


Name of Patient Name of Person Completing Form

Date

Sex Race Social Security # DOB

Relationship to Patient

/ / / /

/ /

Male

Female

• • • PLEASE LIST ALL PEOPLE IN HOUSEHOLD • • •

Father:

Mother:

Other:

Other:

Other:

Other:

Yes No

Name

Have there recently been any major changes or stresses in the child's life?

If YES, please explain:

Yes NoDoes the child regularly go to a baby-sitter, pre-school or day care?

Yes NoIs your child exposed to cigarette smoke?

DOB Occupation Education

• • • BIRTH HISTORY • • •

During the pregnancy did the mother: (If Yes, please explain.)

Have any Medical Problems?

Smoke or Drink?

Use any Medication?

Use Alcohol or Drugs?

Have Problems with Labor/Delivery?

Yes No

Yes No

Yes No

Yes No

Yes No

Birth weight: Length: Place:

How long did the baby stay in the hospital after birth?

• • • PAST MEDICAL HISTORY • • •

Is the child's general health: Good Fair Poor

Does the child have any allergies?

Is the child taking any medication?

Yes No

Yes No

Please list any hospitalizations, operations, serious ilnesses or accidents. (with dates)

Date:

Date:

Has the child had any problems with the following? If YES, please explain.

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Eyes/Vision

Feet

Digestion/Nutrition

Ears/Hearing

Urine/Kidney

Joints

Skin

Lungs

Teeth

Heart

Seizures

Repeated Infections



• • • FAMILY HISTORY • • •

• • • DEVELOPEMENT • • •

• • • This Section is for Teenagers and is to Completed by the Teenager • • •

Yes NoHave any of the child's brothers or sisters died? If YES, give age and cause.

Have any of the child's blood relatives had the following diseases? If YES, please list family member.

Heart disease

Tuberculosis

High Blood Pressure

Kidney Disease

Allergies/Asthma

Cancer

Diabetes

Mental/Emotional Problems

Sickle Cell

Seizures

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Do you have any concerns about the following? If YES, please explain.

Developement

Behavior

Eating Habits

Sleeping Habitts

School Experience

Bathroom/Toilet Habits

Discipline

Other (explain)

• • • • • • • • • • • IMMUNIZATIONS WILL BE COPIED ON IMMUNIZATION RECORD BY OFFICE STAFF • • • • • • • • • • •

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Do you:

Use Tabacco?

Drink Beer or other Alcoholic Beverages?

Use any kind of drugs?

(For Females) How old were you when you had your first period?

Are you sexually active?

If YES, do you use birth control?

Have you ever been pregnant or fathered a child?

Do you have any concerns about the following? If YES, please explain.

Safety Issues

Substance Use (drugs, alcohol, tabacco)

Sexually transmitted Diseases

Family Planning

Other (explain)

Reviewed By Date

Notes:





Patient Eligibility Screening Record
Vaccines for Children Program

Signature Date

This record must be kept in the health care provider's office to reflect the current status of all children 18
years of age or younger declared eligible to receive immunizations through the VFC program. The record
may be completed by the parent, guardian, individual of record or by the health care provider. This same
record may be used for all subsequent visits as long as the child's VFC eligibility status has not changed.
Provider verification of responses is not required, but is necessary to retain this record on file for a
minimum of three years.

Please be advised, if your insurance does not cover immunizations and you do not let us know at the time
of the visit, it is your responsibility to pay the cost involved. We cannot make Vaccines For Children Program
retroactive and you are only eligible for Vaccine For Children Program at the time of the visit. If you are
unsure if immunizations and well check-ups are covered, please contact your insurance company.

Thank You

This child qualifies for vaccination through the VFC program because he/she (check only one box):

Last name First name M.I.

Date:

Child:

Date of Birth:

Parent/Gaurdian/
Individual of Record:

Provider:

(Please print or type)

(0) is enrolled in KidsCare; or
(1) is enrolled in AHCCCS; or
(2) does not have health insurance; or
(3) is an American Indian or Alaskan Native; or
(4) has health insurance that does not pay for vaccines

Check here if this child has health insurance that pays for vaccines.
These children do not qualify for VFC.




