2019-2020 1 B 57 BRI & s B i S s %

SE R Z R AR R IR - WRMEARRER A @ BEARAENE TREER -
B B e > A B, (Information about the person to receive the vaccine) (5% FIIERSHE) @ *ME (T

YK (Last Name) : * % = (First Name) : * g | HEH(DOB) - PG (Age)™ | TR (Sex):*
(MI) :

stk (Address) : *

Wi (City) = * J (State) : * BAR(Zip) © * ZEEE (Phone) : *
( )
fREg&ER (Insurance Information) : CUFESERENTRL S 1D 4R SEAIEFyaZ 4R ot = — 0 o AT 7-5F
FRIE N\ =14 F% (Name of Insurance Co) : & ID 4555 (Member ID Number) : /INGH ID 455 (Group ID Num.) @ (4]
;D)
A1 B F 955 (Medicare Number): AT BS R A2 T BBRIS (Is Medicare Primary)? | J 5 & 75 CLiB /K (Is Subscriber Retired)?
Dx% (Yes) |:| % (No) |:| S (Yes) |:| % (No)

MRBEFEEHNASRBRAHFRARERFAE AN, BEBLUUTNE (If person getting vaccinated is not the insurance
subscriber/policy holder):
%8 N4E% (Subscriber's Name) = (% ~ 4 ~ Hifi#4) (Last, First, M) %= A\ 4= HHA (Subscriber's DOB) : R (Sex):
/ /
AM)  HD) (Y)

% \ sl (Subscriber's Address) @ (418 FFE{rHER[E)

ygi (City) JN (State) 4R (Zip) E55E (Phone) :
( )
B A\ AYRR{% (Pt relationship to subscriber) :  (F&H ) * |:| fic 4% (Spouse) |:| T2z (Child) |:| HAt (Other)

BB 18 BRECARIM 18 BRAYTZT- (For children 18 years of age and younger) :

P& FREEE (VFC) 5FE=EFK (Is Vaccine for Children Program eligible) :
O BEAEBEEZAN (EMEFER) SRR (Is American Indian or Alaska Native)
O E2ESINEFERBIETE (ELFE MassHealth A1 HMOs 555 » Z R HEEFAHENZNI) (s enrolled in Medicaid)
[ &S MESHEE R (Does not have health insurance)
REFE VFC EFE (Is not VFC eligible)
O BEARHERRE BAGEERESEZ AN (FEMEFEER) ST R (Has health insurance and s not

American Indian or Alaska Native)

BRAHFBRAEEAE B HHEEE (1 give permission for my insurance company to be billed) -

X HHf (Date) :
(B~ FREGLFEFZEA 55 ) (Signature of patient, parent, or legal guardian)
R R R e o S S o e e e R e e e e o o o S o e e e e e e 0 o S B R O O e P e e D 2 2 2 D P P R e e P Pt e o o B S o B P P e P p P P e o e R P L P L P D D 2 R R P R R P P e P T T T e e 2 R P P P e et e e e o e o o
For Clinic/Office Use Only ({&FRZAr/RA EEH) :

Signature of Vaccine Administrator:

Date of Vax |Vaccine| State |[Preserv | Lot Exp Dose | Injection | Injection Site Date On
Service/Date VIS Given Type Mfgr |Supplied| Free* No Date (mL) Route (Circle) VIS
Place sticker here IM RArm L Arm 8/15/19

Provider Name: Newton Health and Human Services Department MDPH Provider PIN#: 11223
Provider Address: 1000 Commonwealth Ave, Newton, MA 02459




	fill_15: 
	fill_16: 
	fill_17: 
	fill_1: 
	fill_18: 
	fill_19: 
	undefined: 
	undefined_2: 
	fill_20: 
	fill_21: 
	fill_22: 
	fill_23: 
	fill_24: 
	fill_25: 
	fill_26: 
	fill_27: 
	fill_28: 
	fill_31: 
	fill_4: 
	undefined_3: 
	undefined_4: 
	fill_32: 
	fill_33: 
	fill_34: 
	fill_35: 
	fill_36: 
	fill_37: 
	fill_8: 
	Medicare Primary Yes: Off
	Medicare Primary No: Off
	Subscriber Retired Yes: Off
	Subscriber Retired No: Off
	Spouse: Off
	Child: Off
	Other: Off
	AI/AN: Off
	Medicaid: Off
	Uninsured: Off
	Not VFC eligible: Off


