
 
 

NEVADA COUNTY PUBLIC HEALTH DEPARTMENT 
 

SCHOOL NAME                IZ Registration #   _____ 

          

 DOB   AGE   Yrs    Mos SEX   
   

NAME  PHONE      
 

ADDRESS  CITY   ZIP  
 

 M-Cal      COUPON                   CASH $                         CHECK                    VIS sheets given 
 

 
  Yes No               Yes No 
  Any illness today?  Antibiotics?     Do you have asthma?  

  Any serious reactions to other Immunizations?    Have you had chicken pox? 

  Have you ever had a serious reaction to eggs,     Have you had a gamma globulin shot or blood 
  neomycin, streptomycin, thimerosol or gelatin?     transfusion in the past 3 months? 

  Have you had a convulsion, seizure, or problem     Have you had any shots in the past 2 weeks?  
  with the nervous system?     What kind?   

  Do you or anyone in your household have      Are you         pregnant ?          breast-feeding? 
  cancer, leukemia or other disease causing  
  immune system problems? 

  Are you taking cortisone, prednisone, other     Have you had a Tdap booster? 
  steroids or x-ray treatments? 

 
VFC Eligibility 

 

The following questions will help us determine if your child may receive the Tetanus, Diphtheria, and Pertussis Vaccine 
(Tdap) through the Vaccine for Children (VFC) program.  Please circle a response for each question.  Incomplete forms 
will not be accepted and, therefore, could prevent your child from being vaccinated through this program. 
 

1. Your child is eligible for Medi-Cal or the Child Health & Disability Prevention (CHDP) Program. True False 

2. Your child DOES NOT have private health insurance or receive Healthy Families Insurance. True False 

3. Your child is an American Indian or Alaskan Native. True False 

4. Your child has no health insurance. True False 

 
 
 
 
 
 
 

Please read and sign the following: 
I have been given a copy and have read, or have had explained to me the information contained in the Vaccine 
Information Statement(s) about the disease(s) and the vaccine(s) indicated.  I have had a chance to ask questions which 
were answered to my satisfaction.  I believe I understand the benefits and risks of the vaccine(s) and request that the 
vaccine(s) indicated be given to me or to the person named above for whom I am authorized to make this request.  I 
understand that Nevada County Public Health Department enters immunization information into the California 
Immunization Registry (CAIR).  I hereby authorize the Nevada County Public Health Department, to release this 
information to my designated medical provider(s) and school(s). 

 
 

 
       

 Print  Name   (Parent/Guardian/Self)   Signature    (Parent/Guardian/Self)   Date 
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