Immunization Re

County of San Diego

Name of Event:

gistration Form Region/Organization:

(Forma para registro de vacunas)
CT'LQLM JM\ EJLA:\M;\

Date of Event:

PLEASE PRINT PATIENT'S INFORMATION/ (sl cila glaa 4418 sla )
FAVOR DE IMPRIMIR LA INFORMACION DEL PACIENTE

LAST NAME/APELLIDO/ .ty FIRST NAME/PRIMER N

OMBRE/ Js¥) au) MIDDLE INITIAL/INICIAL/ e sl assy)

DATE OF BIRTH / FECHA DE NACIMIENTO/ 83 s e AGE/EDAD/ sl GENDER/GENERO/ (wial
MONTH/MES DAY/DIA YEAR/ANO DMALE |:| FEMALE |:| NON-BINARY
MASCULINO F'EMENINO NO BINARIO
<5, oA

*If under age 18, parental consent required (indicate below)

RACE/RAZA ETHNICITY/ETNICIDAD

OCCUPATION/OCUPACION

EAMERICAN INDIAN/ALASKAN NATIVE |:|ASIAN |:| HISPANIC/LATINO |:| FIRST RESPONDER |:| LONG TERM CARE FACILITY STAFF
PERSONAL DE PRIMER CONTACTO PERSONAL EN UN CENTRO DE CUIDADOS DE LARGO PLAZO
[ ] BLACK OR AFRICAN AMERICAN [ JWHITE [] NON HISPANIC/LATINO O
HEALTHCARE WORKER [ ] OTHER (specify):
NATIVE HAWAIIAN/PACIFIC ISLANDER UNKNOWN
B OTHER RACE S DECLINE ] UNKNOWN/DECLINE TRABAJADOR DE SALUD OTRO (ESPECIFICAR):
HOMELESS HOME NUMBER/TELEFONO DE CASA/Jjall il o8, WORK/MESSAGE NUMBER/ Jadl Ciila a3, Jusall | EMAIL ADDRESS
[] []
UNSHELTERED | SHELTERED | AREA CODE/LADA/4ikial) 3a AREA CODE/LADA/ 4ihial) }a,
STREET ADDRESS/CALLE Y NUMERO/g <l o) sis CITY/CIUDAD/iiaall |STATE/ESTADO/ 4N 5| ZIP CODE/ZONA POSTAL/ s 5l 3o 4l

Have you received immunizations during the last 12 months? Ll jgd sée Y b clald 4 o138 da

[] YES/ s [] NO/Y

Ha recibido vacunas aqui durante los ultimos 12 meses?

[]NO [INO

A. | have been given a copy and have read, or have had explained to me, the
information in the specific Vaccine Information Statement(s) about the disease(s)
and the vaccine(s) which will be given today. | have had a chance to ask questions
which were answered to my satisfaction. | believe | understand the benefits and the
risks of the vaccine(s) and allow this (these) vaccine(s) checked below to be given to
me or to the person for whom | am authorized to make this request.

B. | understand that the patient's name, other identifying information and
immunization history may be shared with other licensed health providers, e.g.,
physicians, nurses, hospitals, etc. and schools for the purpose of immunization
management and | consent to the release of this information, unless | have indicated
that | do not wish for my record to be shared by making a checkmark in the column
labeled "SDIR Decline to Share."

A. Me han dado una copia y he leido, o me han explicado, la informacién contenida
en la Declaracion de Informacién de vacunas sobre las enfermedades y vacunas
indicadas abajo. He tenido oportunidad de hacer preguntas, las que me han sido
contestadas a mi completa satisfaccion. Creo que entiendo los beneficios y los
riesgos de las vacunas y pido que esta(s) vacuna(s) indicadas abajo sean aplicadas
a mi or a la persona que nombre aparece abajo, por quien estoy autorizado/a para
hacer esta solicitud.

B. Entiendo que el nombre del paciente y otra informacion de identificacion, asi
como la historia de vacunacién pudiera ser compartida con otros proveedores de
salud con licencia, por ejemplo otros médicos, enfermeras, hospitales, etc. y
escuelas para propoésitos de manejo de las vacunas y que yo estoy de acuerdo que
esta informacion sea compartida, a menos de que yo haya indicado que no deseo
permitir que mis datos sean compartidos marcando la columna "SDIR Decline to
Share."

DATE / FECHA | a8l gl

SDIR Decline to Share (only if declining to share)/Negarse a compartir/is_ liall 2,

O]

PARENT NAME (If under age 18) PARENT PHONE
OFFICE USE ONLY
Vaccine Given (Brand Name) Lot # Expiration Date Site
LD RD
LD RD
LD RD
LD RD
VIS Print Date: VIS given (initials):
VACCINATOR Name (print): Sign: SDIR #:
SDIR Data Entry Completed by Name: Date:




	fill_2: 
	fill_3: 
	fill_4: 
	fill_5: 
	fill_6: 
	ASIAN: Off
	WHITE: Off
	HISPANICLATINO: Off
	NON HISPANICLATINO: Off
	UNKNOWNDECLINE_2: Off
	FIRST RESPONDER: Off
	GROCERY WORKER: Off
	LONG TERM CARE FACILITY STAFF: Off
	OTHER specify: Off
	fill_8: 
	Row1: 
	PARENT PHONERow1: 
	Row1_2: 
	Row1_2_3: 
	fill_12: 
	fill_13: 
	Check Box1: Yes
	BLACK OR AFRICAN AMERICAN: Off
	American Indian/Alaskkan Native: On
	fill_7: 
	FILL_8: 
	MALE: Off
	FEMALE: Off
	NON-BINARY: Off
	UNKNOWNDECLINE: Off
	Yes2: Off
	Yes3: Off
	Yes4: Off
	Insert Vaccine Name1: 
	Insert Lot Number: 
	LD1: Off
	RD1: Off
	Insert Vaccine Name2: 
	Insert Expiration Date: 
	LD2: Off
	RD2: Off
	Insert Vaccine Name3: 
	Insert Lot Number3: 
	Insert Lot Number2: 
	Insert Expiration Date2: 
	Insert Expiration Date3: 
	LD3: Off
	Insert Vaccine Name4: 
	Insert Lot Number4: 
	LD4: Off
	RD4: Off
	Insert Expiration Date4: 
	VIS Print Date: 
	VIS given (initials): 
	Printed Vaccinator Name: 
	Signature: 
	SDIR#: 
	Completed by: 
	Date on bottom: 
	fill_1: 
	POD/EVENT Name: 
	Date: 
	Region/Organization Name: 
	fill_30: 
	fill_31: 
	Other race: Off
	DECLINE: Off
	UNKNOWN: Off
	Native Hawaiian/Pacific Islander: Off
	Homeless Unsheltered: Off
	Homeless Sheltered: Off


