VACCINE ADMINISTRATION RECORD

Name Male Female, Date of Birth

Address, City. State, Zip.
Phone ( ) Social Security # - - Medicare # (including letters),

Allergies Primary Care Physician and Phone Number,

Ethnicity (optional): Caucasian African American Hispanic Asian American Indian Other,

Screening Questions

-

Are you sick teday? YES NO

2. Doyou have any allergies to medications, foods (e.g. eggs), latex, or a vaccine component (e.g. gelatin, neomycin, polymyxin, yeast, YES NO
thimerosal, etc.)? If yes, please [ist:

3.  Have you ever had a serious reaction (including fainting) after receiving a vaccination? (/f fainting, need vagal precautions built

into protocol with triage and treatment recommendations should this occur at pharmacy). YES NO

4. Do you have a long-term health problem such as heart disease, lung disease, liver disease, asthma, kidney disease, metabolic disease YES NO
(e.g., diabetes) anemia or other blood disorder? (If so, these need to be addressed in protocol based on current accepted guidelines).

5.  Doyou have cancer, leukemia, HIV/AIDS, or any other immune system problem? Have you been diagnosed with rheumatoid arthritis, ankylosing YES NO
spondylitis, Crohn’s disease?

6. Inthe past 3 months, have you taken medications that weaken your immune system, such as cortisone, prednisone, other steroids or YES NO
anticancer drugs, or have you had radiation treatments?

7.  Have you had a seizure, or a brain or other nervous system problem, or Guillain-Barre? YES NO

8.  During the past year, have you received a transfusion of blood or blood products, or been given immune (gamma) globulin or an antiviral drug? YES NO

(Response needs to be addressed in protocol.)
9.  For women, are you pregnant or is there a chance you could become pregnant during the next menth? (Protoco/ needs to address for specific vaccines.) YES NO

10. Has any physician or other healthcare professional ever cautioned or wamed you about receiving certain vaccines or receiving vaccines outside of YES NO
a physician’s office or hospital? (if answer is yes, this Is a hard stop).

11.  Have you received any vaccinations in the past 4 weeks? (Question not required for inactivated injectable influenzas but s for all other YES NO
Immunizations Including live attenuate internasal influenza.)

12. For Tdap and adult Td (ONLY). Do you have an open wound, puncture or tissue tear that prompted you to get a tetanus shot? YES NO

(i answer is yes, this Is a hard stop).

| have read, or have had read to me, the written information regarding the vaccine(s) marked below. | have had the opportunity to ask questions that were
answered to my satisfaction. | understand the benefits and risks of the vaccine(s) being administered and have received a copy of a current Vaccine Information
Sheet for each vaccine | am receiving today. |, on behalf of myself, my heirs, executors, personal representatives, agents, successors, and assigns hereby
agree to release, indemnify and hold harmless Mutual Drug, its subsidiaries, divisions, affiliates, agents, officers, directors, contractors, and employees from any
and all claims arising out of, in connection with, or in any way related to the administration of the vaccine(s) marked below. | certify that | am at least 18 years
old and hereby give my consent to the pharmacists of the Mutual Member Drug Store to administer the vaccine(s) marked below. If under 18 years old signature
by parent or guardian required. | AGREE TO WAIT NEAR THE VACCINATION LOCATION FOR APPROXIMATELY 15 MINUTES FOR OBSERVATION BY
A MUTUAL DRUG MEMBER PHARMACIST.

Name (print) Signature Date

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

Name (print) Signature Date
Vaccine to be administered: __Influenza ___Pneumococcal Polysaccharide Pneumococcal Conjugate ____Herpes Zoster____ Hepatitis A
— Hepatitis B Meningococcal Polysaccharide ___Meningococcal Conjugate ___Meningococcal B Tetanus diphtheria.
__Human Papillomavirus __Tetanus and Diphtheria Toxoids and Pertussis __Tetanus and Diphtheria Toxoids and Acellular Pertussis
____Tetanus Toxoid
1. Store Stamp:
Vaccine name & manufacture Lot # & exp. date Dose
LD___orRD,
Site of Injection Date of VIS Signature of administrator of vaccine

Vaccine name & manufacture Lot # & exp. date Dose Primary Care MD Notified: Date:

LD___orRD Phone___ Fax____ RPh/Tech:
Site of Injection Date of VIS Signature of administrator of vaccine
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SOUTHPOINT PHARMACY

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED
AND
DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996
(HIPPA) is a federal program that requires that all medical
records and other individually identifiable health information
used or disclosed by us in any form, whether electronically, on
paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and
control how your health information is used. HIPPA provides
penalties for covered entities that misuse personal health
information.

As required by HIPPA, we have prepared this explanation of

how we are required to maintain the privacy of your health

information and how we may use and disclose your health
information.

We may use and disclose your medical records only for each of

the following purposes: treatment, payment and health care

operations.

* Treatment means providing, coordinating, or managing
health care and related services by one or more health care
providers. An example of this would include filling your
prescription.

*  Payment means such activities as obtaining reimbursement
for services, confirming coverage, billing or collection
activities, and utilization review. An example of this
would be sending a bill to your insurance company for
payment.

* Health care operations include the business aspects of
running our practice, such as conducting quality
assessment and improvement activities, auditing functions,
cost-management analysis, and customer service. An
example would be an internal quality assessment review.

We may also create and distribute de-identified health

information by removing all references to individually

identifiable information.

We may contact you to provide appointment reminders or
information about treatment alternatives or other health related
benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your
written authorization. You may revoke such authorization in
writing and we are required to honor and abide by that written
request, except to the extent that we have already taken actions
relying on your authorization.

You have the following rights with respect to your protected
health information, which you can exercise by presenting a
written request to our Privacy Officer:

The right to request restrictions on certain uses and
disclosures of protected health information, including
those related to disclosures to family members, other
relatives, close personal friends, or any other person
identified by you. We are, however, not required to agree
to a requested restriction. If we do agree to a restriction,
we must abide by it unless you agree in writing to remove
it.

* The right to reasonable requests to receive confidential
communications of protected health information from us
by alternative means or at alternative locations.

* The right to inspect and copy your protected health
information.

*  The right to amend your protected health information.

* The right to receive an accounting of disclosures of
protected health information.

*  The right to obtain and we have the obligation to provide
to you a paper copy of this notice from us at your first
service delivery date.

*  The right to provide and we are obligated to receive a
written acknowledgement that you have received a copy of
our Notice of Privacy Practices.

We are required by law to maintain the privacy of your
protected health information and to provide you with notice of
our legal duties and privacy practices with respect to protected
health information.
This notice is effective as of April 10,2003 and we are required
to abide by the terms of the Notice of Privacy Practices
currently in effect. We reserve the right to change the terms of
our Notice of Privacy Practices and to make the new notice
provisions effective for all protected health information that we
maintain. We will post and you many request a written copy of
a revised Notice of Privacy Practices from this office.
You have recourse if you feel that your privacy protections have
been violated. You have the right to file a form, written
complaint with us at the address below, or with the Department
of Health & Human Services, Office of Civil Right, about
violations of the provisions of this notice or the policies and
procedures of our office. We will not retaliate against you for
filing a complaint.

Please contact us for more information:

Prasanna Bafana, RPh

Pharmacist Manager

Southpoint Pharmacy

6216 Fayetteville Rd, Suite 105

Durham, NC 27713

Phone: (919) 908-0200

For more information about HIPPA or to file a complaint:

The U.S. Department of Health & Human Services

Office of Civil Rights

200 Independence Avenue, S.W., Washington, DC. 20201

Phone:(202)619-0257 Toll Free:(877)696-6775



VACCINE INFORMATION STATEMENT

Influenza (Flu) Vaccine (Inactivated or

Many Vaccine Information Statements are
available in Spanish and other languages.
See www.immunize.org/vis

Recombinant): What you need to KNOW | suises ooty on mushos ovos

idiomas. Visite www.immunize.org/vis

[ 1 | Why get vaccinated? ]

Influenza vaccine can prevent influenza (flu).

Flu is a contagious disease that spreads around the
United States every year, usually between October
and May. Anyone can get the flu, but it is more
dangerous for some people. Infants and young
children, people 65 years of age and older, pregnant
women, and people with certain health conditions or
a weakened immune system are at greatest risk of flu
complications.

Pneumonia, bronchitis, sinus infections and ear
infections are examples of flu-related complications.
If you have a medical condition, such as heart
disease, cancer or diabetes, flu can make it worse.

Flu can cause fever and chills, sore throat, muscle
aches, fatigue, cough, headache, and runny or stufty
nose. Some people may have vomiting and diarrhea,
though this is more common in children than adults.

Each year thousands of people in the United States
die from flu, and many more are hospitalized. Flu
vaccine prevents millions of illnesses and flu-related
visits to the doctor each year.

[ 2 | Influenza vaccine ]

CDC recommends everyone 6 months of age and
older get vaccinated every flu season. Children

6 months through 8 years of age may need 2 doses
during a single flu season. Everyone else needs only
1 dose each flu season.

It takes about 2 weeks for protection to develop after
vaccination.

There are many flu viruses, and they are always
changing. Each year a new flu vaccine is made to
protect against three or four viruses that are likely to
cause disease in the upcoming flu season. Even when
the vaccine doesn’t exactly match these viruses, it
may still provide some protection.

Influenza vaccine does not cause flu.

Influenza vaccine may be given at the same time as
other vaccines.

3 Talk with your health care
provider

Tell your vaccine provider if the person getting the

vaccine:

* Has had an allergic reaction after a previous
dose of influenza vaccine, or has any severe, life-
threatening allergies.

* Has ever had Guillain-Barré Syndrome (also
called GBS).

In some cases, your health care provider may decide
to postpone influenza vaccination to a future visit.

People with minor illnesses, such as a cold, may be
vaccinated. People who are moderately or severely ill
should usually wait until they recover before getting
influenza vaccine.

Your health care provider can give you more
information.

U.S. Department of
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http://www.immunize.org/vis
http://www.immunize.org/vis

[ 4 | Risks of a vaccine reaction ]

* Soreness, redness, and swelling where shot is given,
fever, muscle aches, and headache can happen after
influenza vaccine.

* There may be a very small increased risk of
Guillain-Barré Syndrome (GBS) after inactivated
influenza vaccine (the flu shot).

Young children who get the flu shot along with
pneumococcal vaccine (PCV13), and/or DTaP
vaccine at the same time might be slightly more
likely to have a seizure caused by fever. Tell your
health care provider if a child who is getting flu
vaccine has ever had a seizure.

People sometimes faint after medical procedures,
including vaccination. Tell your provider if you feel
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance
of a vaccine causing a severe allergic reaction, other
serious injury, or death.

5 What if there is a serious
problem?

An allergic reaction could occur after the vaccinated
person leaves the clinic. If you see signs of a

severe allergic reaction (hives, swelling of the face
and throat, difficulty breathing, a fast heartbeat,
dizziness, or weakness), call 9-1-1 and get the person
to the nearest hospital.

For other signs that concern you, call your health
care provider.

Adverse reactions should be reported to the Vaccine
Adverse Event Reporting System (VAERS). Your
health care provider will usually file this report, or
you can do it yourself. Visit the VAERS website at
www.vaers.hhs.gov or call 1-800-822-7967. VAERS
is only for reporting reactions, and VAERS staff do not
give medical advice.

6 The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation
Program (VICP) is a federal program that was
created to compensate people who may have been
injured by certain vaccines. Visit the VICP website
at www.hrsa.gov/vaccinecompensation or call
1-800-338-2382 to learn about the program and
about filing a claim. There is a time limit to file a
claim for compensation.

[ 7 | How can | learn more? ]

» Ask your healthcare provider.

* Call your local or state health department.

* Contact the Centers for Disease Control and
Prevention (CDC):
- Call 1-800-232-4636 (1-800-CDC-INFO) or
- Visit CDC’s www.cdc.gov/flu

Vaccine Information Statement (Interim)
Inactivated Influenza
Vaccine

8/15/2019 | 42 U.S.C. § 300aa-26
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