
 
  

September 14, 2016 
 

Dear Parents and Faculty of Plainfield Community Middle School: 
 

Hendricks County Health Department will be offering an Influenza Vaccine Clinic during school on October 
27 at Plainfield Community Middle School for students and faculty. Under the Affordable Care Act, most 
insurance companies cover the cost of vaccinations. If you are not sure if your insurance covers vaccines, 
please call your insurance provider. If you do not have any insurance, the cost of the vaccine is $20.00. ▫ See 
below for payment options. 
 

Please complete and return included School Flu Clinic Form by September 27, 2016 to the school. 
 

 Please see information below: 
 

•We would prefer a front and back copy of your insurance card and have it returned with the form. 
You would not have to complete the insurance information section if you send a copy of the 
insurance card. 
 

•If you answer YES to a question on the School Flu Clinic form, please provide an explanation. 
 

• Payment options are:   
 ▫ Check made out to the Hendricks County Health Department and sent in with the form 

▫ Cash payment on the day of the flu clinic at the school  
 

•Hendricks County Health Department now accepts most insurance and bills them directly. 
 

•All ages can receive ACIP recommended vaccinations at the Hendricks County Health Department 
by calling (317)745-9222 to make an appointment. 

   

•If your child is unable to participate at the Plainfield Middle School Flu Clinic, he or she can receive 
a flu vaccination at the Hendricks County Health Department during the weekly Wednesday         
1:30 – 3:30 walk-in clinic beginning soon. Please call us for details.  
 
•Please call Hendricks County Health Department if you have questions at (317)745-9222. 

 

If you are opting out of the clinic, please take a few minutes to fill out this anonymous survey:   
https://www.surveymonkey.com/r/7DFRLQ6  
 
Included is a Vaccine Information Statement on the Flu vaccine. Please contact us or visit our website at 
http://www.co.hendricks.in.us/health for more information about our services. 
 

 Sincerely, 
 

 Kandi Jamison 

 

Kandi Jamison, BSN, RN 
Assistant Director of Public Health Nursing

Hendricks County Health Department 
 

Nursing Division 

Hendricks County Government Center 

355 S. Washington Street, #211 

Danville, IN 46122-1759 
Phone: (317) 745-9222, Fax: (317) 745-9383 

https://www.surveymonkey.com/r/7DFRLQ6
http://www.co.hendricks.in.us/health


            NPI: 1437588811   

Hendricks County Health Department 
           355 S. Washington St., #211 

            Danville, IN 46122 
            (317)745-9222, Fax (317)745-9383 

 

School Flu Clinic Form 
Date of Service:_____/_____/_______ 

PATIENT INFORMATION: **ALL INFORMATION MUST BE COMPLETED IN ORDER TO PROCESS** 
  

Patient ________________________________________ Age____ DOB ___/___/____ Phone Number(s) _____________________  
 

Sex: ⎕ Female      ⎕ Male      ⎕ Unknown      ⎕ Other: ___________________ Race ______________ Ethnicity 
_________________ 
 

Address ___________________________________________________ City____________________ Zip Code __________________ 
 

INSURANCE INFORMATION 
⎕Medicaid Number __ __ __ __ __ __ __ __ __ __ __ __                   ⎕Medicare Number____________________________________ 

⎕Private Insurance Name:______________________ Group Number___________________ Member ID_______________________ 

⎕No Health Insurance    
 
 

Relationship to the patient: ⎕Legal Guardian ⎕Self ⎕Other: ______________________________________ 

1. Has the person to be vaccinated ever had an allergic reaction or other problem after a flu 
vaccination?                                                                                                                   

⎕Yes  ⎕No 
2. Has the person to be vaccinated ever had Guillain-Barre Syndrome?                                                                    

⎕Yes  ⎕No 
3. Has the person to be vaccinated had an allergy to eggs, chicken products, gelatin, or latex?                                                          

⎕Yes  ⎕No 
CONSENT TO TREAT:    I authorize Hendricks County Health Department (HCHD) to administer treatment as deemed necessary for care of the 
patient named above. I authorize HCHD to enter immunization records into CHIRP and be enrolled in MyVaxIndiana.  I certify that I am the patient, 
parent or legal guardian of the patient.  I also certify that no guarantee or assurance has been made as to the results that may be obtained from the 
treatment. I hold Hendricks County, the Hendricks County Health Department and its employees harmless from any and all liability as a result of this 
treatment and appointment. 
ASSIGNMENT OF BENEFITS:  All professional services rendered are charged to the patient.  Necessary forms will be completed to help expedite 
insurance carrier payments.  The patient/parent/responsible party is responsible for any unpaid balances. I request that payment of authorized Medicare, 
Medicaid, or other insurance company benefits be made to Hendricks County Health Department for any services furnished to me by the Hendricks 
County Health Department.  Regulations pertaining to Medicare and Medicaid assignment of benefits apply. 
NOTICE OF PRIVACY PRACTICES:  A copy of HCHD Notice Of Privacy Practices is available at the Health Department Clinic, at 
www.co.hendricks.in.us/health, or upon request can be forwarded per my instructions. I acknowledge that I have been given an opportunity to read the 
Notice of Practices for the Hendricks County Health Department and to have any questions answered before signing.  
VACCINE INFORMATION STATEMENT (VIS):  I acknowledge that I have been provided a VIS 
 

My signature indicates agreement to the above and that all information provided above is true and accurate: 

 
__________________________________________________    ___________________________________________    _______________________ 
Signature of Patient or Legal Representative           Printed Name of Patient or Legal Representative    Date 

 
______________________________________________________Staff use only:_____________________________________________________ 

 

 VFC  Private  Adult 317   CHIRP ⎕  
Thru 18                                                              Age 19(+) 

 
IM      /      ID                     RD      /      LD                   Lot:                                

 

Is the person to be vaccinated currently ill? ⎕Yes  ⎕No____________________________________________________________________________ 
 

Nursing Note:    Pt/Guardian education completed ⎕.    Pt. tolerated inj. WNL⎕.    Nurses’ note ⎕.________________________________________ 
 

_______________________________________________________________________________________________________________________ 
 
Review by: ________________________________________________________________  ________________________________ 
        Signature and Title of Vaccine Administrator     Date Vaccinated 

Uninsured 
 

 $______ Pd in Full / Owes $_______  
 

⎕ Cash     ⎕ Check # ________________ 



     
 



     
 


