Flu Season is quickly approaching!

Don’t be caught without your vaccination.

We will be having flu vaccines this year, but ONLY for staff and students. HEB will be here on Monday,
October 23rd to administer flu vaccines starting at 2pm in the auditorium. Please read the requirements below
and if you have any questions please let me know.

1. Insurance Billing Information:

« HEB will only allow those with contracted insurance plans that they accept to skip payment at the
site. Everyone else will need to pay for the shot. HEB accepts and is contracted with all major
insurances; however, they do NOT accept HMO, ACO, or co-op insurances. Please call the store
with any questions about what insurances are accepted. Some co-op insurances were accepted
during the 2022 school year, these will no longer be accepted this year.

¢ When completing the Vaccine Consent form, participants should fill it out with their prescription
insurance information. If you received a separate prescription/pharmacy card this year, use that card
rather than your medical insurance card. For all students, please send a copy of the
insurance/prescription drug card.

e Cash Price for flu shots: 3-64 $45, 65+ $110, payment is due at the time of vaccination.

2. Safety Requirements for flu clinic:

1. You must use hand sanitizer before you will be allowed to enter the clinic area.

2. You must be fever free to participate.

3. You must have your completed paperwork turned in to me (Nurse Goodwin) on or before Thursday,
October 19th.

4. Only one person will be allowed in the clinic area at a time.

Parents that are not employees of GCISD will not be able to accompany their children. Nurse Goodwin
will accompany those students.

3. Please contact Nurse Goodwin or visit the GCISD website to obtain and fill out forms.

e The 2023 Vaccine Consent form
e The 2023 Influenza Vaccine VIS sheet

Senior class students may also obtain their meningitis vaccine that is required for college admission during the
flu shot clinic. Cash price for Meningococcal vaccine is $155. Please visit Nurse Goodwin to complete
consent forms.

Please let me know if you have any questions.

Thank you,

Sasha Goodwin, MSN, RN
Garden City School Nurse
(432) 242-1022 ext. 105
sgoodwin@gckats.net



mailto:sgoodwin@gckats.net

VACCINE ADMINISTRATION CONSENT FORM Pha&macy

SECTION 1 — INFORMATION ABOUT THE PERSON RECEIVING THE VACCINE

Name: Date of Birth: / / Age:

MONTH DAY YEAR
Address: City/County/State: Zip Code: _
Cell: ( ) Email: | wish to receive alerts regarding my vaccine(s) via (Itext OR [lemail

Vaccines Needed: (JCOVID OFlu COPneum [Shingles OTd OTdap COHep A CDHep B COMeningitis CIHPV RSV [Other:

**H-E-B Pharmacy will contact your primary care provider informing them of vaccine(s) given today using the information provided below**

Primary Care Provider Name: Phone: ( ) Fax: ( )

SECTION 2A — QUESTIONS TO DETERMINE VACCINE ELIGIBILITY (circle YES or NO)

1. Are you sick today? YES NO

2. Do you have any long-term health conditions? (ex: heart disease, diabetes, asthma, COPD, kidney disease, anemia) YES NO

3. Do you have allergies to medications, foods, or latex? (ex: egg, bovine, gelatin, gentamicin, polymyxin, neomycin, phenol, yeast) YES NO

4. Have you ever had an anaphylactic reaction or any other serious allergic reaction to a vaccine OR to polyethylene glycol YES NO

(PEG) or polysorbate (which can be components of some vaccines)?

5. Do you have a seizure disorder, brain disorder, Guillain-Barre Syndrome, or nervous system disorder? YES NO

6. Do you have a weakened immune system (i.e., HIV, cancer) or take immunosuppressive drugs or therapies (i.e., biologic)? YES NO

7. During the past year, have you received blood or blood products or been given immune (gamma) globulin? YES NO

8. Have you had any vaccinations in the past 4 weeks? YES NO

9. Are you taking blood-thinning medications or do you have a bleeding disorder? YES NO

10. FOR WOMEN: Are you pregnant or breastfeeding or is there a chance you could become pregnant in the next month? YES NO

SECTION 2B — FOR COVID VACCINE ONLY (complete Section 2A and 2B)

11. Have you ever received a COVID-19 vaccine? YES NO
If yes, Manufacturer Name: Date of Most Recent COVID Vaccine:

12. Race: [JAmerican Indian/Alaska Native [JAsian [IBlack/African American Ethnicity: [1Hispanic [CINon-Hispanic [IPrefer not to disclose

[INative Hawaiian/Other Pacific Islander [JWhite [JOther [JPrefer not to disclose Gender: (DMale CIFemale OOther

SECTION 3 — PLEASE READ CAREFULLY AND ACKNOWLEDGE WHERE APPROPRIATE Legal effective July 22, 2016

| hereby give my consent to the H-E-B Pharmacy (“H-E-B”) to administer the vaccine(s) (the “Services”) | have requested below. With my initials, | certify that:
I am: (i) the Patient and at least 18 years of age; (ii) the parent or guardian of the minor Patient; or (iii) the legal guardian of the Patient; or (iv) a person authorized under the law of another
state or a court order to consent for the child; OR
The persons identified under (ii), (iii), or (iv), in the preceding sentence are unavailable and | have authority to consent to the immunization of the child because | am a (i) grandparent; (ii)

adult brother or sister; (iii) adult aunt or uncle; (iv) stepparent; or (v) another adult who has actual care, control, and possession of the child and has written authorization to consent for the child from
a parent, managing conservator, guardian, or other person who, under the law of another state or a court order, may consent for the child; additionally, | certify that | do not have knowledge of any
express refusals or withdrawn authorizations of consent and have not been told not to give consent for the child.

| understand that any Protected Health Information (“PHI”) | provide H-E-B will only be used or disclosed by H-E-B in accordance with H-E-B’s Health Insurance Portability and Accountability Act
(“HIPAA”) Notice of Privacy Practices. By signing below | acknowledge receipt of such HIPAA Notices of Privacy Practices and consent to the uses and disclosures of PHI described therein. While H-E-B
reserves the right to not do so, | consent to H-E-B reporting my immunization information to the State Immunization Registry. Should H-E-B elect to report my immunization history to the Texas central
immunization registry, ImmTrac, | further understand that my immunization information may be accessed by other health care providers, educators, public health representatives, state agencies and
certain insurance payers. | further authorize H-E-B to (1) release my medical or other information, including my communicable disease (including HIV), mental health and drug/alcohol abuse information,
to my healthcare professionals, Medicare, Medicaid, or other third-party payer as necessary to effectuate care or payment or otherwise, (2) submit a claim to my insurer for the below requested items
and services, and (3) request payment of authorized benefits be made on my behalf to H-E-B with respect to the below requested items and services. | further agree to be fully financially responsible
for any co-sharing amounts, including copays, coinsurance, and deductibles, for the requested items and services as well as for any requested items and services not covered by my insurance benefits.
| understand that any payment for which | am financially responsible is due at the time of service or, if H-E-B invoices me after the time of service, upon receipt of such invoice. Please note: for non-
prescription insurance (i.e. medical/health insurance), your insurance will notify you and H-E-B the exact copay/coinsurance amount due once they receive and process the claim. You may receive an
invoice for any amounts due, up to and including the total amount of the claim.
NOT A SUBSTITUTE FOR A PHYSICIAN | understand that H-E-B Pharmacy representatives are not physicians trained to diagnose and treat medical problems. | acknowledge that the administration of
Services does not constitute, and should not be interpreted as, medical advice or opinions substituting for the advice of a physician. | understand that the administration of Services does not create a
doctor-patient relationship between myself and H-E-B. | agree to consult a physician if | require medical advice or services at any time.
RELEASE, IMDEMNITY AND DISCLAIMER | understand that it is not possible to predict all possible side effects or complications associated with receiving vaccine(s), including COVID-19 vaccine(s). |
understand the risks and benefits associated with the below vaccine(s) and have received, read and/or had explained to me the Vaccine Information Statements and/or Emergency Use Authorization
Fact Sheets on the vaccine(s) | have elected to receive. | also acknowledge that | have had a chance to ask questions and that such questions were answered to my satisfaction. | additionally acknowledge
that | have received a copy of the H-E-B Pharmacy notice of privacy. Further, | acknowledge that | have been advised to remain near the vaccination location for approximately 15 minutes after
administration for observation by the administering health care provider. | understand that in the course of the requested vaccine administration, an H-E-B Pharmacy representative could possibly be
exposed to my blood or bodily fluids. In such event, | agree to review and execute the “H-E-B Post-exposure Consent for Testing” form.

On behalf of myself, my heirs and personal representatives, | further hereby WAIVE, RELEASE, and AGREE TO INDEMNIFY, DEFEND AND HOLD HARMLESS (including for costs and attorney’s fees)
H-E-B, its staff, agents, employees and corporate affiliates from any and all liabilities or claims whether known or unknown arising out of, in connection with, or in any way related to the administration
of Services listed below, even should such damages or losses result from H-E-B’s negligence.

Patient Signature: Date:
(Parent or Legal Guardian, if minor)

Sept 2023




SECTION 4 — INSURANCE INFORMATION

PHARMACY CARD

MEDICAL CARD

Plan/Carrier Name

Member ID #

Group #

RX BIN Not applicable
RX PCN Not applicable

Cardholder Name & Date of Birth (if different):

FOR MEDICARE PART B ONLY:

Medicare Number*

Last 4 digits of SSN**

Name of Medicare Beneficiary:

Signature:

*number on red, white, & blue Medicare card
**for insurance verification, if needed

| request payment of authorized Medicare benefits be made on my behalf to HEB Pharmacy for any service furnished to me by HEB Pharmacy. |
authorize release to the Centers for Medicare and Medicaid Services and its agents any medical information about me needed to determine the
payments for related services.

Date:

SECTION 5 - PHARMACY USE ONLY

Vaccine | Brand Name Amount Admin Manufact Route Lot # / Expiration Date Site of Admin*
COVID-19 Spikevax 0.5 ml (50mcg) Moderna IM RD LD
COVID-19 Moderna, age 3-11 0.25 ml (25mcg) Moderna IM RD LD
COVID-19 Comirnaty (gray cap) 0.3 ml (30mcg) Pfizer IM RD LD
COVID-19 Pfizer (blue cap), age 5-11 0.3 ml (10mcg) Pfizer IM RD LD
COVID-19 Pfizer (yellow cap), age 3-4 0.3 ml (3mcg) Pfizer IM RD LD
COVID-19 Novavax, age 12+ / 18+ 0.5 ml Novavax IM RD LD
Inactivated Influenza Fluzone HD 0.7 ml Sanofi IM RD LD
Inactivated Influenza Flublok 0.5 ml Sanofi IM RD LD
Inactivated Influenza Fluad 0.5ml Seqirus IM RD LD
Inactivated Influenza Flucelvax Quad 0.5 ml Seqirus IM RD LD
Inactivated Influenza Afluria Quad 0.5 ml Seqirus IM RD LD
Inactivated Influenza Fluarix Quad 0.5 ml GSK IM RD LD
Inactivated Influenza Flulaval Quad 0.5 ml GSK IM RD LD
Inactivated Influenza Fluzone Quad 0.5 ml Sanofi IM RD LD
Hepatitis A Havrix 0.5ml/1ml GSK IM RD LD
Hepatitis B Heplisav 0.5 ml Dynavax IM RD LD
Hepatitis A/B Twinrix 1ml GSK IM RD LD
Herpes Zoster (shingles) Shingrix 0.5 ml GSK IM RD LD
HPV-9 Gardasil 9 0.5 ml Merck IM RD LD
Meningococcal (ACWY) Menveo 0.5 ml GSK IM RD LD
Measles/Mumps/Rubella MMR I 0.5 ml Merck SC RA LA
Pneumococcal-23 Pneumovax 23 0.5 ml Merck IM /SC RD/RA  LD/LA
Pneumococcal-20 Prevnar 20 0.5ml Pfizer IM RD LD
RSV Abrysvo 0.5 ml Pfizer IM RD LD
Td (tetanus/diphtheria) TDVax 0.5 ml Grifols IM RD LD
Tdap (tet/dip/pertussis) Boostrix 0.5ml GSK IM RD LD
Typhoid (oral) Vivotif 4 caps Emergent Oral Oral
Typhoid (injection) Typhim 0.5 ml Sanofi IM RD LD
Varicella (chicken pox) Varivax 0.5ml Merck SC RA LA
Other

* RD - Right Deltoid, LD - Left Deltoid, RA - Right Arm, LA - Left Arm

VIS: Flu (inactive/live) 8/6/21, Hep A 10/15/21, Hep B 5/12/23, HPV 8/6/21, MenACWY 8/6/21, MenB 8/6/21, MMR 8/6/21, PCV 5/12/23, PPSV23 10/30/19, RSV 7/24/23, Td 8/6/21, Tdap 8/6/21,
6/21, Rabies 6/2/22, Rotavirus 10/15/21

Typhoid 10/30/19, Varicella 8/6/21, Zoster 2/4/22, Cholera 10/30/19, DTaP 8/6/21, Hib 8/6/21, Japanese Encephalitis 8/15/19, Polio 8

H-E-B Pharmacy Location

To Be Completed by Pharmacist

Technician Immunizer (if applicable)

Corp #:
Address:

City, State, Zip:

TX License #:

Signature:

TX Registration #:

Signhature:

Date of Immunization:

Clinic Location (if applicable):

Sept 2023




FORMULARIO DE CONSENTIMIENTO PARA ADMINISTRACION DE VACUNA Fa&maCIa

SECCION 1 - Informacién Acerca De La Persona Que Recibe La Vacuna

Nombre: Fecha de Nacimiento: / / Edad:
MES DIA ANO
Direccidn: Ciudad/Estado: Codigo Postal:
Celular: ( ) Email: Deseo recibir mensajes con respecto a mi(s) vacuna(s) en Cltexto O Clemail

Vacunas que solicito hoy: COVID  Gripe Pulmonia  Shingles Td Tdap HepA HepB Meningitis RSV  Otro(s):
* La farmacia H-E-B se pondra en contacto con su médico para informarle de la(s) vacuna(s) suministrada(s) hoy usando la informacién provista abajo *

Nombre del Médico: Teléfono: ( ) Facsimile: ( )

SECCION 2A - Estas Preguntas Lo Ayudaran a Determinar Su Elegibilidad Para Diferentes Vacunas (Circule Si o No)

1. ¢ Esta enfermo hoy? Si No

2. ¢ Tiene alguna enfermedad crénica? (e.g. enfermedad del corazon/rifion/sanguinea, diabetes, asma, COPD, anemia) Si  No

3. ¢ Tiene alguna aIergiqa med[camento;, aIimentos: I.atex (h.ulej),. o] vacuna.s’.? Si No

E.g. huevos, proteina bovina, gelatina, gentamicina, polimixina, neomicina, fenol, levadura

4. ¢Hatenido alguna vez una reaccién grave a una vacuna o a polietilenglicol (PEG) o a polisorbato? Si No

5. ¢ Tiene convulsiones, problemas cerebrales o neurolégicos? Si No

6. ¢ Tiene algun problema con su sistema inmunoldgico (SIDA, cancer) o estd tomando medicamentos que afecten su sistema Si No
inmunolégico?

7. Durante el dltimo afio, ¢ha recibido productos de sangre o sangre o recibié imunoglobulina (gamma)? Si No

8. ¢ Ha recibido vacunas en las ultimas 4 semanas? Si No

9. ¢ Esta tomando medicamentos anticoagulantes o tiene un trastorno hemorragico? Si No

10. MUJERES: ¢ Esta embarazada o amamantando o existe alguna posibilidad de que podria estar embarazada en el préximo mes? Si No

SECCION 2B - Solo Para la vacuna de COVID-19 (complete la seccién 2A y 2B)

11, ¢Ha recibido la vacuna contra el COVID-19? Si No
Si es si, nombre del fabricante: Fecha de la vacuna contra el COVID mas reciente:

12. Raza: OIndio americano/nativo de Alaska CAsiatico CIPersona de color/afroamericano Origen étnico: OHispano CINo-hispano CIPrefiero no revelar

ONativo de Hawaii u otro islefio del Pacifico 0 Blanco O Otro O Prefiero no revelar Género: OMasculino O Femenino O Otro

SECCION 3 — Por Favor Lea Cuidadosamente y Acepte Donde Sea Apropiado Efectivo Julio 22, 2016

Por la presente dar mi consentimiento a H-E-B Pharmacy (“H-E-B”) para administrar la vacuna (los “Servicios”) que he solicitado a continuacién. Con mis iniciales, certifico que:
Yo soy: (i) el Paciente y tengo al menos 18 afios; (ii) el padre o tutor del Paciente menor; o (iii) el tutor legal del Paciente; o (iv) una persona autorizada conforme la ley de otro estado o
una orden del tribunal para dar consentimiento por el nifio; O
Las personas identificadas bajo (ii), (iii), o (iv), en la oracidn precedente no estan disponibles y yo tengo la autoridad para dar consentimiento para la vacunacion del nifio porque soy un

(i) abuelo; (i) hermano o hermana adulto; (iii) tia o tio adulto; (iv) padrastro; u (v) otro adulto que esta a cargo de la atencidn actual, el control y la posesidn del nifio y tiene la autorizacidn escrita
para dar el consentimiento para el nifio del padre, curador a cargo, tutor u otra persona quien, conforme la ley de otro estado o una orden del tribunal puede dar consentimiento para el nifio;
asimismo, por la presente certifico que no tengo conocimiento de ninguln rechazo expreso ni autorizaciones de consentimiento retiradas y no me han dicho que no de consentimiento para el nifio.

Entiendo que toda la Informacion de Salud Protegida (Protected Health Information, “PHI”) que proporcione a H-E-B solo sera usada o divulgada por H-E-B segun la Notificacion de Practicas de
Privacidad de la Ley de Responsabilidad y Portabilidad de Seguros de Salud de H-E-B (“HIPAA”). Al firmar a continuacion, acepto recibir estas Notificaciones de Practicas de Privacidad HIPAA y doy
consentimiento para usar y divulgar la Informacién de Salud Protegida o PHI descrita en el mismo. Si bien H-E-B se reserva el derecho a no hacerlo, yo doy mi consentimiento a H-E-B que notifique
mi informacion de vacunas al Registro de Vacunas del Estado. Si H-E-B elige informar mi historial de vacunacidn al registro de vacunacion central de Texas, ImmTrac, también comprendo que puedo
acceder a mi informacién de vacunacion por otros proveedores de atencion de salud, educadores, representantes de salud publica, agencias del estado y determinadas aseguradoras. Asimismo
autorizo a H-E-B a (1) divulgar miinformacién médica u otra informacidn, incluso mi enfermedad contagiosa (incluido VIH), informacién de salud mental y abuso de droga y alcohol, a mis profesionales
de atencion de salud, Medicare, Medicaid u otros terceros pagadores, conforme sea necesario para realizar el pago o la atencidn o de otra manera, (2) presentar un reclamo a mi asegurador por los
articulos y servicios solicitados a continuacion y (3) solicitar el pago de beneficios autorizados que se realicen en mi nombre a H-E-B en relacion con los articulos y los servicios solicitados a
continuacion. Ademads, acepto ser totalmente responsable a nivel financiero por todos los gastos que se comparten, incluso copagos, coseguro y deducibles, por los articulos y los servicios solicitados
al igual que para cualquier articulo o servicio solicitado no cubierto por mis beneficios de seguro. Entiendo que cualquier pago por el cual soy responsable financieramente tiene vencimiento al
momento del servicio o, si H-E-B me factura después del momento del servicio, al recibo de dicha factura.
NO REEMPLAZA AL UN MEDICO Entiendo que los representantes de H-E-B Pharmacy no son médicos capacitados para diagnosticar y tratar problemas médicos. Acepto que la administracién de
Servicios no es y no debe ser interpretada como un asesoramiento médico u opiniones que reemplacen el consejo de un médico. Comprendo que la administracion de Servicios no crea una relacion
de médico y paciente entre mi persona y H-E-B. Estoy de acuerdo en consultar a un médico si necesito servicios o asesoramiento médico en algin momento.
DIVULGACION, INDEMNIDAD Y DESCARGO Comprendo que no es posible predecir todos los efectos secundarios o las complicaciones posibles asociadas con la recepcién de una vacuna, incluyendo
las nuevas vacunas contra el COVID-19. Comprendo los riesgos y beneficios asociados con la vacuna aqui indicada y que he recibido, leido y/o me han explicado las Declaraciones de Informacién de
Vacuna o la hoja de datos de autorizacion de uso de emergencia en la vacuna que elegi recibir. Asimismo, acepto haber tenido la oportunidad de formular preguntas y esas preguntas han sido
respondidas satisfactoriamente. Ademas, afirmo que he recibido una copia de la notificacién de privacidad de H-E-B Pharmacy. También, acuerdo haber sido asesorado a permanecer cerca del lugar
de la vacunacién durante aproximadamente 15 minutos después de la administracidn, a fin de ser observado por el proveedor de atencidn de salud que me administré la vacuna. Comprendo que
en el curso de la administracion de la vacuna solicitada, un representante de H-E-B Pharmacy podria ser expuesto posiblemente a mi sangre o liquidos corporales. En dicho evento, acepto revisar y
formalizar el formulario de “Consentimiento posterior a la exposicién H-E-B para la Prueba”.

En mi nombre, en nombre de mis herederos y representantes personales, por la presente yo RENUNCIO, EXIMO y ACUERDO MANTENER INDEMNE, DEFENDER Y EXIMIR (incluso por los costos
y los honorarios de abogados) a H-E-B, su personal, agentes, empleados, y afiliados corporativos de toda responsabilidad o reclamo, sean o no conocidos, que se deriven o estén relacionados de
alguna manera con la administracion de los Servicios indicados a continuacion, incluso si dichos dafios o pérdidas se deriven de una negligencia por parte de H-E-B.

Firma del Paciente: Fecha:
(Padre o Tutor, si es menor)

August 2023



SECCION 4 — INFORMACION DEL SEGURO

Tarjeta de la Farmacia Tarjeta Medica
Plan
No. de ID del Miembro
No. de Grupo
RX BIN No aplicable
RX PCN No aplicable

Nombre del asegurado y fecha de nacimiento (si es diferente):

SOLO PARA MEDICARE PARTE B:

Numero de Medicare*

4 ultimos digitos del Seguro Social**

*numero en la tarjeta rojo, blanco, y azul de Medicare
**para verificacion del seguro, si se necesita

Solicito que el pago de los beneficios autorizados de Medicare se haga a mi o en mi nombre a la farmacia HEB por cualquier servicio que la farmacia HEB
me haya brindado. Autorizo la divulgacidn a los Centros de Servicios de Medicare y Medicaid y a sus agentes de cualquier informacion médica sobre mi

que sea necesaria para determinar los pagos por servicios relacionados.

Nombre del beneficiario de Medicare:

Firma: Fecha:
SECTION 5 - PHARMACY USE ONLY
Vaccine | Brand Name Amount Admin Manufacturer Route Lot Number / Expiration Date Site of Admin*
COVID-19 Spikevax 0.5 ml (50mcg) Moderna IM RD LD
COVID-19 Moderna, age 3-11 0.25 ml (25mcg) Moderna IM RD LD
COVID-19 Comirnaty (gray cap) 0.3 ml (30mcg) Pfizer IM RD LD
COVID-19 Pfizer (blue cap), age 5-11 0.3 ml (10mcg) Pfizer IM RD LD
COVID-19 Pfizer (yellow cap), age 3-4 0.3 ml (3mcg) Pfizer IM RD LD
COVID-19 Novavax, age 12+ / 18+ 0.5ml Novavax IM RD LD
Inactivated Influenza Fluzone HD 0.7 ml Sanofi IM RD LD
Inactivated Influenza Flublok 0.5 ml Sanofi IM RD LD
Inactivated Influenza Fluad 0.5ml Seqirus IM RD LD
Inactivated Influenza Flucelvax Quad 0.5ml Seqirus IM RD LD
Inactivated Influenza Afluria Quad 0.5ml Seqirus IM RD LD
Inactivated Influenza Fluarix Quad 0.5ml GSK IM RD LD
Inactivated Influenza Flulaval Quad 0.5ml GSK IM RD LD
Inactivated Influenza Fluzone Quad 0.5 ml Sanofi IM RD LD
Hepatitis A Havrix 0.5ml/1ml GSK IM RD LD
Hepatitis B Heplisav 0.5ml Dynavax IM RD LD
Hepatitis A/B Twinrix 1ml GSK IM RD LD
Herpes Zoster (shingles) Shingrix 0.5 ml GSK IM RD LD
HPV-9 Gardasil 9 0.5ml Merck IM RD LD
Meningococcal (ACWY) Menveo 0.5 ml GSK IM RD LD
Measles/Mumps/Rubella MMR I 0.5 ml Merck SC RA LA
Pneumococcal-23 Pneumovax 23 0.5 ml Merck IM /SC RD/RA  LD/LA
Pneumococcal-20 Prevnar 20 0.5 ml Pfizer IM RD LD
RSV Abrysvo 0.5 ml Pfizer IM RD LD
Td (tetanus/diphtheria) TDVax 0.5ml Grifols IM RD LD
Tdap (tet/dip/pertussis) Boostrix 0.5ml GSK IM RD LD
Typhoid (oral) Vivotif 4 caps Emergent Oral Oral
Typhoid (injection) Typhim 0.5 ml Sanofi IM RD LD
Varicella (chicken pox) Varivax 0.5 ml Merck SC RA LA
Other

* RD - Right Deltoid, LD - Left Deltoid, RA - Right Arm, LA - Left Arm

VIS: Flu (inactive/live) 8/6/21, Hep A 10/15/21, Hep B 5/12/23, HPV 8/6/21, MenACWY 8/6/21, MenB 8/6/21, MMR 8/6/21, PCV 5/12/23, PPSV23 10/30/19, RSV 7/24/23, Td 8/6/21, Tdap 8/6/21,
Typhoid 10/30/19, Varicella 8/6/21, Zoster 2/4/22, Cholera 10/30/19, DTaP 8/6/21, Hib 8/6/21, Japanese Encephalitis 8/15/19, Polio 8/6/21, Rabies 6/2/22, Rotavirus 10/15/21

H-E-B Pharmacy Location

To Be Completed by Pharmacist

Technician Immunizer (if applicable)

Corp #:
Address:

City, State, Zip:

TX License #:

Signature:

TX Registration #:

Signature:

Date of Immunization:

Clinic Location (if applicable):

August 2023




	Check Box7: Off
	Check Box9: Off
	Check Box11: Off
	Check Box15: Off
	Check Box21: Off
	Check Box19: Off
	Check Box17: Off
	Name: 
	Date of Birth: 
	undefined: 
	undefined_2: 
	Phone: 
	undefined_3: 
	Address: 
	City: 
	TX Zip Code: 
	fill_15: 
	Primary Care Provider Name: 
	Phone_2: 
	undefined_4: 
	Fax: 
	undefined_5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box8: Off
	Check Box10: Off
	Alert 1: Off
	Email: 
	Age: 
	Q 1: Off
	Q 2: Off
	Q 3: Off
	Q 4: Off
	Q 5: Off
	Q 7: Off
	Q 8: Off
	Q 9: Off
	Q 10: Off
	CV Q 2: Off
	CV19 manuf: 
	CV19 vax date: 
	Check Box22: Off
	Gender: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box16: Off
	Check Box18: Off
	Initials 1:  
	Initials 2: 
	Date: 
	Q 6: Off
	Other Vaccine check box: Off
	Text1: 
	Text2: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text500: 
	Name_2: 
	Date_2: 
	Corp  Address City State: 
	Pharmacist TX License#: 
	Date of Immunization: 
	Tech TXRegistration#: 
	Clinic Location: 
	Lot NumberOther: 
	Lot NumberIM  SC: 
	Lot NumberIM_15: 
	Lot NumberIM_16: 
	Lot NumberIM_17: 
	Lot NumberIM_18: 
	Lot NumberIM_19: 
	Lot NumberOral: 
	Lot NumberSC_2: 
	Check Box52: Off
	Check Box34: Off
	Check Box36: Off
	Check Box38: Off
	Check Box40: Off
	Check Box42: Off
	Check Box44: Off
	Check Box54: Off
	Lot NumberIMc: 
	Lot NumberIM_2: 
	Text5: 
	Check Box 5-11: Off
	Lot NumberIM_4: 
	Lot NumberIM_6: 
	Check Box50: Off
	Lot NumberIM_7: 
	Lot NumberIM_8: 
	Lot NumberIM_9: 
	Lot NumberIM_10: 
	Lot NumberIM_11: 
	Check Box23: Off
	Check Box25: Off
	Check Box48: Off
	Lot NumberIM_12: 
	Lot NumberIM_13: 
	Lot NumberIM_14: 
	Lot NumberSC: 
	Check Box27: Off
	Check Box29: Off
	Check Box30: Off
	Check Box32: Off
	Lot NumberIM_19a: 
	Check Box44a: Off
	Check Box544b: Off
	Check Box544a: Off
	Lot NumberIM_4a: 
	Lot NumberIMb: 
	Check Box1a: Off
	Lot NumberIMz: 
	Check Box7z: Off
	Lot NumberIM99: 
	Lot NumberIMz98: 
	Check Box7z98: Off
	CV_Other_Lot Number: 
	CV_Other_Site of Admin: 
	CV_OtherRow1: 
	CV_Other Amount_Row 1: 
	CV_Other_Manuf_Row 1: 
	CV_Other Route_Row 1: 
	Check Box7zz: Off
	Lot NumberRow25: 
	RA LARow2: 
	Other Route_Row 1: 
	Lot NumberRow25z: 
	RA LARow2z: 
	Other Brand_Row 1: 
	Other Amount_Row 1: 
	Other Manuf_Row 1: 
	Other Brand_Row 2: 
	Other Amount_Row 2: 
	Other Manuf_Row 2: 
	Other Route_Row 2: 
	OtherRow1: 
	OtherRow2: 
	Lot NumberIM_5: 
	Check Box7a99: Off
	Check Box_7: Off


