
MCIR Seasonal Influenza/H1N1 Scan Form (SF7)
(SF&) (SF5)

Personal Information (Print clearly in capital letters and use black ink)

Date of Birth:
(mm-dd-yyyy) - - Sex:

Male

Female

County of
Residence
(MI Only)

Last

First

Street

City State

ZIP Code Phone ( ) -

numeric
 code

Medicaid Insurance

Name of Insurance:
Policy/Contract #:

Uninsured Under Insured Native American Medicare Part B-HICN #

 [ ]Employer Pay Name:   [ ]Tribe Name: 

(Specify type and attach a copy of card)

 [ ]Self Pay Amount $ [ ]Cash [ ]Check Staff Initials:

Eligibility/Insurance Information (Record and sign below)

Consent & Assignment of Benefits Agreement:  I request that the noted Healthcare Provider administer the
vaccination/medication and I further request that payment of authorized benefits be made to this Provider on behalf of any
services furnished to me by this Provider.  I understand that I am responsible for all applicable co-payments in accordance with
my health plan.  I also understand if in the event my health plan does not cover this service I may be responsible for payment
to the Provider.  I authorize the noted Healthcare Provider to release any medical information needed to determine these
benefits for related services.

Signature:Person to receive vaccine or person authorized to make request;If under 18-parent or guardian    Date:

X

Medicaid Plan:____________________________
#

(Specify the plan and Medicaid #)

Vaccine Administrator Signature/Title

X

Manufacturer: Lot Number:

Clinic Use Only (Please do not complete this section)

Provider ID U

Date on VIS

Site Route Dosage
RUA LUA RT   LT        Nasal IM SC PO

 H1N1 Vaccine 
        Code:

Date Vaccine(s) Administered
Date VIS Given:

(MM-DD-YYYY)

- -

Manufacturer: Lot Number: Date on VIS

 Site Route Dosage
RUA LUA RT       LT Nasal                   IM        SC           PO   IN

Clinic Name/Address

Seasonal Influenza
Live (Flu Mist)

Inactivated

Patient Screening Questionaire Completed?     Yes     No

Revision Date
Sept. 2009

Mail To:

38596



 

Client Name: _________________________________________________         Date of Birth: ____________________ 

(please print)         Last                                     First                                Middle Initial 
 

 

If any of the following health screening questions are not clear, leave it blank and a healthcare worker will explain it to you. 

Check each box YES or NO. YES NO 

1.  Is the client sick today?   

2.  Does the client have a serious allergy to eggs?   

3.  Does the client have any other serious allergies to medications, food, latex, or any vaccines?                            

4.  Has the client ever had a serious reaction to a previous dose of flu vaccine?   

5.  Has the client ever had Gullian-Barré syndrome (type of temporary severe muscle weakness) within 6 weeks 
          of receiving flu vaccine? 

  

6.   In the past 4 weeks has the client received any vaccinations?   

7.   Does client have any of the following: recurrent wheezing, asthma, diabetes (or other type of metabolic  
          disease), or disease of the lungs, heart, kidney, liver, nerves, or blood?  

  

8.   Is client on long-term aspirin or aspirin-containing therapy (example: daily dose of aspirin)?   

9.   Does the client have a weakened immune system (examples: from cancer, leukemia, AIDS, or on medications  
          for steroids or cancer)? 

  

10.  Is female client pregnant?   

11. Does client have close contact with a person who needs care in a protected environment (example: someone 
         who has recently had a bone marrow transplant)? 

  

12. Has client taken any influenza antiviral medications in the last week (example: Tamiflu, Relenza)?               

My signature below proves: 
• I have read or had explained to me the Vaccine Information Statement for the seasonal / H1N1 Influenza vaccine and 

understand the risks and benefits. 

• I consent to the administration of the seasonal / H1N1 vaccine to me or to the person for whom I am authorized to make 
this request.   

• I verify that all of the above information I supplied is correct to the best of my knowledge. 

• I have received the HIPAA privacy notice. 
 

 
    ____________________________________________________________________             _____________________________________________________________  

                       Signature of Client or Representative                                    Relationship to Client (if Representative) 

 
    ____________________________________________________________________                                               _________ /_________/__________ 

                             Printed Name (if Representative)                                                                              Date Signed 

For Office Use Only (do not write below this line) 
Healthcare provider comments: 
 
 

 

Refusal to Consent to Vaccination 
The healthcare worker has explained the purpose, risks and benefits, and possible consequences of not receiving seasonal / 

H1N1 vaccination.  I understand that I may change my mind later, accept full responsibility for any consequences of not being 

vaccinated, and acknowledge that I have read and understand this statement. 
 

_____________________________________    ____/____/____           _____________________________________    ____/____/____ 

  Signature of Client or Representative               Date Signed                         Signature of Healthcare Worker              Date Signed 
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