VVFC ELGIBILITY SCREENING RECORD

Complete Care Center for Women, LLC

7107 Jahnke Rd

Richmond, VA 23225

Dr. S. Diaz,  Dr. J. Carpenter
Patient’s Name: ____________________________
     DOB: ____ /____ /______               MR #: ____________



           Last, First  MI                                                                                 DD          MM          YYYY

Patients SS#: ______-______-______
Parent / Guardian Name: __________________________________











Last, First   MI

Please check all that apply as of: ____ /____ /______ (Todays Date)




             DD          MM          YYYY
____  Patient is 18 years of age or younger as of the date indicated above
____  Un-Insured
____  American Indian / Alaskan Native (must be a member of a tribe and provide documentation)

____  Medicaid enrolled (FAMIS PLUS)

____  Medallion II –Medicaid HMO:(VA Prem, Optima Health, CareNet, UNICARE Health Plan of VA, AMERIGROUP, Inc, Health Keepers Plus )
____  Privately Insured

____  FAMIS

I certify that the information provided on this record is true and accurate to the best of my knowledge.  Providing false information on this form can result in fines and possible legal action.

 Parent / Guardian Signature: ______________________                    Date:   ____ /____ /______

Witness: _______________________________________                    Date:   ____ /____ /______

* A parent, guardian, or healthcare provider must complete this form before the patient’s first VVFC eligible immunization.  This form must be kept in the patient’s chart as a record for verification when administering other VVFC vaccines.  A new form must be completed and kept in patient’s chart  for every new DOS when administering a vaccine from VVFC.
