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Patxent Eligibility 8creening: Record
Vaccines for Chlldrcn Program (VFC) R
VFC ohglbrlity screening must take place wlth each lmmunlzahon vlsrt to ensure the chlid 5 chglbillty status has not changed.: o

j"ii : 'ln|t|a1 Scrosnlng Date

2. Childs Name

- o e T TR
" 3. ‘Chil's Date of Birth - A
4 'Parehucuardian_frndividuéi :tjf-"re_cdrd;.;. . L o S %
R T LastName T Fh"stName T
5 f!s your pracﬂcelc!rmcafederally quallﬂcd health center (FQHG) or rura1 health center (RHC)? Yes T New

U f youanswered "YES', you must have a photocopy or clcctronrc copy of your FQHC or RHC licenseiccrtiﬂcatlon an f le wnth -
. ,the Ilirois Vacctnes for Chlldron program. R B . '

- B _.PrrmaryProvidcrsName D : L _ S
o b . LastName UL e F\rsﬁNamc B o ST T
T Does this. patrcnt qualify forimmumzatlon through thc VFC program becauae helshe
I Yas, Is anrolled in Medicaid. - . :
* Yes, does NOT have health insurance: S
. Yes, is an American Indian or Alaska’ Nahue RETE
" Yas, Is underinsured thad health InsUrance that does not pay. for vaccmatfons

. No, this-ghild does not.quallfy. for immiinizations through the VFC program because i ;. R
he/she does not mestthe eligibillty criteria. o E]

'_'*’i‘o be uppcrted w}th VFG purohasad vaccine. underlnsurcd chijdren must ba vacclnated through & FQHC or. RHG Eiea qcesticn 5 above.

- Checkonly onebox - -
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Ellglbilrty Changes
Datc Elrglblhty . it o 'ﬁ. : .: o T Amencan Indlanl T T ':Dooé'é-hci--mset .
Changed 1o Med_lqa.iﬁ__.:;_ U._r_uhcuregl-., i _Alaska Native-~ 1" Urr_n;lonn_surod* ' el '

e _.eliglblllty.'crltoric- i h

-

"‘I‘o be supported wlth \[FC purohascd vaoclno undor]ns od chlldren mUSt bc vacclnatad through a FQHC or RHC See queshon 5 abcve

A roccrd of: ail ohrldren 18 years of age or younger who recelvo immumzatlons must be kcpt in-the' heait care providcrs cffrcc Tho reccrd moy be .
completert By the parent, gierdian, .or Individual-of record 6r by the health care. provider. VFC- sligibliity: scréening must take place with each
_-1mmun:zatlon vislt to ensure“the. child’s eligibliity- statuo has.not. ohahgcd This: same record:will satisfy. the requirements for-all subsequont
: _vaccmahons as long ag’ the chlld 's oligibltlty status has not changed lt |s neccssary to retain this'or a simllar record for oach chlid recewmg

-Thc above ellglbilrty status mformatlcn was provldad by me to Jo Dawess Gounty Health Departmont
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JO DAVIESS COUNTY HEALTH DEPARTMENT

A Federally Qualified Heaith Center / Rural Health Center

Formulario de Elegibilidad del Paciente
Patient Eligibility Screening Record

Programa “Vacunas Para Nifios”

- Vacelnes for Children Program (VFG)
Fecha Inicial;
{Initlal Sereening Data)

Nombre del Nifio

(Chitd's Name) Apellido Paterno Apellido Matermo Nombre 2do Nornbre
{Last Name, Fathar) {L.ast Name, Mother) {Child's Name) (Child's 2™ Name)
Fecha de Nacimiento
(Date of Birth) Wes (Month) Dia (Day) Afio (Year)
Padre, Madre o Tutor
(Name of Parent/Guardian) Apellide Patarno Apellido Matermno Nombre 2do Nombre
(Lasl Name, Father) {Last Name, Mother) (Child's Name) (Child's 2" Name)

Nombre del proveedor de Primaria

{Primary Provider's Name)

Este nifio cualifica para recibir vacunas a través del Program "VFC" proqué él o ella: (Marque solo un encasitlado)
[This child is ellgible for vaccines through the VFC Program. Check only ons box.]

Si, es participante tiene Medicaid (Reforma de Salud) (Yes, participant has Medicaid {Health Care Reform])
8i, No tiene seguro medico (Yes, does not have health insurance)

Si, es Indio Americano o Nativo de Alaska (s American Indian or Alaska Native)
*8i, su seguro medico no cubre las vacunas (ves, is underinsured - Insurance does fot cover vaccines)
No tiene criterio de elegibilidad para el VFC (No, child does not mest eligibility criterta for VEC)

OOOOe]

Cambios en Elegibilidad (Changes in Eligibiity)

Fecha de Elegibilidad . Sin seguro Americano o Nativo Insuficiente No cumple con [os criterios
Cambiado Medicaid (Uninsired) | -d& Alagka (American Indien medico de elegibilidad (poes nol meet
{Date Eligibility Changed) I Alaska Natva) {Undarinaured*) aligibllity criteria)

» “Tiene que ser vacunado en un FQHG (Must be vacinated in an FQHC)

+  Este documento sera revisado en cada visita para vacunarse. (This document will be reviewed at each visit for vaccination.)

+  Alfirmar el padre o tutor Certifica que la elegibilidad marcada es la correcta. Toda persona que ofrezca informacion falsa con
la intencion de obtener los beneficios del Programa "Vacunas Para Ninos”, sera referida a las autoridades estatales y

federales correcpondientes y podra ser procesada criminalments. (Signing this document by parent/guardian cerlifies that aligibil

correctly. Any person who provides false Infermation with intent of obtaining the benefits of the VFC Program will be referred to state and federal ay
may be eriminally prosecuted.)

»  Este documento tiene que mantenerse en el expediente de cada cliente. (This docurent must be kept on file for each client)

ty is answerad
thorities and

El estatus de elegibilidad anterior fue proporcicnada por mi a la Jo Daviess County Health Department. (The above eligibilily status was
provided by me to the Jo Daviess County Health Department.)

Firma del padre / madre / tutor o Firma del padre / madre / tutor o
proveedor de atencion médica (signature Fecha (Date) proveedor de atencitn médica Fecha (Date)
of ParentiGuardian or Health Care Provider) (Signature of Paren¥/Guardian or Health Care Provider)




