mailing Address:  


(if different)
        Street
               Suite                               City
 
   Zip

Telephone:  (________)___________________________________ Fax:  (________)______________________


     Area Code
            Area Code

VFC Contact Name: 



             Last
    First                                                       Title

VFC Contact E-mail Address:














To participate in the Vaccines for Children (VFC) Program and receive federally procured vaccine provided to my facility at no cost, I, on behalf of myself and all the practitioners, nurses and others associated with this medical office, group practice, managed care organization, community/migrant/rural clinic, health department, or other health delivery facility of which I am the physician-in-chief or equivalent, agree to do the following:

1.
Screen patients and administer VFC Program vaccine only to a child less than 19 years of age who qualifies under one or more of the following categories:  a) is an American Indian or Alaskan Native; b) enrolled in Medicaid; c) has no health insurance; or d) has health insurance that has no immunization coverage.  
2.
Administer VFC vaccine only to eligible children in accordance with the immunization schedule, dosages and contraindications established by the Advisory Committee on Immunization Practices (ACIP) and the VFC resolutions issued by the ACIP. Any exceptions to these guidelines must be based on: a) my medical judgment, in accordance with accepted medical practice; or b) a reasonable belief that a specific requirement contradicts the law in my state pertaining to religious or other exemptions.

3.
Maintain parent/guardian responses on VFC eligibility status for a period of at least 3 years. Release of such records will be bound by the privacy protections of federal Medicaid law. If requested, I will make such records available to the state or the Department of Health and Human Services (DHHS).

4.
Report immunization records of any child born after January 1, 1994, and seen in my practice to the Michigan Care Improvement Registry (MCIR) according to the provisions of Public Health Act 540 of 1996 (within 72 hours). The local health department (LHD) may view and generate MCIR reports for my practice.  

5.
Use the state’s Official Certificate of Immunization (green immunization record card) or a printed record from the MCIR to record doses of vaccine administered for the patient’s personal record.

6.
Provide a current Vaccine Information Statement (VIS) that includes the MCIR statement for each vaccine given and maintain records in accordance with the National Childhood Vaccine Injury Act, which includes reporting clinically significant adverse events to the Vaccine Adverse Event Reporting System (VAERS). 
7.
Not impose a charge for the cost of the vaccine.
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8.
Not impose a charge for the administration of vaccine to VFC eligible patients that is higher than the maximum fee of $16.75 per injection as established by DHHS.

9. 
Not deny administration of a federally procured vaccine to a child because the child’s parent, guardian or individual of record is unable to pay the administration fee.

10. 
Comply with the requirements for ordering and vaccine accountability. Agree to operate within the VFC Program in a manner intended to avoid fraud and abuse. Use of the MCIR is required with Centralized Ordering and Distribution (COD). Allow Michigan Department of Community Health (MDCH) and LHD staff access to my MCIR VIM for vaccine accountability purposes.

11.
Share immunization records of any child seen in my practice with the local health department upon request.  The local health department will share with my practice immunization records of any children seen by them who enter my practice.

12. 
Comply with the Centers for Disease Control and Prevention’s (CDC) Recommendations for Handling and Storage of Vaccines. In the event that vaccines obtained through the programs are wasted due to expiration, negligence and/or improper vaccine storage and handling practices, my practice will reimburse the Michigan Department of Community Health (MDCH) for the replacement cost of vaccines wasted.

13.
Allow the local (or state) health department to conduct a CDC-based VFC site visit, including: a) access to 30 patient charts for a review of immunization documentation and eligibility screening, and b) chart reviews related to AFIX quality assurance activities. Agree to work with the local health department to implement any corrective actions as a result of the site visit.

14.
Follow appropriate vaccine management procedures such as submitting doses administered reports, ending inventory reports, and temperature logs to the LHD; using certified thermometers and maintaining appropriate temperatures in refrigerators and freezers where vaccine is stored; monitoring refrigerator and freezer temperatures twice daily in units where vaccine is stored; and notifying the LHD when state-supplied vaccine has been wasted or will expire within six months.

15.
Document according to Statute 42 US Code 300aa-25 and CDC requirements (see Section II, page 23).

Federal regulation 45 CFR 92.35 prohibits MDCH and its subrecipients from contracting with, or making subawards to, any party that is suspended or debarred. My signature below certifies that I, as well as all additional providers listed on page three (3) of this enrollment form (as verified under www.epls.gov), am not suspended or debarred from receiving Federal contracts and/or Federal financial and nonfinancial assistance and benefits. 
I may terminate this agreement at any time. The State may terminate this agreement at any time if I fail to comply with the above requirements. Upon termination, I agree to timely and appropriately return all publicly provided vaccines to MDCH. 

Physician (Please print or type Physician’s name                                       Title (MD, DO) 
Physician’s signature                                                                                    Date
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Additional Providers Within the Practice

Please print or type the names and medical license numbers of the other healthcare providers who may administer vaccine (attach additional copies of this form if needed). It is not necessary to include the names of all staff who may administer vaccine, but rather, only those who possess a medical license or are authorized to write prescriptions. The primary physician (who signs the enrollment agreement) should ensure that all licensed staff are not suspended or debarred from receiving Federal contracts and/or Federal financial and nonfinancial assistance and benefits by verifying their license at the Excluded Parties List System (EPLS) website – www.epls.gov.
If there are no additional providers within the practice, check here: ( 

1)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

2)_____________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

3)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

4)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

5)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

6)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

7)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number

8)______________________________
____________________________
___________________________
___________________
Last Name, First, M.I.
Medical License No.
Title (MD, DO, NP, PA)
Practice Specialty



(Provider must have prescription
(Peds, Family Medicine,


____________________________
writing privileges)
GP, Other (Specify))


NPI Number
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MDCH Use Only: All medical license numbers checked and verified by 













                     Initials                Date
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Type of Facility (check the box that best describes your facility):
	 FORMCHECKBOX 

	Public Health Department
	 FORMCHECKBOX 

	Federally Qualified Health Center (FQHC)*

	 FORMCHECKBOX 

	Public Health Department Satellite Clinic
	 FORMCHECKBOX 

	Rural Health Clinic (RHC)*

	 FORMCHECKBOX 

	Public Hospital
	 FORMCHECKBOX 

	School-based Clinic 

	 FORMCHECKBOX 

	Private Practice (Individual or group)
	 FORMCHECKBOX 

	Teen Health Center

	 FORMCHECKBOX 

	Tribal Health Center
	 FORMCHECKBOX 

	OB/GYN

	 FORMCHECKBOX 

	Correctional Facility
	 FORMCHECKBOX 

	Other _______________________________


* 
FQHCs and RHCs are health care clinics that have applied for and received federal approval to serve medically under-served populations using federal grant funds.
Provider Profile (see Section IV – page 3 for instructions)

The numbers under the Provider Profile are used to develop annual population estimates that are submitted to and used by CDC to determine Michigan’s annual allocation of VFC funds. The aggregate numbers are also used to compare estimated vaccine needs with actual vaccine supply. The following information must be based on data rather than estimates and should reflect the number of children expected to be served in a year. In the case of a new practice, the profile may be estimated but the rationale for the estimate must be stated.  

	Eligibility Criteria*
	Age in Years

	
	<1
	1 – 6
	7 – 18
	TOTAL

	Enrolled in Medicaid
	
	
	
	

	Uninsured
	
	
	
	

	American Indian/Alaska Native
	
	
	
	

	Underinsured (insurance with no immunization coverage)
	
	
	
	

	Fully Insured/Private Pay (includes 

MI-Child)
	
	
	
	

	ANNUAL TOTALS 
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Local Health Department use only
Annual Agreement/Memo of Understanding 
The Annual/Standing Agreement/Memo of Understanding has been signed with our Emergency Alternate Vaccine Storage Facility for alternate storage of LHD vaccines.
Facility Name







Contact Person





______







Local Health Department Representative



Date
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Clinic/Site Delivery Hours:
	Monday
	_______
	AM
	to
	_______
	PM
	Closed for lunch from: ________________

	Tuesday
	_______
	AM
	to
	_______
	PM
	Closed for lunch from: ________________

	Wednesday
	_______
	AM
	to
	_______
	PM
	Closed for lunch from: ________________

	Thursday
	_______
	AM
	to
	_______
	PM
	Closed for lunch from: ________________

	Friday
	_______
	AM
	to
	_______
	PM
	Closed for lunch from: ________________


Provider Storage Capacity (required for ALL 2011/2012 enrollments)

All providers must have the appropriate equipment to store VFC vaccine. Based on the examples below, please indicate with an X in the first column which refrigerator and/or freezer unit(s) best resembles the unit(s) found in your practice:





Varicella (frozen vaccine) Certification:

This provider has the appropriate freezer equipment necessary to store varicella-containing vaccine. The provider has been educated regarding the correct procedures to follow in storing and handling varicella-containing vaccine and is eligible to receive varicella-containing vaccine shipments.

Local Health Department Representative



Date
MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____














Small Refrigerator


(NO FREEZER COMPARTMENT)


4 – 6 cubic ft of storage


Up to 200 doses of vaccine, single door

















Commercial Refrigerator


25+ cubic ft of storage


900 to 2,000 doses of vaccine, single or multiple doors

















Small Household Refrigerator


8 – 11 cubic ft of storage


200 to 400 doses of vaccine, separate doors

















Small Freezer


2 – 2.5 cubic ft of storage


Up to 100 doses of vaccine

















Regular Household Refrigerator


15 – 25 cubic ft of storage


400 to 900 doses of vaccine, separate doors

















Freezer Chest or Large Commercial Freezer


15 – 20 cubic ft of storage


500 – 900 doses of vaccine














Per CDC requirements, dorm refrigerator units with an interior freezer section are not acceptable for the permanent storage of VFC vaccines. 











