CARTER COUNTY HEALTH DEPARTMENT DRIVE-THRU FLU CLINIC
CLINIC LOCATION __________________________________________________   DATE OF SERVICE_________________________
	Do you have...   
	               Private Health Insurance   Medicaid/SoonerCare/Medicare
               IHS   Military   No Insurance 

	Medicare/Medicaid Number: 
	Medicare Part B?     Yes     No

	SSN:
	Marital Status:   M   S    W    D    SEP
	Years of Education 

	Last Name:
	First Name: 
	Middle Init:

	Street Address:
	City:
	State:
	Zip:

	Phone #: 
	Birth Date:
	Sex:      M      F

	Race:   Black    American Indian   Asian   Native Hawaiian  White       Hispanic:  YES    NO 


	Have you ever had a flu shot?
	     YES                     NO

	Are you allergic to eggs?
	     YES                     NO

	Do you have Guillain-Barre Syndrome?
	     YES                     NO

	Have you ever had an adverse reaction to a flu shot?
	     YES                     NO

	If yes, briefly explain.


	GIVEN BY
	VACCINE TYPE
	LOT NUMBER
	SITE/ROUTE

	
	______  INFLUENZA
	
	3/RD            4/LD

	
	______  PNEUMOCOCCAL
	
	3/RD            4/LD


UPDATE DEMOGRAPHICS, INSURANCE AND OSIIS   (
