Qctober 8, 2024
Dear Parent or Guardian,

The community health office will be coming to the Corsica Stickney School — Corsica Campus on
Thursday, &ainfesin, 170, 2024 to offer flu shots. The influenza vaccination heips protect children from
the flu and its complications. 1t also helps decrease the spread of influenza in the community.

Thursday, October 17%, 2024
8 a.m.
Carsica Campus — in the library

What we need the day of the school flu clinic:
¥ Consent formed filled out - for each student
# Financial responsibility form signed
¥ Copy of insurance card — front & back

tf we do not have your child's insurance information, we will not be able to give the flu shot that day.

If your child is not covered by Medicaid or private insurance, they qualify for vaccination through a
federal vaccine program.

|f you are unsure if your insurance covers the flu vaccine, ptease call your insurance company.

If you have any questions please contact Cassandra.
Douglas County Community Health Office
7242758




2024-2025 INACTIVATED INFLUENZA CONSENT FORM

Information about person to be vaccinated (please pring)

" For clinic use only. ..

L.ast Name; Age_ _ Sex _ M ___F Assessment of Vaccination history for child under age g :
First Name: Date of Birth: _ ] Chrld will need 2nd dose o

Race: Language: I - Addlti_onal information needéd

Ethnicity:  Hispanic or Latino _____Non Hispanic or Latino L Tl

Mailing Address: Zip: Clinie :

City: Phone #: .

For child - Please Print
Parent's Name;

For chifd being vaccinated at school based clinic Entere_d En.to EHR: Date - . ___Initials
Grade L ' e

ool

The South Dakota Immurization Information System (SDIIS) is an automated sysiem lo document vaccinations given in South Dakota. SDIS wil give parenis access la their child's

immunizaiion record from any parlicipating South Dakota provider. SDIIS also allows providers 1o send reminder notices regarding needed immunizations. Heallh care providers,
fhealth care facilities, federal or state agencies, welfare agencies, school or family day care facilities may have access to this information in accordance with applicable HIPAA
Privacy Act standards and requirements. Immunizafion records remain confidential, and any person who fails fo protect the information is guilty of a Class 1 misdemeanor. If you

ch d wﬂh olher p id sal fo

enotioh etherecod flh i

INSURANCE Status
Insurance (MUST ATTAGH COPY OF CARE) For Dependent Covered by Privafe Insurance
: Medicaid * (MUST ATTACH COPY OF CARD) Name of Policy Holder
. No Insurance * Policy Holder Date of Birth
— Insurance that DOES NOT cover vaccines * Relationship

American Indian or Alaskan Native 18 yrs. and under *

s

Chrldren age 18 and under in these categones areVaccmes for ChJIdren Program efigible

Please answer the following for the person to be vaccmated.

Yes Ne Don't Know

1) s the person sick today?

2) Does the person have an allergy to an ingredient of the vaccine?

3) Has the person ever had a serious reaction to influenza vaccine in the past?
4) Has the person ever had Guillain-Barré syndrome?

5) Has the person ever felt dizzy or faint before, during or after a shot?

6) Is the person anxious about getting a shot today?

| have been provided a copy of and have read or have had explained to me the information about infiuenza and influenza vaccine,
| have had a chance to ask questions that were answered to my satisfaction. | believe | understand the benefits and risks of the vaccine
and ask that the vaccine be given to me or the person named above for whom | am authorized to make this request. ‘

if insured, | authorize SDDOH to release medical information necessary to determine benefits payable for this service.
| understand that | am financially responsible for services regardless of insurance coverage,

Signature Date
Person o be vaccinated (If minor, parent or guardian)

For child being vaccinated at a school based clinic
If completing this form for a child to be vaccinated at school and you will not be accompanying him/her, please provide a phone
number where you can be reached on the day of the clinic. {Phone)

|for office use only
Type Date/Time Vacecine Manufachirer Vaccine Dose IM  Site Date of VIS Full Signature of person
ﬁ ) (Circle} Lot number (Circle) Publication administering vaccine
& L R
> [uv
%13 0.5 mL Deltoid 8-06-2021
b laxoSmithKiing Thigh
Abbreviation Key: [IV3 - Inactivated Influenza Vaccine, Trivalent 1M - Intramuscular L - Left R - Right

5.0, Department of Health Notice of Privacy Practices can be viewed at hﬁps Hdoh d. g vldocumnt.’HlPAAN t|ce pdf Rev. 06/2024




;FOR ALL FACILITY USE: NAME:

E# DOB:

Dougls Cunty
Memorial Hospital

Statement of Financial Responsibility and Assignment of Benefits
Financial Responsibility

T agree that I am financially responsible for all charges related to services provided by Douglas County Memorial Hospital
and/or Prairie Health Clinic. Ialso agree to abide by DCMH/PHC's payment guidelines. All patient accounts will be considered due
upon receipt of the billing statement. As a courtesy, the business office will process my insurance if proper information is provided.
It is understood that all insurance deductibles be paid at the time of dismissal. T will be billed on the current balance of my account
regardless of the insurance claim status. Accounts over 60 days may be referred to a collection agency and may be charged up to 1%
interest per month. If [ have additional questions about mny financial responsibility for DCMH/PHC charges I may contact the
business office.

Further, if T am provided health care services by a health care provider other than DCME/PHC while a patient within this
facility or entity, 1 am financially responsible for all charges related to services provided by my health care provider. Billing
statements will not include charges by health care providers who are independent of DCMH/PHC. 1 agree to abide by my health care
provider’s payment guidelines,

Additionally, I agree DCMH/PHC, or its third party vendor, may contact me by telephone at any telephone number
associated with my account, including wireless telephone numbers. Methods of contact may include text messaging, email, using a
pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable.

Assignment of Payer Benefiis

I'understand DCMH/PHC and my attending health care provider will bill and provide necessary health information to any
Payers. “Payers” are any health care insurance, private and government health pian or insurance policy that T have or another third
party that will pay the charges I have incurred. All Payers may make payments directly to DCMH/PHC and my attending health care
provider. My signature on this form is my authorized signature for the filing of a claim and request for direct payment of benefits by
any Payer to DCMH/PHC and my attending health care provider. I agree that unless DCMH/PHC or nty attending health care
provider have agreed with the Payer to accept payment from the Payer as full payment, I am responsible to pay any charges not paid
by the Payer. These charges can include but are not limited to co-pays, deductibles, co-insurance amounts and charges for non-
covered services.

Medicare Beneficiary Request for Payment and Assignment of Benefits
If'Tam a Medicare beneficiary, T request that payment of authorized Medicare benefits be made on my behalf to DCMHR/PHC
and my attending health care provider for any services furnished to me by DCMH/PHC and my attending health care provider,
including physician services. I authorize any holder of medical information about me to release to the Centers for Medicare and
Medicaid Services (CMS) and its agents, any information needed to determine these benefits or the benefits for related services.

Responsibility for Personal Valuables
T understand that T am responsible for my personal valuables (including money, jewelry, dentures, hearing aids, eyeglasses,
etc.) while a patient here unless I ask to lock my personal items in a secure location. I hereby release this facility or any hospital
employee from any liability from loss, by theft or negligence of mine.

Acknowledgment

I'have read the information above and T have had the opportunity to ask questions and have them answered to my satisfaction.

If1 am not the patient identified above, 1 agree that a representative for me is authorized by law to agree to these conditions on my
behalf. A copy of this form is as effective and valid as the original.

Signature of Patient or Authorized Person Date

Relationship to Patient (if not patient signing) Reason Patient not signing
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