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Dear Parents/Guardians,

Columbus Public Health (CPH) is excited to partner with your school to offer Spring Teen Vaccine
clinics. School-located vaccine clinics will offer vaccines AT NO COST to eligible students.
Vaccines offered will include:

Required School Vaccines:
Tdap required for 7" grade
Tdap vaccine is available to students 11 years old and older. This vaccine protects against:
e Tetanus (T) a painful stiffing of the muscles that can lead to trouble swallowing and breathing
 Diphtheria (D) which can cause problems in the heart and lungs.
o Pertussis (aP) or “whooping cough” which causes uncontrollable coughing, difficulty breathing
and can be life threating to infants and young children.
Meningococcal required for 71" and 12 grade
e One or two doses required depending on age and previous vaccination history
» Protects against dangerous bacteria infections of the brain, spine, and blood that can cause
permanent disabilities like deafness, brain damage, loss of limbs, or seizures.

Recommended Vaccines:
Human Papillomavirus Vaccine (HPV)
¢ Recommended to students 11 years old and older, requires more than one dose for complete
protection
e Protects against HPV infection and six (6) associated cancers
Influenza Vaccine (flu)

School-located vaccine clinics allow your student to receive disease preventing vaccine in the
convenience of their school with limited interruption to the school day. Staying up to date on your
student’s vaccinations is the best was to keep them from preventable disease. For more information on
vaccines recommended by age visit https://www.cdc.gov/vaccines/parents/index.html. For specific
information on the vaccines offered at your school-located vaccine clinic visit
https://www.cdc.gov/vaccines/hcp/vis/current-vis. htmi

Columbus Public Health looks forward to working with you, your school, and your student on protecting
health and improving lives in our community.

A complete consent is required use the QR code or get a paper copy from the school.
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COLUMBUS PUBLIC HEALTH
School-Located Vaccination Clinic Consent Form

Dear Parent or Guardian:

Columbus Public Health (CPH) will be coming to your student’s school to provide Tdap, meningococcal, HPV, and flu
vaccines to students. Your student can participate in this program at NO COST TO YOU. Please fill out this form and
return to your student’s school. For more information, please call the CPH Strategic Nursing Team at (614) 645-9653.
(Please complete FRONT and BACK of this form and return to your student’s school).

STUDENT INFORMATION (Print information in ink.)

Name: Date of Birth: / / Age:
Sex: [JMale [IFemale [ Prefer to self-describe:

Address: City: Zip Code:
School: Grade: Phone:

Parent/Guardian Name: Relationship to student:
Race/Ethnicity: [ American Indian/Alaskan Native [ Asian O Black or African American

L1 Native Hawaiian/Pacific Islander [0 White [0 Other
Hispanic/Latino: [0 Yes [ No
Preferred Language: [J English [ Spanish [] Other

CONSENT AND SIGNATURE

I consent to let Columbus Public Health give the following vaccine(s) to my student:
U] Tdap vaccine (required for 7" grade available to all students aged 11 and older)
0 Meningococeal vaccine (required for 7! and 12t grades 1st dose at 11 years old and the 2nd dose at 16 years old)
(] Human Papillomavirus (HPV) (recommended for all students to start series at age 11 and older)
0 Flu vaccine (recommended for all students every year)

I understand that | can visit https://www.immunize.org/vis/ to view the VACCINE INFORMATION SHEET (VIS) for age-
appropriate immunizations for my student. My student also will be given a paper copy of the VIS, by request, to bring
home when they receive their vaccines. | understand | can call the CPH Strategic Nursing Team at 614-645-9653 to ask
any questions. | give consent for my student to receive vaccines in accordance with ACIP guidelines. By signing this
consent, | acknowledge and assert that | am a parent or legal guardian of the student named above and | give permission for
Columbus Public Health staff to treat and care for the needs of the above mentioned student. | also understand that any
care received outside Columbus Public Health (e.g., referred care) will not be paid for by Columbus Public Health.
Administered immunizations will be entered into the statewide immunization information system (Ohio ImpactSIIS).

| hereby authorize CPH to exchange information with the school nurse(s). My child’s records are protected and can only be
accessed by authorized users with restricted access. It is my responsibility to notify the school nurse of all updates or changes to
my child’s health condition(s), immunization records or insurance coverage. | authorize the release of medical information
necessary to process this claim for billing. | agree to pay my co-pay and any charges not covered by insurance or grants
unless | sign the hardship waiver below. | understand that the Privacy Notice of Columbus Public Health is available on
the internet at www.columbus.gov/HealthPrivacyPolicy.

I understand that the Privacy Notice of Columbus Public Health is available and can be mailed to me by calling 614-645-2738.
Date: / /

Parent/Guardian Name (print): Signature:
-OR -
Student/Patient Name if 18+ (print): Signature:
Any reference to ‘my child’ means ‘myself’ once a minor turns 18 years old.
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STUDENT HEALTH HISTORY

If you answer “yes” to any question, it does not mean you should not be vaccinated. It means follow-up

questions must be asked. For any questions, please call a nurse at 614-645-9653. (ESIENG

1. Is the child sick today?

- Does the child have allergies to medicine, food, a vaccine component, or latex?

2
3. Has the child had a serious reaction to a vaccine in the past?
4

. Does the child have a long-term health problem with heart, lung (including asthma), kidney, liver,
nervous system, or metabolic disease (e.g., diabetes), a blood disorder, no spleen, a cochlear implant,
or a spinal fluid leak? Are they taking regular aspirin or salicylate medication?

9. Has the child, a sibling, or a parent had a seizure; has the child had a brain or other nervous system
problem?

6. Has the child ever been diagnosed with a heart condition (myocarditis or pericarditis) or have they had
Multisystem Inflammatory Syndrome (MIS-C) after an infection with the virus that causes COVID-197?

7. Does the child have an immune-system problem such as cancer, leukemia, HIV/AIDS?

8. In the past 6 months, has the child taken medications that affect the immune system such as
prednisone, other steroids, or anticancer drugs; drugs to treat rheumatoid arthritis, Crohn's disease, or
psoriasis; or had radiation treatments?

9. Does the child’s parent or sibling have an immune system problem?

10. In the past year, has the child received immune (gamma) globulin, blood/blood products, or an antiviral
drug?

11. Is the child/teen pregnant?

12. Has the child received vaccinations in the past 4 weeks?

13. Has the child ever felt dizzy or faint before, during, or after a shot?

14. Is the child anxious about getting a shot?

INSURANCE INFORMATION

Please check which insurance your student has or sign below if you don't think your child has insurance. The Vaccines for
Children (VFC) Program provides free vaccines to children who are Medicaid-eligible, without insurance, American Indian,
Alaska Native, or underinsured. Medicaid and private insurance will be billed when possible, but you will not receive a bill.

Medicaid Managed Care Plans:

i i o ) 88 Humana
Amerillealth Ciritas S buckeye P z
ey m...-c%ggﬁy@ health plan CareSource e aRRMQLIN Heaftny Horizons

Managed Care ID #:
Medicaid # (12 digits):

[J My child does not have health insurance. | am unable to pay for health services.

Must sign here for hardship waiver: X

Ul Private Insurance (other than Medicaid). Please provide information from insurance card.

Insurance Company:

Subscriber ID or member #: Group #:

Name of person under whom child is covered: Birth date of insured aduit;

Phone # on insurance card:

Claims address on insurance card:
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Estimados padres o tutores:

Columbus Public Health (CPH) se complace en colaborar con su escuela para ofrecer las clinicas de
vacunacion de primavera para adolescentes. Las clinicas de vacunacion que se celebraran en las escuelas
ofreceran vacunas GRATUITAS a los estudiantes que rednan los requisitos. Se ofreceran las siguientes vacunas:

Vacunas obligatorias para asistir a la escuela
TDPa: obligatoria para el 7.° grado
La vacuna TDPa se ofrece a los estudiantes a partir de los 11 afios de edad. Esta vacuna protege contra:
e eltetanos (T), una enfermedad que causa un agarrotamiento doloroso de los musculos y que puede
provocar problemas para tragar y respirar;
» ladifteria (D), que puede provocar problemas cardiacos y pulmonares;
 lapertusis (Pa) o “tosferina’, que provoca una tos incontrolable, dificulta la respiracion y puede poner en
peligro la vida de los bebés y los nifios de corta edad.
Meningocécica: obligatoria para el 12.° grado
* Son necesarias una o dos dosis, en funcién de la edad y del historial de vacunacion
» Protege contra peligrosas infecciones bacterianas del cerebro, la médula espinal y la sangre, las cuales
pueden provocar discapacidades permanentes como sordera, dafios cerebrales, perdida de
extremidades o convulsiones

Vacunas recomendadas
Vacuna contra el virus del papiloma humano (VPH)
e Se recomienda para los estudiantes a partir de los 11 afios de edad: se necesita mas de una dosis para
lograr una proteccién completa
* Protege contra las infecciones por el VPH y seis (6) tipos de cancer afines
Vacuna contra la influenza (gripe)

Las clinicas de vacunacion que se celebran en las escuelas permiten que su hijo/a reciba vacunas para prevenir
enfermedades en la comodidad de su escuela, con una interrupcién limitada de la jornada escolar. Mantenerse
al dia con las vacunas de su hijo/a es la mejor manera de evitar que contraiga enfermedades prevenibles. Para
obtener mas informacion sobre las vacunas recomendadas por edad, visite
https://www.cdc.gov/vaccines/parents/index.html. Para obtener informacion especifica sobre las vacunas que se
ofrecen en la clinica de vacunacion de su escuela, visite https://www.cdc.gov/vaccines/hcp/vis/current-vis. html

Columbus Public Health espera poder colaborar con usted, su escuela y su hijo/a para proteger la salud y
mejorar la vida en nuestra comunidad.

COLUMBUS BOARD OF HEALTH
Board President, Ex-Officio | Mayor Andrew J. Ginther
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COLUMBUS PUBLIC HEALTH
Formulario de consentimiento para participar en la clinica de

vacunacion escolar

Estimado/a padre, madre o tutor:

Columbus Public Health (CPH) acudira a la escuela de su hijo/a para administrar a los estudiantes la vacuna Tdpa, la vacuna meningocdcica,
la vacuna contra el VPH y la vacuna contra la influenza. Su hijo/a puede participar en este programa de forma GRATUITA PARA USTED.
Llene el formulario y devuélvalo a la escuela de su hijo/a. Para obtener mas informacion, llame al Equipo de Enfermeria Estratégica de CPH al
(614) 645-9653. (Llene el ANVERSO y el REVERSO de este formulario y devuélvalo a la escuela de su hijo/a).

DATOS DEL ESTUDIANTE (escriba con tinta)

Nombre: Fecha de nacimiento: / / Edad:

Sexo: []Masculino []Femenino [ Prefiero describirlo:

Direccion: Ciudad: Codigo postal:
Escuela: Grado: Teléfono:
Nombre del padre/madre/tutor: Parentesco con el estudiante:

Raza/Origen étnico: [I Indigena estadounidense/Nativo de Alaska [ Asidtico [] Negro o afroamericano
O Nativo de Hawai/de las islas del Pacifico O Blanco [JOtro

Hispano/Latino: [JSi [ No
Idioma que prefiere: [1Inglés [ Esparol [1 Otro

CONSENTIMIENTO Y FIRMA

Doy mi consentimiento para permitir que Columbus Public Health administre la(s) siguiente(s) vacuna(s) a mi hijo/a:
[ Vacuna Tdpa (obligatoria en el 7.° grado y disponible para todos los estudiantes a partir de los 11 afios)
[J Vacuna meningocécica (obligatoria en el 7.° y el 12.° grades, administrandose la primera dosis a los 11 afos y la segunda a los 16)
[J Vacuna contra el virus del papiloma humano (VPH) {se recomienda que todos los estudiantes comiencen la serie a partir de los 11 afos)
[J Vacuna contra la influenza (se recomienda que todos los estudiantes la reciban cada ano)

Comprendo que puedo visitar https://www.immunize.org/vis/ para consultar la HOJA INFORMATIVA SOBRE LAS VACUNAS (VIS, por sus
siglas en inglés) acerca de las que corresponden para la edad de mi hijo/a. Si la solicita, mi hijo/a también recibira una copia impresa de la VIS
para llevar a casa cuando reciba las vacunas. Comprendo que puedo llamar al Equipo de Enfermeria Estratégica de CPH, al 614-645-9653,
para hacer cualquier pregunta. Doy mi consentimiento para que mi hijo/a reciba las vacunas de acuerdo con las directrices del Comité
Consultivo sobre las Practicas de Vacunacion (ACIP, por sus siglas en inglés). Al firmar este consentimiento, reconozco y afirmo que soy el
padre, la madre o el tutor legal del estudiante mencionado anteriormente, y doy mi permiso para que el personal de Columbus Public Health
trate y atienda sus necesidades. También comprendo que Columbus Public Health no pagara por la atencion que se reciba fuera de su
sistema (p. ej.: tratamiento recibido por remision). Las vacunas que se administren se registraran en el sistema estatal de informacion sobre
vacunas (Ohio ImpactSIIS).

Por la presente, autorizo a CPH a intercambiar informacién con el personal de enfermeria de la escuela. El expediente de mi hijo/a esta
protegido y solo pueden acceder a él usuarios autorizados, con un acceso restringido. Es mi responsabilidad notificar a la enfermera de la
escuela de todo cambio o novedad en la situacién médica de mi hijo/a, su cartilla de vacunacién o la cobertura de su seguro médico. Autorizo
la divulgacion de la informacion medica necesaria para tramitar el pago de esta reclamacién. Me comprometo a pagar el copago y cualquier
cargo no cubierto por el seguro o por un subsidio, a menos que firme la exencién por dificultades econémicas a continuacion. Comprendo que
el Aviso sobre las Normas de Privacidad de Columbus Public Health esta disponible en Internet, en www.columbus.gov/HealthPrivacyPolicy.

Comprendo que el Aviso sobre las Normas de Privacidad de Columbus Public Health esta disponible y puedo recibirlo por correo postal
llamando al 614-645-2738.

Fecha: / /
Nombre del padre/madre/tutor (en letra de imprenta): Firma:
- O BIEN -

Nombre del estudiante/paciente, si es mayor de 18 aiios (en letra de imprenta):

Firma:

Toda referencia a ‘mi hijo/a’ se refiere ‘a mi mismo’ una vez que el menor de edad cumple 18 afios de edad.

THE CITY OF "
nl COLUMBUS
ANDREW J GINTHER, MAYOR
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HISTORIAL MEDICO DEL ESTUDIANTE

Si se responde afirmativamente a alguna pregunta, no significa que no deba vacunarse; simplemente significa que Si NO
deben hacerse preguntas adicionales. Si tiene alguna pregunta, llame al personal de enfermeria al 614-645-9653.

1. ¢ Esta el menor enfermo hoy?

- ¢ Es el menor alérgico a algiin medicamento, alimento, ingrediente de una vacuna o al latex?

2
3. ¢Ha tenido el menor una reaccion grave a alguna vacuna en el pasado?
4

. ¢ Padece el menor alguna enfermedad cardiaca, pulmonar (incluida asma), renal, hepatica, del sistema nervioso o
metabdlica (p. ej., diabetes), una hemopatia, asplenia o un derrame de liquido cefalorraquideo, o tiene un implante
coclear? ; Toma aspirina o medicamentos con salicilatos de forma habitual?

5. ¢Ha padecido el menor, alguno de sus hermanos o alguno de sus padres un trastorno cerebral o del sistema
nervioso?

6. ¢ Se le ha diagnosticado al menor alguna afeccién cardiaca (miocarditis o pericarditis) o ha padecido el sindrome
inflamatorio multisistémico (MIS-C) después de una infeccién por el virus que causa la COVID-19?

7. ¢ Padece el menor algun trastorno del sistema inmunitario, como cancer, leucemia o VIH/sida?

8. En los ultimos 6 meses, ¢ ha tomado el menor algun medicamento que afecte al sistema inmunitario, como
prednisona, otros esteroides o farmacos oncolégicos; medicamentos para tratar la artritis reumatoide, la
enfermedad de Crohn o la psoriasis; o ha recibido tratamiento radiologico?

9. ¢ Padece alguno de los padres o de los hermanos un trastorno del sistema inmunitario?

10. En el ultimo afio, ¢ ha recibido el menor inmunoglobulina (gamma), una transfusion de sangre o hemoderivados, o
un farmaco antivirico?

11. ¢ Esta la menor embarazada?

12. ¢ Ha recibo el menor alguna vacuna en las Gltimas 4 semanas?

13. ¢ Se ha sentido alguna vez el menor mareado, o se ha desmayado, al administrarle una vacuna o después de
recibirla?

14. ;Se siente el menor nervioso acerca de recibir una vacuna?

DATOS DEL SEGURO

Verifique qué compaiia aseguradora cubre a su hijo/a o firme a continuacion si cree que su hijo/a no tiene seguro. El Programa de
Vacunas Infantiles (VFC, por sus siglas en inglés) ofrece vacunas gratuitas a los menores que rednen los requisitos de Medicaid, que
no tienen seguro, que son indigenas estadounidenses o nativos de Alaska, o que tienen un seguro insuficiente. Cuando sea posible,
se facturara a Medicaid y a las compaiias aseguradoras privadas, pero usted no recibira una factura.

Planes de atencién administrada de Medicaid:

Amerillealth Caras x buckeye ' , 8 S . oxiic
i o Antem @ Ohealthplan O CareSource 0 Sisstisavare - GRAMOUNA .
Num. del plan de atencion administrada:
NUm. de Medicaid (12 digitos):

L1 Mi hijo/a no tiene seguro médico. No puedo pagar los servicios médicos.

Debe firmar aqui para solicitar una exencién por dificultades econdmicas: X

U Seguro privado (otro aparte de Medicaid). Facilite los datos de su tarjeta del seguro.

Compania aseguradora:

NUm. de suscriptor o de miembro:

Num. de grupo:

Nombre del titular del seguro que cubre al menor:

Fecha de nacimiento del adulto asegurado:

Num. de teléfono de la tarjeta del seguro:

Direccion para reclamaciones de la tarjeta del seguro:
THE CITY OF
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Prezados Pais/Responsaveis,

A Columbus Public Health (CPH) em parceria com a escola tem a satisfacdo de oferecer clinicas de
Vacinagdo Adolescente na Primavera. As clinicas de vacinagéo localizadas nas escolas oferecerao vacinas SEM
CUSTO para os alunos elegiveis. As vacinas oferecidas seréo:

Vacinas Requeridas pela Escola

Tdap requerida para o 7° ano
A vacina Tdap esta disponivel para estudantes a partir dos 11 anos. Esta vacina protege contra:
» O Tétano (T), um enrijecimento doloroso dos musculos que pode levar & dificuldade para engolir e
respirar
e Difteria (D), que pode causar problemas no coragao e pulmao.
e Coqueluche acelular (aP) ou "tosse convulsa", que causa tosse incontrolavel, dificuldade para respirar e
pode ser uma ameaca a vida de bebés e criancas pequenas.
Meningococica requerida para 12° ano
e Uma ou duas doses requeridas dependendo da idade e do histoérico de vacinagédo prévio
* Protege contra perigosas infecgdes bacterianas que afetam o cérebro, a medula espinhal e o sangue e
que podem causar sequelas permanentes, como surdez, danos cerebrais, perda de membros ou
convulsdes

Vacinas Recomendadas

Vacina contra o Papilomavirus Humano (HPV)
e Recomendada para alunos com 11 anos ou mais, requer mais de uma dose para protecdo completa
e Protege da infeccdo pelo HPV e seis (6) tipos de cancer associados a ele

Vacina contra Influenza (gripe)

As clinicas de vacinagéo localizadas na escola permitirdo ao estudante receber vacinas para a prevencéo de
doengas na propria escola com uma interrupgdo minima do dia escolar. Estar em dia com as vacinas é a melhor
maneira de se proteger de doencas evitaveis. Para mais informagées sobre as vacinas recomendadas para cada
idade, visite https.//www.cdc.gov/vaccines/parents/index.html. Para informacées especificas sobre vacinas
oferecidas na sua clinica de vacinagéo escolar, visite https://www.cdc.qov/vaccines/hcp/vis/current-vis.html

A Columbus Public Health espera trabalhar com vocé, a escola e o estudante protegendo a satide e melhorando
vidas na nossa comunidade.

COLUMBUS BOARD OF HEALTH
Board President, Ex-Officic | Mayor Andrew J. Ginther
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COLUMBUS PUBLIC HEALTH
Formulario de Consentimento para Clinica de Vacinagao na Escola

Carol/a Pai/Mae ou Tutor(a):

A Columbus Public Health (CPH) ira & escola da sua crianga para administrar aos estudantes as vacinas da gripe, DTaP,
meningocdcica e do HPV. A sua crianga pode participar deste programa SEM CUSTO ALGUM PARA VOCE. Por favor, preencha
este formulario e devolva a escola da sua crianga. Para mais informagdes, por favor, ligue para a Equipe de Enfermagem Estratégica
da CPH no (614) 645-9653. (Por favor, preencha FRENTE e VERSO deste formulario e entregue a escola do estudante).

INFORMAGAO DO ESTUDANTE (Preencha com caneta)

Nome: Data de Nascimento: / / Idade:

Sexo: [ Masculino [ Feminino [ Prefiro me autodescrever:

Enderego: Cidade: Codigo Postal:
Escola: Ano: Telefone:
Nome do(a) Pai/Mae/Responsavel: Relagdo com o estudante:
Raca/Etnia: [ Indigena Americana/Nativa do Alasca [J Asiatica [J Negra ou Afro-americana

[0 Nativa do Havai/das lihas do Pacifico [ Branca [ Outra

Hispanical/latina: [1 Sim  [1 Nao

Idioma de Preferéncia: [1Inglés [ Espanhol [ Outro

CONSENTIMENTO E ASSINATURA

Consinto que a Columbus Public Health admnistre a(s) seguinte(s) vacina(s) ao estudante:
{0 Vacina DTaP (requerida no 7° ano, disponivel para todos os estudantes a partir dos 11 anos)
[ Vacina meningocécica (requirida nos 7° e 0 12° anos, com a primeira dose aos 11 anos e a segunda aos 16)
[J Papilomavirus Humano (HPV) (recomendado para todos os estudantes a partir dos 11 anos)
0 Vacina da Gripe (recomendada para todos os estudantes, todos os anos)

Eu compreendo que posso visitar o site https://www.immunize.org/vis/ para ver na FICHA DE INFORMACOES SOBRE A VACINA
(VIS, Vaccine Information Sheet) a informacdo sobre as imunizagdes que correspondem a cada idade. Uma copia impressa da Ficha
de Informagdes sobre a Vacina sera dada ao estudante para levar para casa, caso solicitado, ao receber as vacinas. Eu compreendo
que, se tiver qualquer davida, posso ligar para a Equipe de Enfermagem Estratégica da CPH no numero 614-645-9653. Consinto que
o estudante receba as vacinas de acordo com as diretrizes do Comité Consultivo em Praticas de Imunizacao (ACIP). Ao assinar este
consentimento, reconhego e afirmo que sou pai/mae ou tutor(a) legal do mencionado estudante e autorizo a equipe da Columbus
Public Health a tratar e atender as necessidades do estudante supramencionado. Também compreendo que quaisquer cuidados
recebidos fora da Columbus Public Health (por ex., encaminhamento médico) ndo serdo pagos pela Columbus Public Health. As
imunizacdes administradas serao inseridas no sistema estadual de informagao de imunizacéo (Ohio ImpactSIIS).

Autorizo a CPH a compartilhar informagdes com o pessoal da enfermaria da escola. Os registros da minha crianga sao protegidos e so
podem ser acessados por usuarios autorizados com acesso restrito. E minha responsabilidade notificar a enfermaria escolar sobre
atualizacoes e mudancas no estado de salde da minha crianca, nos registros de imunizagao ou na cobertura de seguro-saude.
Autorizo a liberacdo das informacGes médicas necessarias para processar o pedido de cobranga. Concordo em pagar minha parte e
qualquer obrigacédo ndo coberta pelo seguro ou subsidios, a menos que eu assine o termo de isencéo por dificuldades abaixo.
Compreendo que o Aviso de Privacidade da Columbus Public Health esta disponivel na Internet no endereco
www.columbus.gov/HealthPrivacyPolicy.

Compreendo que a Politica de Privacidade da Columbus Public Health esta disponivel e que pode ser enviada pelo correio,
telefonando para o 614-645-2738.

Data: / /
Pai/Mae/Responsavel (letra de forma): Assinatura:
-0U -

Nome do Estudante/Paciente se maior de 18 anos (letra de forma):

Assinatura:

Qualquer referéncia a ‘minha crianga’ significa 'eu’, quando completar os 18 anos.

THE CITY OF
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: Por favor, vire a pagina para completar o formulario. -
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HISTORICO DE SAUDE DO ESTUDANTE

Se a resposta a qualquer pergunta for “sim’, isso ndo significa que vocé nao deva ser vacinado. Significa gue devem siM | NAO
ser feitas perguntas complementares. Para qualquer duvida, telefone para um enfermeiro no 614-645-9653.

1. A crianca esta doente hoje?

2. A crianga tem alergias a medicamentos, alimentos, componentes de vacina ou latex?

3. A crianga teve algum episodio grave de reagdo a vacinas no passado?

4. A crianca tem algum problema de saude crénico no coragio, pulmao (incluindo asma), rins, figado, sistema nervoso
ou doenca metabdlica (por exemplo, diabetes), doenca no sangue, falta de bago, um implante coclear ou
vazamento de liquido espinhal? Esta tomando regularmente aspirina ou medicamentos salicilatos?

9. A crianga, um irmao ou um dos pais ja teve convulsBes? A crianga ja teve algum problema cerebral ou do sistema
nervoso?

6. A crianga ja foi diagnosticada com uma condigéo cardiaca (miocardite ou pericardite) ou teve Sindrome Inflamatéria
Multissistémica (MIS-C) apos uma infecg@o com o virus que causa a COVID-19?

7. A crianga tem algum problema no sistema imunolégico, como cancer, leucemia, HIV/AIDS?

8. Nos ultimos 6 meses, a crianga tomou medicamentos que afetam o sistema imunolégico, como prednisona, outros
esterdides ou medicamentos anticancerigenos; medicamentos para tratar artrite reumatdide, doenca de Crohn ou
psoriase; ou passou por tratamentos de radioterapia?

9. Os pais ou irmé&os da crianga tem algum problema no sistema imunolégico?

10. No ultimo ano, a crianga recebeu imunoglobulina (gama), sangue/produtos sanguineos ou algum medicamento
antiviral?

11. A crianga/adolescente esta gravida?

12. A crianca foi vacinada nas Ultimas 4 semanas?

13. A crianga ja sentiu tontura ou desmaiou antes, durante ou depois de uma injecio?

14. A crianca fica ansiosa por causa de injegdo?

INFORMAGAO DO SEGURO-SAUDE

Por favor, indique o seguro do estudante ou assine abaixo se acha que sua crianga néo tem seguro-saude. O Programa Vaccines for
Children (VFC) fornece vacinas gratuitas a criancas com direito ao Medicaid, sem seguro, de origem Indigena Americana, Nativos do
Alasca, ou com seguro insuficiente. O Medicaid e o seguro privado serdo faturados quando for possivel, mas vocé néo recebera a
faturados quando for possivel, mas .

Planos de Satude Administrados pelo Medicaid:

- z ee Humana
Ameriflealth Caritas A them*@ buckeye L ® : Bk diloios
O G O m...;:fgmsmcu 1Y O healthplan. [ CareSource 0O Yictiatare  — gRRMOUNA 4

No. de Identificagao do Plano de Saude:
No. Medicaid (12 digitos):

U Minha crianga nao tem seguro-saude. Eu néo posso pagar por servicos de satde.

Assine aqui para solicitar iseng&o por dificuldade: X

UJ Seguro Privado (diferente do Medicaid). Por favor, forneca informagéo do cartdo do seguro.

Seguradora:

No. de Identificagao do segurado ou membro:

No. do Grupo:

Nome do titular do seguro que cobre a crianca:

Data de nascimento do adulto segurado;

Numero de telefone no cartao do sequro-satde:

Enderecgo no cartdo do seguro:

THE CITY OF
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COLUMBUS PUBLIC HEALTH
School-Located Vaccination Clinic Consent Form

Dear Parent or Guardian:

Columbus Public Health (CPH) will be coming to your student’s school to provide Tdap, meningococcal, HPV, and flu
vaccines to students. Your student can participate in this program at NO COST TO YOU. Please fill out this form and
return to your student’s school. For more information, please call the CPH Strategic Nursing Team at (614) 645-9653.
(Please complete FRONT and BACK of this form and return to your student’s school).

STUDENT INFORMATION (Print information in ink.)

Name: Date of Birth: / / Age:
Sex: [1Male []Female [ Preferto self-describe:

Address: City: Zip Code:
School: Grade: Phone:

Parent/Guardian Name: Relationship to student:
Race/Ethnicity: [ American Indian/Alaskan Native  [J Asian [ Black or African American

[0 Native Hawaiian/Pacific Islander ] White 1 Other
Hispanic/Latino: [ Yes [JNo
Preferred Language: [] English [ Spanish [ Other

CONSENT AND SIGNATURE

| consent to let Columbus Public Health give the following vaccine(s) to my student:
[ Tdap vaccine (required for 7' grade available to all students aged 11 and older)
[J Meningococcal vaccine (required for 7*" and 12" grades 1st dose at 11 years old and the 2nd dose at 16 years old)
[0 Human Papillomavirus (HPV) (recommended for all students to start series at age 11 and older)
[ Flu vaccine (recommended for all students every year)

| understand that | can visit https://www.immunize.org/vis/ to view the VACCINE INFORMATION SHEET (VIS) for age-
appropriate immunizations for my student. My student also will be given a paper copy of the VIS, by request, to bring
home when they receive their vaccines. | understand | can call the CPH Strategic Nursing Team at 614-645-9653 to ask
any questions. | give consent for my student to receive vaccines in accordance with ACIP guidelines. By signing this
consent, | acknowledge and assert that | am a parent or legal guardian of the student named above and | give permission for
Columbus Public Health staff to treat and care for the needs of the above mentioned student. | also understand that any
care received outside Columbus Public Health (e.g., referred care) will not be paid for by Columbus Public Health.
Administered immunizations will be entered into the statewide immunization information system (Ohio ImpactSIIS).

| hereby authorize CPH to exchange information with the school nurse(s). My child’s records are protected and can only be
accessed by authorized users with restricted access. It is my responsibility to notify the school nurse of all updates or changes to
my child’s health condition(s), immunization records or insurance coverage. | authorize the release of medical information
necessary to process this claim for billing. | agree to pay my co-pay and any charges not covered by insurance or grants
unless | sign the hardship waiver below. | understand that the Privacy Notice of Columbus Public Health is available on
the internet at www.columbus.gov/HealthPrivacyPolicy.

I understand that the Privacy Notice of Columbus Public Health is available and can be mailed to me by calling 614-645-2738.
Date: / /

Parent/Guardian Name (print): Signature:
-OR -
Student/Patient Name if 18+ (print): Signature:

Any reference to ‘my child’ means ‘myself’ once a minor turns 18 years old.

] COLUMBUS
COLUMBUS Please turn page to complete form. -
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STUDENT HEALTH HISTORY

If you answer “yes” to any question, it does not mean you should not be vaccinated. It means follow-up YES | NO
questions must be asked. For any guestions, please call a nurse at 614-645-9653.

1. Is the child sick today?

. Does the child have allergies to medicine, food, a vaccine component, or latex?

2
3. Has the child had a serious reaction to a vaccine in the past?
4

. Does the child have a long-term health problem with heart, lung (including asthma), kidney, liver,
nervous system, or metabolic disease (e.g., diabetes), a blood disorder, no spleen, a cochlear implant,
or a spinal fluid leak? Are they taking regular aspirin or salicylate medication?

5. Has the child, a sibling, or a parent had a seizure; has the child had a brain or other nervous system
problem?

6. Has the child ever been diagnosed with a heart condition (myocarditis or pericarditis) or have they had
Multisystem Inflammatory Syndrome (MIS-C) after an infection with the virus that causes COVID-197?

~

. Does the child have an immune-system problem such as cancer, leukemia, HIV/AIDS?

o

. In the past 6 months, has the child taken medications that affect the immune system such as
prednisone, other steroids, or anticancer drugs; drugs to treat rheumatoid arthritis, Crohn'’s disease, or
psoriasis; or had radiation treatments?

9. Does the child’s parent or sibling have an immune system problem?

10. In the past year, has the child received immune (gamma) globulin, blood/blood products, or an antiviral
drug?

11. Is the child/teen pregnant?

12. Has the child received vaccinations in the past 4 weeks?

13. Has the child ever felt dizzy or faint before, during, or after a shot?

14. Is the child anxious about getting a shot?

INSURANCE INFORMATION

Please check which insurance your student has or sign below if you don't think your child has insurance. The Vaccines for
Children (VFC) Program provides free vaccines to children who are Medicaid-eligible, without insurance, American Indian,
Alaska Native, or underinsured. Medicaid and private insurance will be billed when possible, but you will not receive a bill.

Medicaid Managed Care Plans:
g
L]

L —5 !
meriHealth ( r § \ buck ¢ L o3 ;
o i O b \'Lt'h‘:"ﬂ @ a health plan O CareSource [ Gtedemce - JRRMOUNG o
Managed Care ID #:
Medicaid # (12 digits):

[l My child does not have health insurance. | am unable to pay for health services.

Must sign here for hardship waiver: X

[ Private Insurance (other than Medicaid). Please provide information from insurance card.

Insurance Company:

Subscriber ID or member #: Group #:

Name of person under whom child is covered: Birth date of insured adult:

Phone # on insurance card:

Claims address on insurance card:
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