
CLINIC REGISTRATION FORM
www.scphoh.org

1867 West Market Street • Akron, Ohio 44313-6901
Phone: (330) 923-4891 • TolI4ree: 1 (877) 687-0002 + Fax: 330-752-7925

Date:___________

Reason for Visit:
Ofleceived a post card [Ifleceived a phone call UNew patient [)Return visit

How did you hear about us:

Patient Information:
Last Name:___________________________ First Name:

______________________________Middle

Initial:

______

Address:

_______________________________________

City:

_______________

State:

___________

Zip:

Phone Number: ( )________________________
E-Mail Address:

_______________________________________

Are you currently homeless, residing in a shelter, or currently have no fixed address? ::Yes DNo

Date of Birth: I I Age:_____ [Male UFemale Social Security Number: - -_______

Marital Status: USingle U Married U Divorced ::Separated ::Widowed

Mark all that apply: U African American U Caucasian [Asian LHispanic zAmerican Indian/Alaskan Native
lOther________

In Case of Emergency, who should be notified?

________________________________

Phone: ( )

_________________________

Relationship:

________________________________________

Doctor’s Name:

_______________________________________________

Phone number:

____________________________

Insurance information
U I have insurance coverage Does your insurance cover immunizations? Yes U No
U I have no insurance coverage Would you like a Medicaid application? C Yes [ No

Primary Insurance Coverage
Name and Address of insurance company

___________________________________

Effective date / /
Name of person on card

______________________________

SS # - -______ Birth date / I
ID # on card

_______________________________________

Group # on card

______________________________

Secondary Insurance Coverage
Name and Address of insurance company

___________________________________

Effective date / /
Name of person on card

_______________________________SS

# - -_______ Birth date / /
ID # on card

_________________________________________

Group 4 on card

________________________________

I understand that the charges for today’s visit will be submitted to my insurance company for payment and that any
balance not paid for by my insurance is my responsibility to pay.

U Please check this box if you would like information about other resources or programs offered in our community. (If you have
specific needs for your family, you may list them below and a nurse will be happy to help you when you are seen)

I acknowledge that I have been offered a copy of the Notice of Privacy Practices

Client or Guardian Signature Date

L:clinieulhealth/clinidclinic forum 2018/ registrudon rorm revised 8/IS/IS



SUMMIT COUNTY PUBLIC HEALTH
1867 West Market Street • Akron, Ohio 44313-6901

Phone: (330) 923-4891 • Toll-free: 1 (877) 687-0002
www.scphoh.ord

PATIENT CONTACT DIRECTIVES

Last Name:

_____________________________First

Name:

________________________Middle

Initial:

________

Date of Birth: I / Phone Number (Home/Cell) Language:

Patient Privacy Directives
In our efforts to comply with the health Insurance Partability and Accountability Act (HIPAA), we need tobe certain that we guard your privacy according to your wishes when it comes to your family, friends,and co-workers.

Do we have permission to:
Contact you on the number listed above to discuss appointments, treatment or test results?flYes ONo

Leave a message regarding appointments on the number listed above?
HYes INo

Would you like us to text health information to you? (Encoded STD test results only)HYes [INO

WouId you like us to share health or payment information with close friends or relatives, directly involved withyour care?
liVes r;No

If yes:

*Please provide us with a name and phone number that we may leave messages regarding appointments:Name: Number: (Home/Cell//Email)
Relationship to Patient

*Please provide us with a name and phone number that we may leave a message regarding treatments and/ortest results.

____________________________Number:

(Home/Cell/Email)
Relationship to Patient

93o you have any other specific instructions/requests about how we should communicate with you or othersabout your appointments, treatment, or test results?__________________________________________________

I acknowledge that all information above is accurate. You must inform us in writing of any changes in yourdirectives.

______________________
________________

/ /Signature Printed Name Date

• Fax: (330) 752-7925

Name

LflcommhIth\cIinIccIIrnc torms 2umpauent contact alrecnvcsu-cvlsenz/I/2u1 IUKm



PATIENT:_____

DATE OF BIRTH

VITAL SIGNS: REFERRED TO PCP__________
WT: BP: /_____

PULSE: RESPIRATIONS:___________

Screening Checklist for Contraindications to Vaccines for
Children and Teens
Far parents/guardians: The following quesUons will help us determine which vaccines your child may begiven today. If you answer “yes” to any question, it does not necessarily mean your child should not bevaccinated. It just means additional questions must be asked. If a question is not clear, please ask yourhealthcare provider to explain it. Don’t

Yes No Know

1. Is the child sick today? U El Li
2. Does the child have allergies to medications, food, a vaccine U ci El

component, or latex?

3. Has the child had a serious reaction to a vaccine in the past? C U El
4. Has the child had a health problem with lung, heart, kidney or metabolic

disease (e.g., diabetes), asthma, or a blood disorder? Is he/she on U El U
long-term aspirin therapy?

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

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

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

8. Does the child or a family member have cancer, leukemia, HIV/AIDS, or U U U
py other immune system problem?

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

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

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

12. Has the child received vaccinations in the past 4 weeks? U U U
13. Is your child currently taking any prescription or over the counter medications Yes or NoForm completed by:_______________________________ Date:_________________
Form reviewed by: Date:_________________Did you bring your child’s immunization record card with you? yes [1 no F]It is important to have a personal record of your child’s vaccinations. If you don’t have one, ask the child’shealthcare provider to give you one with all your child’s vaccinations on it. Keep it in a safe place and bring it withyou every time you seek medical care for your child.

Technical content reviewed by the centers for Disease Control and Prevention www.immunize.org/calg.d1p4065.pdt• ltem#P4065 (10112)Immunization Action coalition • 1573 Selby Ave. • St. Paul, MN 551 O4 (651) 647-9009 • www.immunize.org • www.vaccineinlormation.org
L:\clinicalhealth\cIinic\clinic forms 201 6\screeningchecklistforcontraindicationschildteen\to\04/24/201 7



Information for Healthcare Professionals about the Screening Checklist
for Contraindications (Children and Teens)

Are you interested in knowing why we included a certain question on the screening checklist? ifso, read
the information below. If you want to find out even more, consult the references listed at the end.

1. Is the child sick today? fall vacc/nes)
There is ro evider cc that acute illness reduces vaccine efficacy or’ rcreases vaccine adverse
e.erts, However, as a precaution with moderate or severe act-Ic illr,ess, all vacti r es should be
delayed until the :llnesn has improved. M ilo hr noes (such as otitis media, upper respiratory
i nfectior s, ar d diareheal ace N CT cor.tearr.dication 5 to ncd nation. Do rot withhold vaccination
if a persor is taking ant:hiotics.

2. Does the child have allergies to medications, food, a vaccine component, or latex? fall
racc/ntsJ
An anaphybactic reaction to later as a contraindication to vaccires tha’. contain lists as a compo’
rent or at part ofshe packagirg (e.g., vial sloppero. prefilrd syrirge p!urgers. preflled syringe
caps). If a person has an aphyhanis after eating gelatin, do not administer vaccines contain, rg gel.
atm A local react-on to a prior vaccine dose or vaccine comporert, irclud;eg later, is not a con
traindication to a subsequent dote or vaccine containirg that component. For information on
vacci ret supplied in via In or syringes contain i rg lates, tee reference 3; for an extensive list of
vaccine components, see reference 4. People with egg allergy of any severity can receive any rec
ommended mnfiersa vaccine (i.e., any llV or RIV) that is otherwise appropriate for the patient’s
age. For people with a history of severe allergic reaction to egg involving any symptom other
than hivet (e.g.. angioedema. respiratory distress), or who required ep:nepbnre or arother emer
gency medical intervention, she vaccire should be administered in a medical setting, ouch as
a clinic, health depanmect. or physician office. Vaccir,e admiristration should be supervised by
a bealrhcare provider who as able to recogn ice and mar age severe allergic condition s,

3. Hae the child had a serious reaction to a vaccine in the past? (oH v000/neo)
Histoey of anaphylactic reactior (see qurstion 2)to a previoa 5 dose of vaccine or vaccine com’
porers is a contnaindicae,on for subsequent doses.’ History ofercephatopathy within 7 days
following DTP/ Dia P is a contraindication fan further dose, of parts soi u-containing vaccine. Pie’
cautions to DTaP (not Tdap) irclude the foltswirr (a) seizure w.tbin 2 days ofa dose. (b) pale
or limp episode or collapse within 43 hours of a dose, (c) continuous crying for 3o, more hours
within 43 hours ofa dust, and (d) fever of 105’S (40C) within 43 hoses ofa previous dose,
There are other adverse events that might have occurred following vacci ration that constitute
contraindications on precautions to future doses, Under ronmat circa mutavceo, vaccines are
deferred when a precaution is present. However, situations may arise when the benefit outweighs
the risk (e.g.. during a community pensussis outbreak).

4. Has the child had a Fwahh problem with lung, heart, kidney, or metabolic disease (e.g.,
diabetes), asthma, nra blood disorder? Is hqshe on long-tents aspirin therapy? fLAB’]
The safety of live, attenuated influenza vaccine (LAIV( in children and teens with lung, heart,
kidney. on metabolic disease (e.g. diabetes), on a blood disorder has not been established, These
conditions, including asthma in children ages 5 years and older, should be considered precautions
for the use ofLAlV Cbildrnn on lorgiern aspirin therapy should non be givnn l.AIV, instead,
they should be given IV.

S. If the child to be vaccinated is 2 through 4 years of age, has a haatthcare provider
told you that the child had wheezing or asthma in the past 12 months? (LAIV)
Children ages 2 through 4 years who have had a wheezing episode within the past 12 months
should not be given LAIV. Instead, these children should be given IV.

6. tfyour child is a baby, have you eve, bee told that he Dr she has had intussuscept’ion?
(Pa to uvirs 0)

Irfants who have a history of intussuuception (i e., the teletcoping ofore portion ofthe intestine
into another) s boald not be grven rotavinus vaccine.

7. Has the child, a sibling, nra parent had a seizure; has the child had brain or other
nervous system problem? (OThP, Td, Tdop, If’?, LAW, MMRV]
DTaP and Tdap air cortnaod,cated in ch:ldnen who have a hrssory ofencephalopathy within 7 days
following DTP/DT5P. An unstable progressive neurologic problem is a precaution eo the use
of DTaP and Tdap. For ch,ldrer wth stable neueolugk disorders (including seizures) unrelated
to vaccination, or For children wish a family biutony of seicures, vaccinate as usual (erception:
children with a peruonal on family i.e., parent or sibling) history ofueizures generally should not
be vaccinated with MMRV; they should receive separate M MR and VAR vaccines). A history of
Cuillain.Bannf syndrome (CBS) is a consideration with the following: 1( Td/Tdap: rfCBS has
occurred within 6 weekt ofa tetanus.containing vaccine and decision rt made to continue vacci’

ENon: Live attenuated influenza vaccine (LAIV4; HuMist), Is not recommended
CDC’s Advisory Committee on Immunization Practices for use In the U.S. during
the 2016—17 influenza season. Because UIV4 is still a licensed vaccine that might

i be available and that some provides might elect to use, kr informational purposes,
rerence is made to previous recommendations fbr ‘its use.

nation, give Tdap instead ufTd ifno history ofpnior Tdap; 2) Influenza vaccine (IIV or LAIV):
FOBS has occurred wiohin 6 weeks of a prior influenza vaccination, raccinatt with llV if at high

nitk for severe ir.P.tenza complications.

8. Does the child nra family member have cancer, leukemia, HIV/AIDS, or any other
immunesystemproblen?LAIV, MMR, MMRV, P’? VAR)
Live virus vaLcines (e.g.. MM R, MM tV vanicella, notavirus, and LAIV( are usually contraindicated
in immunocompnomised children. However, there ant eaceptions. For eoample, MMR is eecom
minded for uuymptomatic HIV’infeceed children who do not have evidence ofsevene immuno
suppression. Likewise, vanicella vaccine should be considered for H lV’,n fected children with
age-weciflc CD4— T-lympboqte percentage at 15% on greater and may be cons,dened for childeer
ageS years and older with CD4, T-ympbonyte counts ofgneater than on equal to 200 ceils/pL
Var;cel Ia and ti MR vaccines should not be given no a child on teen with a family history of cor”
genital or hereditary immun odeficiescy in first-degree nelat,veu (e.g., parents, siblings) unless
the immune competence of the potential vaccine eecipient hat been clinically substantrated or
verified by a laboratory. Immunosuppressed children should not receive LAIV, Infants who have
been diagnosed with severe combined immunodeficiency (5(10) should not be given a live virus
vaccine, including notavinso (RV) vaccine, Other forms ofimmunotuppne,sion are a precaution.
not a contraindication, to rotav:na s vaccine, For dna; Is, consult ACI P , ecommendations,’

9. In the past 3 months, has the child taken mediations that affect the immune system
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment
nfrheumatoid arthritis, Crohn’s disease, or psoriasis; or had radiation treatments?
(LAW, MMR, MMRV, VAR)
Live virus vaccines (e.g., LAIV. MMR, MMRV. VAR) should be postponed until after chemotherapy
or locg 4cm high-dose steroid therapy has ended. For details and length of time to postpone.
consult the ACIP statement Some immure mediator and immune modulator drugs especialy
the artitumon.neaoois factor agents adalimumab, infirimab, and ctannncept) may be imnuno
suppnessrve. The u-se efl;ve vaccines should be avoided in peesor.s taking these dnugs.i To find
specific vaccination schedules for stem cell transplant (bone marrow tnan splant) patients, see
reference 9. LAIV. when recommended, can be given only to healthy non-pregnant people ages
2tbroughabyeaes.

10. In the past year, has the child received a transfiasion ofblood or blood products, or
been given immune (gamma) globulin or an antiviral drug? ((Al’?, tAMP. MMRV, VAR]
Certain live virus vacores (e.g., LAIV, MMR. MMRV, varxs3a) may need lobe deferred, depend
ing on several vaniableu, Consult the most current ACIP recommendations or the cuenent Red
Book for the most current information on intervals between artiviral drugs, immure gtobslin or
blood product administration and live virus vaccin es,1°

11. Is the chitdfteen pregnant on is there a chance she could become pregnant during
the next month? (HP’?. IPV LAIV, MMR, MMRV, VAR]
Lye sinus vacones leg.. MMR. MMRV, vanke:Ia. UI’?] are cortnaindicated one month before and
during pregnarcy because ofthe theoretical risk ofuimu tnarsm,tsion to the fetus Seasally
acsive young women who receive a live virus vaccine should be instructed to practice careful con
traception for one month following receipt ofthe vaccine,t.e On theoretical grounds, inactivated
pohiovinus vaccine should not be given during pregnancy; however, it may be given frisk of
enposune is sm minent (e.g.. travel to endemic areas) sed immediate protection is needed. I nac
sivated irflaenza vacant and Idap are both recommended during pregnancy. HPV vaccine is
not necommecded during pregrarcy.

12. Has the child received vaccinations in the past 4 weeks? jLAIV, MMR, MMRV. VAR,
yellow fevrv)
Children who were given either LAIV or an injectable live sins, vaccine (e.g.. MMR, MM RV, sari
celIa, yellow (even) should wait 23 dayt before receiving anothee vaccination ofthis type. Inacti’
vated vaccines may be gisee at the same time or at any spacing interval.
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Summit County Public Health
1867W. Market St. . Akron, OH 44313 . 330-923-4891

NOTICE OF PRIVACY PRAaICES
Your Information. Your Rights. Our Responsibilities.

This notice describes how your medical information about you may be used and disclosed
and how you can get access to this information. Pleasereviewitcarefully.

Your Rights

Whenitcomestoyourhealth information,you havecenain rights.Thissection explainsyour rights and
some of our responsibilities to help you.

Getan electronic or • You can ask to see or get an electronic or paper copy of your medical record
paper copy of your and other health information we have about you. Ask us how to do this.
medicairecord • We will provide a copy or a summary of your health information, usually

within 30 days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct your • You can ask us to correct health information about you that you think is
medicairecord incorrect or incomplete. Ask us how to do this.

• We may say “no” to your request but we’ll tell you why in writing within
60 days.

Request confidential • You can ask us to contact you in a specific way (for example, home or office
communications phone) or to send mail to a different address.

• We will say “yes” to all reasonable requests.

Ask us to limit what • You can ask us not to use or share certain health information for treatment,
we use or share payment or our operations.

• We are not required to agree to your request, and we may say “no” if it
would affect your cave.

• If you pay for a service or health care item out-of-pocket in full, you can
ask us not to share that information for the purpose of payment or our
operations with your health insurer.

• We will say “yes” unless a law requires us to share that information.

Get a list of those with • You can ask for a list (accounting) of the times we’ve shared your health
whom we’ve shared information for six years prior to the date you ask, who we shared it with,
information and why.

• We will include all the disclosures except for those about treatment
payment, and health care operations, and certain other disclosures (such as
any you asked us to make). We’ll provide one accounting a year for free but
will charge a reasonable, cost-based fee if you ask for another one within
12 months.

NoticeofPrivacyPractices . Pae1



Get a copy of this • You can ask for a paper COPY of this notice at anytime, even if you have
privacynotice agreed to receive the notice electronically. We will provide you with a paper

copy promptly.

Choose someone • If you have given someone medical power of attorney or if someone is your
to act for you legal guardian, that person can exercise your rights and make choices about

your health information.

• We will make sure the person has this authority and can act for you before
we take any action.

Fileacomplaintif you • You can complain if you feel we have violated your rights by contacting us
feel your rights are usingtheinformation on page 1.
violated • You can file a complaint with the U.S. Department of Health and Human

ServicesOfficeforCivil Rightsbysendingaletterto200lndependence Avenue,
SW., Washington, DC. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hlpaa/complaints/.

We will not retaliate against you for filing a coi1iplaint.

Your Choices

Forcertain health information,youcantellusyourchoicesaboutwhatweshare.lfyou have a clear
preference for how we share your information in the situations described below, talk to us. Tell us what you
want us to do, and we will follow your instructions.

In these cases, you have • Share information with your family, close friends, or others involved in
both the right and choice to yourcare
tell us to:

• Share information in a disaster relief situation

• Include your information in a hospital directory

• Contact you for fundraising efforts

Ifyou are not able to tell us your preference,for example ifyou are unconscious,
wemaygo ahead andshareyourinformation ifwe believe it is in yourbest interest.
We may also share your information when needed to lessen a serious and
imminentthreatto health orsafety.

In these cases we never • Marketing purposes
share your information

. . • Sale of your information
unless you give us written
permission: • Most sharing of psychotherapy notes

In the case offundraising: • We may contact you for fundraising efforts, but you can tell us not to
contact you again.

Our Uses and Disclosures

How do we typically use or share your health information? We typically use or share your health
information in the following ways.

Treat you • We can use your health information and Example:Adoctortreatingyou foran
share it with other professionals who are injury asks anotherdoctor about your
treating you. overall health condition.

NoticeofPñvacyPractices Page2



Run our • We can use and share your health information Example: We use health information
organization to run our practice, improve your care, about you to manage your treatment

and contact you when necessary. and services.

Bill for your • We can use and share your health information Example: Wegiveinformation about
services to bill and get payment from health plans or youto yourhealth insurance plan so it

otherentities. wHlpayforyourservices.

Howelsecan we use orshareyourhealth information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and
research. We have to meet many conditions in the law before we can share your information for these purposes.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understandingJconsumers/index.html.

Help with public health • We can share health information about you for certain situations such as:
and safety issues • Preventing disease

• Helping with product recalls
• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone’s health or safety

Do research • We can use or share your information for health research.

Complywiththelaw • We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we’re complying with federal privacy law.

Respond to organ and • We can share health information about you with organ procurement
tissue donation requests organizations.

Work with a medical examiner • We can share health information with a coroner, medical examiner, or
orfuneralthrector funeral director when an individual dies.

Address workers’ • We can use or share health information about you:
compensation, law • For workers’ compensation claims
enforcement and other • For law enforcement purposes or with a law enforcement official
government requests • With health oversight agencies for activities authorized by law

• For special government functions 5uch as military, national security,
and presidential protective services

Respondtolawsuitsand • We can share health information about you in response to a court or
legal actions administrative order, or in response to a subpoena.

Compliance With Other Laws

Other provisions of law may apply to your information. If any state or federal privacy laws require us to

provide you with more privacy protections than those explained here, then we must also follow that law. For
example, drug and alcohol treatment records are subject to the following restrictions:

• Information regarding participation in a treatment program or identifying a patient as a substance abuser will not
be disclosed except as permitted by applicable law.

NoticeofPrivacyPractices • Page3



• Disclosures, other than those explicitly required by 42 CFR Part 2, require consent in writing from the patient
unless the patient is incompetent? the patient condition prevents knowing or effective action, or the patient
is deceased. We may not release the records of minors without the consent of the minor, except as required
by law.

• Disclosures by court order require both a court order and a subpoena.

• Disclosures may be made for scientific research, program evaluations or audits, and emergencies.

• We are required by law to maintain the privacy and security of your protected health information.

• We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.

• We must follow the duties and privacy practices described in this notice and give you a copy of it.

• We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of This Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The
new notice will be available upon request, in our office, and on our web site.

Effective Date: 5/15/2017

For questions, please contact the Summit County Public Health Privacy Officer by calling 330-923-4891.

NoticeofPhvacyPractfces Page 4


