
                                                             SOUTHEAST KANSAS MULTI-COUNTY HEALTH DEPARTMENTS 

VACCINE CONSENT FORM 
 
 

 
 

I have been offered or provided, whether accepted or not, a copy of the “Vaccine 
Information Statements” (VIS) for the vaccines I am to receive today. I have read, or 
have had explained to me, the information in the VIS. My questions have been answered 
satisfactorily and I ask that the vaccine series be given to me or the person named 
below for whom I am authorized to make this request. I authorize any holder of medical 
information about me to be released to the Health Care Financing Administration and its 

agents any information needed to determine these benefits or the benefits payable for related services. I acknowledge 
that a Notice of Privacy Practices is on file at the SEK Multi County Health Department with the effective date of 4-14-
2003 and that a copy will be made available to me if I so desire. 

 

 

Last Name,                           First Name                              Age                       Date of Birth                   Grade 
 

Street Address                                         City                              County              State                     Zip Code 
 

__________________________________     ___Male  ___Female __________________________________ 
Home Phone Number                                                                                             Physician 

My child has insurance:     YES           NO  
Insurance Information: 

 
Insurance Company:_________________________________ID#___________________________ 

Subscriber Name:___________________________________DOB__________________________ 

Relationship to patient:____________________________________________________________ 

 

The SEK Multi County Health Department can bill the following insurance carriers: 
Blue Cross Blue Shield, Cigna, United Healthcare and Medicaid(KanCare).  

 

If we bill your insurance and they do not pay you will be responsible for the full amount billed 
to your insurance. 

 

If you are unsure if your insurance will pay, please call the number on the back of your insurance card prior to 
sending this form back to school. 

 

If your child is covered by an insurance company not listed above, please schedule an appointment with your 
child’s physician to receive the vaccine.  

 

Uninsured clients will have a fee of $20.26, per injection, due at time of service 
 

VACCINE I CONSENT FOR MY CHILD TO RECEIVE THIS VACCINE 

Please mark below the vaccine that you would like your child to receive.  

Flu  

Hep A  

TDap  

Meningococcal  

HPV (3 shot series)  

 

 

Parent/Guardian Signature:____________________________________Date:________________ 

 



411 N. Washington, Iola, KS  66749, 620-365-2191                                     301 S. Vine, Garnett, KS 66032, 785-448-6559 
524 S. Lowman, Fort Scott, KS 66701, 620-223-4464                 120 W. Rutledge, Yates Center, KS 66783, 620-625-2484 

Revised 9/11/2019 

*******Please Complete the Screening Questionnaire on this Page****** 
The following questions will help us determine if there is any reason we should not give your child vaccinations 
today. If you answer yes to any question, it does not necessarily mean your child should not be vaccinated. It 
just means additional questions must be asked. If a question is not clear, please call the SEK County Health 
Department. 
 YES NO DON’T 

KNOW 

Is the person to be vaccinated currently sick or experiencing a high fever?    

Has the person to be vaccinated had a serious reaction to a vaccine in the past?    

Does the person to be vaccinated have any allergies that produce a severe (anaphylactic) 

reaction? Does the patient have allergies to medications, food, a vaccine component, or latex? 

   

Has the patient had a health problem with lung, heart, kidney or metabolic disease (e.g., 

diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy? 

   

If the patient to be vaccinated is between the ages of 2 and 4 years, has a healthcare provider told 

you that the child had wheezing or asthma in the past 12 months? 

   

Has the person to be vaccinated, sibling, or parent had a seizure or other neurological problem?    

If the patient is a baby, have you ever been told he or she has had intussusceptions?    

Does the patient have cancer, leukemia, HIV/AIDS, or any other immune system problem?    

In the past 3 months, has the person taken cortisone, prednisone, other steroids, or anti-cancer 

drugs, or had x-ray treatments? 

   

In the past year, has the patient received a transfusion of blood or blood products, or been given 

immune (gamma) globulin or an antiviral drug? 

   

Has the patient received vaccinations in the past 4 weeks?    

Is the person to be vaccinated pregnant or thinking of becoming pregnant within the next three 

months? 

   

 

************HEALTH DEPARTMENT USE ONLY************ 

VACCINE DOSE EXT SITE ROUTE VIS DATE MFG/ LOT# EXP DATE 

Flu 0.5ml RT    LT DELTOID        IM 8/19/2014   

Hep A 0.5ml RT    LT DELTOID   IM 07/20/2016   

TDap 0.5ml RT    LT DELTOID        IM 2/24/2015   

Meningococcal 0.5ml RT    LT DELTOID        IM 10/14/2011   

HPV  0.5ml RT    LT DELTOID      IM 5/17/2013   

 
 
 
Signature and Title of Vaccine Administrator ___________________________________________________ Date ________________ 


