DON'TLETTHE FLU KNOCK

YOU OUT OF SCHOOL!

FREE Flu Vaccinations for All Students!

Dear Parent,

Your school district has asked for our help in scheduling FREE flu clinics at your campus. Caredox/Healthy
Schools, the previous provider recently announced they were no longer conducting clinics in Texas. Health
Hero is here to ensure your student(s) continue to receive this important vaccine. if your child has not
already received a flu vaccine from their doctor or another clinic this school year, please complete a new
consent form for each of your children and return to your school before the clinic date. Your student’s
privacy is our top priority. All information you give us is entirely confidential.

Your child’s health is critically important to us and to your teachers! Students miss more school days
because of the flu than all other immunizable diseases combined. Your school district understands that free
access to these vaccines will help keep your children in school and learning!

If you have any questions, please contact your school administrator for

more information. )
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Sincerely, H EALT |:|
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VACCINE INFORMATION STATEMENT ﬁ _!m_ﬁ of a vaccine reaction _ 8 The National Vaccine Injury

Coinpensation Program
By Faccho ekrmtion Stlains 2 - Sateness, redness, and swelling where shot is given,
Influenza (Flu) Vaccine {Inactivated or |WEi=mSl™™ ™ fever, cusde aches, and headache can happen after Eﬁﬂsﬂaggﬁw
influenza vaccine Program (VICP federa] propram
Recombinant): What you need to know |a=a HEJ:%H:H.mH  There may be a very smal increased risk of nn_asnaﬁﬂ%srasﬁ_uuuga
Guillain-Barré Syndrome (GBS) after inactivated injured by certain vaccines. Visit the VICP website
ﬁ _gqﬂowﬁ&q-ﬂ»g _ ‘There are many fl viruses, and they are always influenra vaccine (the fhs shot). at www.hrsa.gov/raccinecompensation or call
changing. Fach year a new flu vaccine is made to Y who Rt the i shiot 1-800-338-2382 to learn about the program and
Influenra vaccine can prevent Influenza (fu). protect against three or four viruses that are likdly to oung children who get the fu shot along with about filing a chaim_ There is a time limit to filea
. . . Guse disease in the upcoming fiu season. Even when ?EEEGEHSnEKAﬁ 3). and/or DTaP claim for compensation.
Flu is a contagious disease that spreads around the the vaccine doesnit exactly match these viruses, it vaccine 3t the same time might be slightly more
United States every year, usualy between October may still provide some protection. likely to have a seizure caused by fever. Tell your
and May. Anyone can get the flu, but it is mare ) health care provider if a child who is getting flu ﬁ.\ _—-oig_—aagd H
dangerous for same people. Infants and young Influenza vaccine does not canse fin. vacting has ever had a sexzure. - Ask your healthcare provider
%ﬁ%&ﬁh&ﬁeﬂaﬂﬂﬁﬂ“ﬁ Influcnza vaccine may be given at the same lime 2 Prople sometimes faint after medical procedures, - Call your local of state health department.
a weakened imsmune system are at tisk of flu other vaccines. :Egnﬁﬁaﬂpﬁraiﬁg&&ﬁ!?n_ = Cantact the Centers for Disease Control and
complications preatest dizxy or have vision changes or ringing in the ears. Prevention (CDC):
Tl it r heaith ; - . - Call £-B00-232-4636 (1-800-CDC-INFO) or
Pneumonia, bronchitis, sinus infections and ear 3 —v_.oﬂa____no_. you care F %Wa&é:ﬁ&gﬂ.nﬁnnna«gn_cﬂn“n - Visit CDC’s www.cdc.govifin
infections are examples of flu.related complications. e A el
1f you have a medical condition, such as heart Tell your vaccine provider if the persan getting the serious injury, or death.
disease, cancer or diabetes, flu can make it worse, o.ﬂmu_ﬂn e
: - an allergic reaction after a previous What If there Is a serlous
Flu can cause fever and chills, sore throat, musde 5
hes, Eaigue, cough 2] rioy afsully dose of influenza vaccine, ar has any severe, He- problem?
nose, Some people may have vomiting and diarrhea, mEBﬂEm E.:nEmﬂEn&.EEﬁKES An allergic reaction could ocrur afier the vactnated
though this 1s more common in children than adults. called GHS). persan beaves the clinic. If you see signs of 2

severe reaction (hives., af the face
Each o tomandeofroplela e Bl 1o o b s v iy e sty it e,
vacrine prevents millions of linesses and fy-related Lo P vaccination toa fotwrevisit. - diminess, of weakness), call .11 and get the persan
visits to the doctor each year. People with minor illnesses, such as a cold, may be
vaccinated. People who are moderately or severelyill  For other signs that concern you, call your health
should usually wait until they recover beforegefting  care provider.

H 2 _ influenza vaccine _ influenza vaccine.
Adverse reactions should be reparted to the Vaccine

to the nearest hospital.

CDC recommends everyone 6 months of age and Your heahh care provider can give you mare Adverse Event Reporti 'AERS). Your
older get vaccinated every fiu season. Children information. isggiﬂmhu#ﬂﬂhwzﬁhvon or
6 months through 8 yrars of age may need 2 dases you can do it yourself. Visit the VAERS website at
during a single flu season. Everyone clse needs only wwwvacrs.hbs.gov or call 1-800-822-7967. VAERS
1 dose each flu season. is only for reporting reactions, and VAERS staff do not
It takes about 2 weeks fur protection to develop after give medical advice.

yaccination.

Vaccine Information Statement {intesim)
Inactivated Influenza
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NO DEJE QUE LA GRIPETE
GANE POR NOCAUT!

VACUNAS CONTRA LA GRIPE GRATIS PARA TODOS LOS ALUMNOS!

Estimado padre de familia,

Su distrito escolar le pidié nuestra ayuda en programar clinicas de vacunacién GRATUITAS en su plantel. El
proveedor anterior Caredox/Healthy Schools, recientemente anuncié que no dard estos servicios de clinica en
Texas. Health Hero esta aqui para asegurarse que su estudiante contintie recibiendo estas importantes vacunas.
Si su hijo(a) no ha recibido la vacuna contra la influencia en el consultorio de su médico o en otra clinica, por
favor regrese estas formas a la escuela antes de la fecha en la que se impartira la clinica. La privacidad
de los estudiantes es nuestra prioridad. Toda la informacion que usted proporcione es enteramente confidencial.

iLa salud de su hijo es muy importante para nosotros y para sus maestros! Actualmente, los estudiantes
pierden mas dias escolares por la influenza que por cualquier otro tipo de enfermedad vacunable combinada.
Su distrito escolar entiende que el acceso gratuito a estas vacunas ayudara a que su hijo no pierda dias
escolares y jQué siga aprendiendo!

Si tiene cualquier pregunta, por favor contacte a su administrador escolar
para que pueda recibir mas informacion.
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Sinceramente,
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Flu Vaccine Consent Form

School Name: Clinic Date:

FIRST NAME [ ] LAST NAME

of Student: of Student:

' Birthdate: Age Grade

Gender: Male Female (MM/DDIYYYY)

Address
Home Phone# ( ) - CellPhone# { ) .

L) LS L Student Race: (Circle one) African American /Black White Alaskan/ Native American
Asian Hispanic Non-Hispanic Hawaiian / Pacific Islander  Other

Email address:

The current health care laws require us to bill your insurance company for the vaccine. The service is offered at no cost to you, Answers are always confidential,

Please fill out the following questions pertaining to your child's Health Insurance:

Medicaid D My child does NOT have health insurance D Insurance Company:

Policy Holder's Policy Holder's

First Name: Last Name: 1] |
Member Policy Holder's Date of Birth:
ID: (MM/DDIYYYY)

CHECK YES OR NO FOR EACH QUESTION

1 | Has the person to be vaccinated ever had a severe or life threatening reaction to the flu vaccine? YES NO
2 | Has the person to be vaccinated ever had Guillain-Barre syndrome? YES | NO
3 | Does the patient have an allergy to eggs? YES | NO
4 | Does the patient have an allergy to any component of the vaccine? YES NO

ONLY RETURN
THIS FORM IF YOU
WANT THIS
VACCINE

| have read the informalion about the vactine and special precautions on the Vaccine Information Sheet. | am aware that | can locate the most current Vaccine Information Statement and other
information al www.immunize.org or www.cdc.gov. | have had an opportunity to ask questions regarding the vaccine and understand the risks and benefits. | hereby acknowledge that based on the
informalion presented fo me, my child is eligible to receive the influenza vaccine on this dale. | request and voluntarily consen! for the vaccine o be given to the child listed above of whom | am the
parent or legal guardian and having legal authority to make medical decisions on their behalf, | understand that ng assurance can be given that the influenza vaccination will give immunity from
contracting any sirain of influenza. My child is feefing well foday and helshe has not recently had a fever, | accepl responsibility for seeking medical attention for any problems associated with receiving
the vaccine. | hereby release the school system, Health Hero America LLC, its employees, representatives and agents from any liability for giving the influenza vacgination to my child. | understand
this consent is valid for § months and that | will make the school aware of any changes in my child's health prior to the vaccination clinic date. Clinic dates can be oblained from the school, 1 authonze
HHA to provide my child's school with decumentation of vaccinations given today.

i Printed Name of Parent/Guardian Signature of Paren/Guardian Date
HHA Staff Signature Date
AREA FOR OFFICIAL ADMINSTRATION USE ONLY
ViS COC IV 08/15/2019 FLUZONE

Health Hero America, LLC
244 Flightline Dr.
Spring Branch, TX 78070

Akrinistored b et n mbatey(@coldchain-tech.com
. poador: 210-800-8402

“HEALTH
HEROES




TEXAS . "
@ ol P Texas Vaccines for Children Program
Patient Eligibility Screening Record

A record of all children 18 years of age or younger whe receive immunizalions through the Texas Vaccines for children (TVFC) Pragram must ba kepl in tha health care provider's offica for a minimum of fiva (5)
years. The record may be completed by the parent, guardian, individual of record, or by the health care provider. TVFC eligibility screening and documentation of eligibility status must take place with each
immumzation wisil to ensure eligibility status for the program. While venlication of responses is not required, it is necessary to retain this or a similar record far each child receiving vaccines under the TVFC

program.
1. Child’s Name:

Last Name First Name Mi

2. Child's Date of Birth: / /

3. Parent, Guardian, or Individual of Record:

Last Name First Name MI
4.  Primary Provider's Name:
Last Name First Name

D. Please check the category that applies

O Isenrolled in Medicaid Medicaid Number Date of Eligibility

O Is an American Indian or an Alaskan Native

O Does not have health insurance

0 Underinsured served by FQHC, RHC, or depulized provider

O Is enrolled in the Children's Health Insurance Plan CHIP Number Group Number

O Is underinsured:

a. Has commercial insurance, but coverage does not include vaccines
b.  Commercial insurance covers only selected vaccines
Has private insurance that covers vaccines

]

Stock No. C-10
Rev 05/2017

Consent Form

@IE}.’.‘F... e IMMUNIZATION REGISTRY (TmmTrac2) Minor E’t
Lerviem

(Pleasc print deady)

Child’s Last Name o Child's Middle Name

Child's First Nume Child's Chikd's Gender: Male [ ]  Femate [7]

_/._..._, L 3 3l

Dt of Children pounyrer than 18 yeaes old wnly

{ )

Child's Addsesa Apartment # Telephone

City State Zip Codc Counry

Mother's First Name Mother's Malden Name
LememT'rac2, the Texas immunintion regay i a free service of the Texas Depantment of Sut:anhSuvm(DSHS}. The immuniration registry i$ 3 scture and confidential servier that consolidates and stoees
rmddd&ﬁmnpdun!lmuo[ng) ds. With yous 1, your childh & will be incloded in Imtn Tac2
Dectog, pablic hesich d hoals, and ather suthorized peofoenonaly exn seerss your childy emmanization history W uure that ooportant vacrines are not missed

The Texas Deparroent of State Health Services enco your
voluntary participation in the Texas immundzadon trg
Consent for Registraton of Child snd Rel of I Irstion Records to Authotized Entities

1 3 thay, by g the beiow ] em suthorizing relesse of the childh immunivation information 1o DSHS aod | futher understand that DSHS will inchude this information in the stated central

hmmmmm(“lm’l‘nd'} Once in ImmTrecd, the childy innuninton informaton may by law be sccoysed by
w&u&m«mmwghmmmm thexr areas of jurisdicrion;

'lpbpmn.otothuhnkb-ur: vacrines, for g the child &3 2 patent;

'nmwhm;hplww&ufuduﬁ. a

* 8 Texar school or chuld-cace Bty in which the child is carallod; ,

* 3 payor, cuzrently suthorized by the Texas Department of | to of in Texas, erprrefing coversge for the child

1 undervtand that | may withdmw this o bnchude inf ion on myy child in che ImmToc2 Reghacry and oy o release ik jon from the Registry at any tine by writien communication

1o the Texas Deparmment of Stue Heahth Services, ImenToae Group - MC 1946, P Q Box 149347, Austin, Texss 787149347,

By my signarure below, | GRANT consent for registeation. | wish to [INCLUDE my child's information in the Texas immunization registry. Parent, legal
gusndian, ot managing conservaton

Date Printed Name

Signatue
Privacy Notification: With few exceptions, you bave the right to request and be informed about informarion that the State of Texas collects sboutyou. You aze eatitled to receive
and revicw the information upon request. You also have the dght to 23k the state ageacy 10 comrect any information that is determined to be incomrect. Sce bt/ swm debs e pov
for mare informarion on Privacy Notification. (Reference: Govemnment Code, Section 552021, 552023, 559.003, uad 559.004) Swock No. C-7  Revised 09/2017




Formulario de consentimiento HEAL l H
- Vorst Kot 11w bha Simat t
para la vacuna contra la gripe HERO el dn il
Escuela: Fecha Indicada de Clinica:
Nombre del | Apellido del
Estudiante: | Estudiante:
Genero: Fecha de Edad Grado
’ Nacimiento:
Masculino Femenino {MM/DDIAAAA)
Ll #TelefonoHogar{ ) -  #TeléfonoCelular { ) -
Ciudad Codigo Postal Estado Raza del Estudiante: {Circule Uno}  Afroamericano /Negro  Blance
Nativo de Alaska/Nativoamericano  Asiatico  Hispano  No-Hispano
Hawaiano/lslefio del Pacifico Otro:
Direccion
Electronica:
Las leyes actuales de atencion médica requieren que facturemos a su compania de seguros por la vacuna. El servicio se ofrece sin
costo para usted. Las respuestas son siempre confidenciales.
Complete las siguientes preguntas relacionadas con el seguro de salud de su hijo:

Medicaid| | Mi hijo NO tiene seguro de salud|_|

Nombre del Titular
de la Pdliza:

Identificacion
del Miembro:

I Compaiiia de Seguros:

Apellido del Titular
de la Pdliza: |

Fecha de Nacimiento del Titular de la_|
| Péliza: (MM/DDIAAAA

MARQUE SI O NO EN CADA PREGUNTA

1 | ;La persona que se va a vacunar ha tenido alguna vez una reaccion grave o potencialmente mortal a la vacuna conira la gripe? YES NO
2 [ ,La persona que se va a vacunar ha tenide alguna vez el sindrome de Guillain-Barré? YES NO
3 LE! paciente liene alergia a los huevos? YES NO
4 | ¢El pacienie liene alergia a algin componente de la vacuna? YES NO

SOLO REGRESE
ESTA FORMA SI
QUIERE ESTA
VACUNA

He leido la informacion sobre esta vacuna y las precauciones especiales en la Hoja de Informacién Sobre la Vacuna Esloy consciente de que puedo encontrar la
Declaracion de Informacion Sobre fa Vacuna mas actualizada y otra informacion en www immunize org o www.cde.gov . He tenido la oportunidad de hacer
preguntas sobre esta vacuna y comprender los riesgos y beneficios. Por ta presente, reconozco que segin la informacion que se me presenta, mi nifio/a es
elegible para recibir 1a vacuna contra la influenza en la fecha de clinica indicada. Solicito y doy consentimiento voluntario para que la vacuna se administre alla
nifio/a mencionado anteriormente, y de quien soy padre/madre o tutor legal y que lengo autoridad legal para tomar decisiones médicas en su nombre. Entiendo
que no se puede garantizar que |a vacuna contra la influenza dara inmunidad para contraer cualquier especie de influenza. Hoy mi nifiofa se siente bien y no ha
tenido fiebre recientemente. Aceplo la responsabilidad de buscar alencion médica para cualquier problema asociado con esta vacuna. Por la presente, libero al
sisterna escolar, Health Hero America LLC, sus empleados, representanies y agentes de cualquier responsabilidad por administrar la vacuna contra la influenza a
mi nifio/a. Entiendo que este consenlimiento es valido por 6 meses y que informaré a la escuela de cualquier cambic de salud de mi nifio/a antes de la fecha de
vacunacion. Las fechas de vacunacion se pueden obtener de la escuela. Autorizo a HHA para proporcicnar a la escuela de mi nific/a la documentacion de las
vacunas que se administran en la fecha de clinica indicada.

i NOMBRE IMPRESO DEL PADRE/TUTOR FIRMA DEL PADRE/TUTOR FECHA
FIRMA DEL PERSONAL DE HHA FECHA
AREA FOR OFFICIAL ADMINSTRATION USE ONLY
VIS GDC IIV 08/15/2019 FLUZONE Health Hero America, LLC

244 Flightline Dr.
Spring Branch, TX 78070

Administered by: Location: RA LA mbatey@coldchain-tech.com

210-800-8402
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@mm [—— ~
Sekes | MeathSevvicrs Programa de Vacunas Para Nifios de Texas
Registro de la determinacion de enegibilidad del paciente

En el consultono del proveedor de servicios de salud debe mantenerse, durante un minimo de cinco {5) afos, un registro de lodos los nifos de 18 de aros de edad o manores que reciban inmunizaciones por
medio del Programa De Vacunas para los Nifios de Texas {TVFC). Dicho registro lo puede rellerar & padra o la madre, €l tulor el individue cuyo nombre aparece en el registro, o &l proveedor de servicios de
salud En cada visita para inmunizacidn debe delerminarse y documentarse el estado de eliegibilidad para el TVFC a fin de asegurar que &l menor es elegible para el programa. Aunque no se require la
verificacion de las respuestas, es necesario conserver este registro, o uno similar, para cada nife que recia vacunas bajo ¢l Programa TVFC..

1. Nombre del Menor:

Apelido Primer nombre Incial del 2.0 nombre

2. Fecha de Nacimienlo del menor; / /

3. Padre, tutor o individuo del registro:

Apelido Primer nombre Incial del 2.0 nombre
4. Nombre del proveedor primario;
Apelido Primer nombre
5. Compruebe por favor la categoria que se aplica
0  Estainscrito en Medicaid Medicaid Date nimero de elegibilidad
O Esunindio Americano un native de Alaska
0 Notiene Seguro de salud
0  Con Segure insuficiente, recibe atencion de un FQHC, una RHC, o un proveedor delegado
0 El paciente esta inscrito en msuguro medico Plan Chip de nific CHIP Grupo
0 Esseguro:
1. Tiene Seguro commercial, pero la cobertura no incluye vacunas
2, Commercial Seguro cubre solo las vacunas
& Tiene un Seguro privado que cubre |as vacunas
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(Favoc de excribis chacamente com letra de melde)

Apellido del Nifin{a) Segundo Notbre del Nifio(s)

Nombre del Nido(s) *Selements nifos menoces de 18 sdo Ginero: L Masculino [ Femenin

Y S S

Fecha de Nucimicnta del Nifio{s)

Direccidn del Nifiofa), Calle Apartzmentn # ( .n—m"‘“—'—

Cludad Estado Cédiga Postal Condado

Noebre do1s Madre Apeliido de Soltera de la Madre
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