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Welcome to the Waco-McLennan County Public

k7 He e
37 Health District
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First Name: Middle Initial:
Last Name: Date of Birth:
Title: Ms. Mr. Mrs. Miss. Dr. (circle preferred title)
Sex: M /F (circle biological sex) SSN:
Gender: Phone:
Email: (circle one) Mobile Home Work
Street Address:
City, State, Zip: County:
Race: Black Ethnicity: Hispanic or Latino
(circle one) White (circle one) Non-Hispanic or Latino
Asian

Native Hawaiian or Pacific Islander
American Indian or Alaskan Native

Other:
Mother's (for use in the Texas Immunization database Immtrac2 ONLY)
Maiden Name: (first name): (last name):
Allergies: Daily Medications:
Height:
Weight: Primary Doctor:
How can we help you F \\,( gh(}%’
today?
Responsible
Party
(please print
name).
Payment Options: A: | have insurance, and am providing my insurance card
(circle the option that This includes CHIP, Medicare, Medicaid, and all private or employer
corresponds to your status) provided insurances.

B: I do not have insurance, or my insurance doesn't cover the
Updated by 11/25 DC requested service



s#splease fill in shaded areas
vsvpor favor llene las areas acentuadas

uastions befare any immunizations will be givi

arental guardian must answer ALL of the followin
a5 antes de recibir Inmunizaciones.

The client or the client’s
sigulentes pregunt:

£l cliente o el custodio legal tiene que contestar TODAS las

{Circle Answer/ Circule fas respuestas)
n sick In the last week?

YES/SI NO 1. 1s the client sick today or has he/she bee
Esta el cliente enfermo hoy o el/ello o estodo enfermoya en la ultima semgna?

YES/Sl NO 2. Is the client taking any medications? If so, please list them here:
£l cliente toma olguna medicina? S/ responde i, por favor lista aqui:
YES/S1 NO 3. Does the client have allergies to gelatin/sello, neomycin, streptomycin, polymyxin 8, baker’s yeast, €ggs,
thimerosol, latex, or reaction to fmmune Globulin?
huevos, neomicina, estrotomiting, polymyxin B, thimerosol,

Tiene el cliente alergios o la gelatino,
productos que contlenen levadura de panadero, productos de latex o reaccion a Globulin Immune?
YES/SI NO 4. Has the client had a serlous reaction to a vaccine In the past?
&l cliente a tenido alguna reacclon grave g uno vacuna en el pesado?
Has the cllent had a selzure or other nervous system disorders?

El cliente a tenido convulsiones o atros atoques del sistemo nervioso.

YES/SI NO 5.
ther persons in the home) have cancer, leukemia, AIDS or any other immune system

YES/SI NO 6. Does the cllent {or o
problem?
El cliente o personas que viven en

debilitan el sistema Inmunologico.
Has the client taken cortisone or other sterolds, anticancer drugs, or x-ray treatments in the past 3

ol mismo hogar, tienen SIDA, cancer, leukemia o enfermedades que

YES/SI NO 7.

months?
or otro tipo de esteroides, drogos anticancer, 0 tratamientos de radiografia en los pasados 3

El cllente o tomado corlisone

meses?
Has the client received a blood transfusion, plasma, or been given a medicine called immune (gamma)

globulln In the past 12 months?
El cliente a recibldo una transfusion de sangre, plasma, o fue dado una medicina lamada globin Inmune (gamma) en los

pasados 12 meses?
NO 9. Has the cllent had the chickenpox Ilness? Or has received the vaccine?
El cliente a tenido la enfermedad de Viruela o a recibido la vaccuna contra la Varicelo?
YES/SI NO 10 Has the client had a T8 skin test in the past 3 days? :
El cliente a recibido una prueba de piel de T8 en los pasados tres dias?
YES/SI NO 1L FOR TB SKIN TES: Has the cllent had a positive TB test in the past or ta

YES/SI NO 8

YES/SI

ken TB medications? If so, when?

Pruebo de tuberculosis: El cliente a reclbido una prueba positiva de tuberculosls en el posado o a tomado

medicina para tratar el tuberculosis? Cuando?
YES/SI NO 12 Has the client had an immunization in the past 4 weeks?
El cllente o recibido vaccunas en los pasados cuatro semanos?
13. Does the clent have a family physiclan? If "NO" see provider list.
Tiene el cliente un doctor familior? En caso que “NO* por favor veo la listo de proveedores.

Does the client have a chronlc medical condition (regardless of age). Such as:
Asthma or another lung disease? YES/NO Heart disease? YES/NO Dlabetes? YES/NO

Kidney disease YES/NO Blood disease? YES/NO Are you pregnant? YES/NO

Weakened Immune system? YES/NO

Have you been vaccinated with Preumonia Vaccine YES/NO

*+g] cliente tiene olguna condicion medica cranica {sin Importar la edad). Tal como:

Asma o alguno otra enfermedad pulmonory? SI/NO  Enfermedad del Corazon? Si/NO
Enfermedad de los rinones? SI/NO  Enfermedad de la sangre? SYNO  Esta embgrazada? SI/NO
Deficlencias del sistemo Immunologico? SI/NO A recibido la vaccuna contra la neumonia? Si/NO

NO 15, FOR FEMALES: Is the clfent pregnant or could she become pregnant in the next (1) month?
*#Note: A cHent must NOT become pregnant within 2 month after receiving the MMR {measles, mumps,

rubella) vaccine or the varlcella (Chickenpox) vaccine.
siel cliente es una mujer — El cllente esta embarozado o podria llegar a ser embarazoda en un (1) mes?

«*Nota; Un cliente no debe llegar a ser embarazada dentro de un (1} mes despues de recibir la vacuna de
MMR (Saramplon, Paperos, Rebeola) nl o vacuna de varicelo,

<t answer ALL guestions on this form before any Immunixations
dio legal tiene que contestar TODAS las preguntas que estan en es
d, read or had explained to me the vaccine information stetement an
Its staff and other health care personnel under its sponsorship, to

lzatlons glvan at school sites may be glven \
la informaciony st entiepdo esta informacion. Le doy permiso al personakde esta Ipstitucion para B

” Entlendo que las vacunas administradas en'la escug

YES/S! NO

YES/S! NO 14

YES/S!

will be glven,
ta forma antes de reciblr immunizaclones.

d | understand this information. 1give permission
give immunlzations and/or TB skin tst to the

B **The client or the cllen’ts parent/guardian mu:
H + 45 cllente o el padre/madre del cliente o custo!
B CONSENT FOR IMMUNIZATIONS: | have recelve
to the Waco-Mclennan County Public Health District,
person Identifed on this form. 1undertand thatimmun
| CONSENTIMIENTO PARA INMUNIZACIONES: E recibido, leldo/o explicado
que se le administren vacunas o la prueba de Tuberculosis 3 la persona nombrada en est

§ que yo este presente,
: Signature of CONSENTING ADULT/ Firma del adulto que da permiso: Date Signed/Fecha de Firma:
{ (Check one/marca uno) [ Parent/ padre/madre O Guardian/E! guardian O Other/Oty \ / \
Date Signed S

DBY: __

given &vacine ADMINISTERE



‘kT‘»\° Waco-McLennan Financial Assistance
** Public Health Program

Complete this form if you think you may need help with the cost of your clinic visit. Financial assistance is available
for most copays, coinsurance and out-of-pocket costs.

Patient Name: DOB_/_ /[
Responsible Party: boB_/_/____

Do you have the following?

Health insurance? Yes* No

Medicare, Medicaid, CHIP, Good Health Card? Yes* No
Do you receive benefits from any of Income:
the following? (circle yes/no)
3 Yes No Patient Income: $§
Disability Yes No Weekly / Bi-Weekly / Monthly / Yearly
Unemployment Yes No Household Income: $
wic Yes Mo Weekly / Bi-Weekly / Monthly / Year]

ee i-Wee on ear

SNAP/TANF Yes No Y y Y Y
Free/Reduced Yes No Number or Persons in Household:
School Lunch Do you have a permanent address?

Have you filed bankruptcy in the last 12 Yes  No

months? Yes No If “yes” above, do you receive subsidized
housing benefits for this address?

Date of Bankruptcy filing:
Yes No

The above information is true, accurate and complete to the best of my knowledge. |
understand that any falsification, leaving out of information and giving false information may
risk my eligibility for current or future financial programs at Waco-MclLennan Public Health.

Responsible Party Signature:

Date:

*If you have health coverage you must provide your insurance information and a copy of your health coverage card. You may still be eligible for
participation if your insurance does not cover necessary services, or your copay/deductible is cost prohibitive.

Last Updated: 9/12/2025 CM



Texas Immunization Registry (ImmTrac2) —

Minot Consent Form

N TEXAS

PY I Health and Human | 7exas Department of State
7 Services Health Services

A parent, legal guardian, or managing conservator must sign this form if the client is younger than 18 years of age.

Child’s First Name Child’s Middle Name " Child’s Last Name
: / /. Child’s Gender: = Male 3 }

Child’s Date of Birth (mm/dd/yyyy) (] Female Telephone Email address
Child’s Address Apartment # / Building #
City State  Zip Code County
Mother’s First Name Mother’s Maiden Name

Race (select all that apply) Ethnicity (select only one)

[0 American Indian or Alaska Native O Asian [ Black or African-American | [] Hispanic or Latino

[J Native Hawaiian or Other Pacific Islander ~[J White  [J Other Race O Not Hispanic or Latino

[ Recipient Refused [ Other

The Texas Immunization Registry (ImmTrac2) is a free service of the Texas Department of State Health Services (DSHS).

ImmTrac?2 is a secure and confidential service that consolidates and stores your child’s (younger than 18 years of age) immunization records.
With your consent, your child’s immunization information will be included in ImmTrac2. Doctors, public health departments, schools, and
other authorized professionals can access your child’s immunization history to ensure that important vaccines are not missed.

For more information, see Texas Health and Safety Code § 161.007 (d). b#prc/ / statuter.copitol texcas gop! Docs! TS [ bt/ S, 16 htrrtt 161.007.

Consent for Registration of Child and Release of Immunization Records to Authorized Persons /Entities

1 understand that, by granting the consent below, I am authorizing release of the child’s immunization information to DSHS and I further
understand that DSHS will include this information in ImmTrac2. Once in ImmTrac2, the child’s immunization information may by law be
accessed by a public health district or local health department, for public health purposes within their areas of jurisdiction; a physician, or
other health care provider legally authorized to administer vaccines, for treating the child as a patient; a state agency having legal custody of
the child; a Texas school or child-care facility in which the child is enrolled; and a payor, currently authorized by the Texas Department of
Insurance to operate in Texas, regarding coverage for the child. I understand that I may withdraw this consent at any time by submitting a
completed Withdrawal of Consent Form in writing to the Texas DSHS, ImmTrac2.

State law permits the inclusion of immunization records for first responders and their immediate family members in ImmTrac2.

A “first responder” is defined as a public safety employee ot volunteer whose duties include responding rapidly to an emergency.

An “immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the first responder.
For more information, see Texas Health and Safety Code § 161.00705. Atips:/ [statuses.capitol txcas.gor/ Dacs/ HS [ bt/ HS. 16 1.htw#161.00705,

Please mark the box below to indicate whether your child is an immediate family member of a first responder.
[J 1 am an IMMEDIATE FAMILY MEMBER of a first responder.

By my signatute below, I GRANT consent for registration. I wish to INCLUDE my child’s information in the Texas Immunization Registry.
Parent, legal guardian, or managing conservator:

Date

Printed Name Signature

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas
collects about you. You are entitled to receive and review the informaton upon request. You also have the right to ask the state agency to
correct any information that is determined to be incorrect. See Agp:/ /nmmdshs. texcas gox for more information. (Reference: Tex. Gov. Code,

§ 552.021, 552.023, 559.003, and 559.004)

PROVIDERS REGISTERED WITH ImmTrac2: Please enter client information in the Texas Immunization Registry and affirm that consent
has been granted. DO NOT fax to ImmTrac2. Retain this form in your client’s record.

Questions? Tel: 800-252-9152  » Fax: 512-776-7790  « ; . d
Texas Department of State Health Services ¢ Imrnumzatxons * Texas Immumzatlon Regxstry MC 1946 * P. O. Box 149347 »

Austin, TX 78714-9347

Stock No. C-7

Texas Department of State Health Services
Revised 02/2024

Immunization Section



Consent for Purposes of Treatment, Payment and Health Care Operations

I consent to the use or disclosure of my protected health information by the Waco-McLennan County
Public Health District for the purpose of diagnosing or providing treatment to me, obtaining payment for
my health care bills or to conduct health care operations of the Waco-McLennan County Public Health
District.

I'understand that diagnosis or treatment of me by the Waco-McLennan County Public Health District may
be conditioned upon my consent as evidenced by my signature on this document.

I understand that I have the right to request a restriction as to how my protected health information is used
or disclosed to carry ouf treatment, payment or health care operations of the practice. The Waco-
McLennan County Public Health District is not required to agree with the restrictions that I may request.
However, if the Waco-McLennan County Public Health District agrees to a restriction that [ request, the
restriction is binding on the Waco-McLennan County Public Health District.

I have the right to revoke this consent, in writing, at any time, except to the extent that the Waco-
MecLennan County Public Health District has taken action in reliance on this consent.

My “protected health information” means health information, including my demographic information,
collected from me and created or received by the Waco-McLennan County Public Health District staff,
another health care provider or a health plan. This protected health information relates to my past, present
or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe
the information may identify me.

[ understand I have the right to review the Waco-McLennan County Public Health District’s Notice of
Privacy Practices prior to signing this document.

I have received a copy of the Waco-McLennan County Public Health District’s Notice of Privacy Practices.

The Notice of Privacy Practices describes the types of uses and disclosures of my protected health
information that will oceur in my treatment, payment of my bills or in the performance of health care
operations of the Waco-McLennan County Public Health District.

The Notice of Privacy Practices for the Waco-McLennan County Public Health District is also posted in
cach department of the Health District and on the City of Waco’s web site at www. waco-texas.com
/services/health,

This Notice of Privacy Practices also describes my rights and the duties of the Waco-McLennan County
Public Health District with respect to my protected health information,

The Waco-McLennan County Public Health District reserves the right to change the privacy practices that
are described in the Notice of Privacy Practices.

I may obtain a revised Notice of Privacy Practices by accessing the Waco-McLennan County Public Health
District’s web site, calling the office and requesting a revised copy be sent in the mail or asking for one at
the time of my next visit.

Signature of Client or Authorized Representative Relationship

lo- -2b

Name of Client Date Of Birth Date



