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Teen health centers, STD clinics, and family planning clinics that would like to enroll in the High Risk Hepatitis A & B Program should complete this form if they are not already enrolled in the VFC Program. 

Please Type or Print

Name of Clinic:



Physician:




Last Name
First
M.I.

Medical License Number: ______________________NPI Number: 


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 Name
First
Title

VFC Contact E-mail Address:




Facility Type:   ( Teen Health Center      (  STD Clinic       ( Family Planning Clinic

To participate in the High Risk Hepatitis A & B Program and receive vaccines at no cost from the local health department, I agree, on behalf of myself and any and all practitioners associated with this medical office, group practice, health maintenance organization, health department, community/migrant/rural clinic, or other entity of which I am the physician-in-chief or equivalent, to do the following:  

1.   Comply with the appropriate immunization schedule, dosage, and contraindications that are

      established by the Department of Health and Human Services’ (DHHS) Advisory Committee on

      Immunization Practices (ACIP), unless:  (a) in making a medical judgment in accordance with

      accepted medical practice, I deem such compliance to be medically inappropriate, or (b) the

      particular requirement is not in compliance with the laws of my state, including state laws relating to

      religious or other exemptions.

2.   Provide a current Vaccine Information Statement (VIS) that includes the Michigan Care Improvement

      Registry (MCIR) statement and maintain records in accordance with the National Childhood Vaccine

      Injury Act (NCIVA), which includes reporting clinically significant adverse events to the Vaccine 
     Adverse Event Reporting Systems (VAERS). 
3. Not impose a charge for the cost of the vaccine.
4.
Charge a fair and reasonable fee for the administration of the vaccine. In the event that a patient is unable to pay the fee, I will not deny administration of a publicly procured vaccine.
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5.  Comply with the state’s 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).      
6. Account for all VFC doses of vaccine received and administered to patients in my practice using an electronic method or paper reporting forms from the local health department. Reports are to be made to the local health department monthly. My office can order additional doses of vaccine at the time I provide the local health department with the required forms.

7. 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 program are wasted due to expiration, negligence and/or improper vaccine storage and handling practices, my clinic/practice will reimburse the Michigan Department of Community Health (MDCH) for the replacement cost of vaccines wasted.

8. Administer High Risk Hepatitis A & B Program-purchased vaccine only according to the program criteria (see Section II -Page 6).

9. Maintain records of the patient’s High Risk Hepatitis A & B Program eligibility for a period of not less than three years. Release of such records will be bound by the privacy protection of federal Medicaid law. If requested, I will make such records available to the local health department, the state, or DHHS.

10. 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.

11. Allow the local health department to conduct a CDC-based site visit for a review of immunization documentation and eligibility screening. Agree to work with the local health department to implement any corrective actions as a result of the site visit.

12. Follow appropriate vaccine management procedures such as submitting doses administered reports, ending inventory reports, and temperature logs to the local health department (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 local health department when state-supplied vaccine has been wasted or will expire within six months

13. Document according to Statute 42 US Code 300aa-25 and CDC requirements (Section II - Page 23).

I may terminate this agreement at any time. The State may terminate this agreement at any time if I fail to comply with these requirements. Upon termination, I agree to properly return all publicly provided vaccines to the local health department.

Physician (Please print or type Physician’s name)                                      Title (MD, DO)     










          




      Physician’s signature                                                                                   Date
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Provider Profile
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. 

Profile Table: The following information must be based on data rather than estimates and should reflect the number of persons expected to be served in a year.  Suggest generating MCIR “Doses Administered Report” for past year with MI-VRP eligibility, 19 years and older to determine numbers for table below.

	Eligibility Criteria
	<19

years
	19 years & older
	TOTAL

	Number of people needing Hepatitis A vaccine
	
	
	

	Number of people needing Hepatitis B vaccine
	
	
	

	ANNUAL TOTALS
	
	
	


      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: ________________



     MDCH Use Only: Medical license number checked and verified by _______________________










     Initials                      Date
MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____








MCIR SITE ID#





    ___________________________________





VFC PIN # 





   _____  _____  _____  _____  _____  _____











