If completing by hand, please complete forms in black ink. If completing on your
computer, be sure to save your completed file before e-mailing it to
CommunityCruiser@novanthealth.org.

Screening Checklist
for Contraindications
to Vaccines for Children and Teens

PATIENT NAME __________________
DATE OF BIRTH __ /__ /__
month

day

year

For parents/guardians: The following questions will help us deterl')1ine which vaccines your child may
be given today. If you answer "yes" to any question, it does not necessarily mean your child should not be
vaccinated. It just means additional questions must be asked. If a question is not clear, please ask your
healthcare provider to explain it.
don't
no
yes
know
1. Is the child sick today?

D

D

D

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

D

D

D

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

D

D

D

4. Does the child have a long-term health problem with lung, heart, kidney or metabolic disease
(e.g., diabetes), asthma, a blood disorder, no spleen, complement component deficiency,
a cochlear implant, or a spinal fluid leak? Is he/she on long-term aspirin therapy?

D

D

D

5. If the child to be vaccinated is 2 through 4 years of age, has a healthcare provider told you
that the child had wheezing or asthma in the past 12 months?

D

D

D

6. If your child is a baby, have you ever been told he or she has had intussusception?

D

D

D

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

D

D

D

8. Does the child have cancer, leukemia, HIV/AIDS, or any other immune system problem?

D

D

D

9. Does the child have a parent, brother, or sister with an immune system problem?

D

D

D

10. In the past 3 months, has the child taken medications that affect the immune system such
as prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid
arthritis, Crohn's disease, or psoriasis; or had radiation treatments?

D

D

D

11. In the past year, has the child received a transfusion of blood or blood products, or been
given immune (gamma) globulin or an antiviral drug?

D

D

D

12. Is the child/teen pregnant or is there a chance she could become pregnant during the
next month?

D

D

D

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

D

D

D

FORM COMPLETED BY _______________________ DATE______
FORM REVIEWED BY ________________________ DATE ______

Do you have a copy of your child's immunization record?

yes

D

no

D

Important: in addition to this registration paperwork, e-mail or text a copy of your child’s immunization records to
communitycruiser@novanthealth.org. Completing this information in advance will drastically reduce your wait time. If you
do not have an immunization record, ask the child's healthcare provider to give you one with all your child's vaccinations on
it. Keep it in a safe place and bring it with you every time you seek medical care for your child. Your child will need this
document to enter day care or school, for employment, or for international travel.
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PATIENT INFORMATION
Patient name:

I

0 utoat1ent Information I c onsent to Treat

Medical Record#:

Account#:

Primary doctor:

Address:

Date:

Referring doctor phone #:

Employer /School:

City/State/Zip:
(H) Phone#:

I

Referring doctor:

I

Cell phone:

Work phone:

Email address:
Age:

Date of birth:

Religion:

Ethnicity:

Race:

Emergency contact (name):

Relationship:

(H) Phone#:

Responsible party:

Relationship:

DOB:

Responsible party address:

I

City/State/Zip:

Phone#:

(C)
SS#:

INSURANCE INFORMATION
Primary Insurance:

Employer:

Secondary Insurance:

Employer:

Insurance ID#:

Insurance Group#:

Insurance ID#:

Insurance Group#:

Insured Name:

Insured Name:

Address:

Address:

City/State/Zip:

City/State/Zip:

Insured DOB:

Insured Social Security#:

Insured DOB:

-

I Sex:

Marital status:

Insured Social Security#:

General Consent: I consent to medical care at Novant Health. This includes needed lab work and HIV testing. By law, I understand that if
there is an at-risk exposure to my blood or body fluids, I may be tested for HIV, Hepatitis B or C virus. Those test results will be shared with
the healthcare worker who was exposed. I am aware that healthcare is not an exact science. No guarantees have been made. If I am
hospitalized, I agree to send any valuables home. I agree that Novant Health is not responsible for any loss or damage to my property.
I understand and agree with the above information. This consent is valid for three (3) years.
Patient or Responsible Person Signature:

Date

Time

Date

Time

Financial Responsibility: I agree to pay for fill medical services provided. I understand that I may need to call my insurance company to
see if they will approve and pay for the medical care. I am aware that the doctors and others providing care may not be employees of
Novant Health. They are acting on their own and not at the direction of Novant Health. I understand I will receive a separate bill for their
services. Please bill my health insurance plan as a service to me. I am aware that this does not mean that they will agree to pay for any
services. I agree to pay whatever amount is not covered. Please apply for any health insurance coverage that may be available to me. I
agree to help in this process. I assign all of my rights and claims for payment under any health insurance plan to Novant Health and any
other treating providers. I appoint Novant Health, the other treating providers and/or their agents as my "authorized representative" to
act for me in getting payment for services provided. If I pay more than what I owe for this medical visit, I agree that it can be used to pay
for .fil!Y unpaid bills I have with any Novant Health facility. I give permission to be contacted for treatment or payment purposes via any of
the telephone numbers or email addresses I have given. This includes contact with a pre-recorded message, automatic dialing system,
artificial voice, email message, or text message. Contact may also be made by businesses helping my providers collect money that I owe.
I understand and agree with the above information. This consent is valid for three (3) years.

Patient or Responsible Person Signature:
* For delivering mothers, all of these responsibilities apply to your newborn baby.
If limited English proficient or hearing impaired, offer interpreter at no additional cost:
O Interpreter Accepted

(Name/Number of Person/Services Chosen/Used)
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O Interpreter Refused

