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Your student’s school will offer Tetanus-Diphtheria, Pertussis (TDaP) immunizations for
sixth grade students transitioning to seventh grade. This service will be offered during
school hours only to students with signed consent forms.

Please return the attached consent forms to your student’s school clinic or to
LeonSchoolHealth@flhealth.gov no later than the listed deadline.

School

Cobb Middle
Swift Creek Middle
Deerlake Middle
Fort Braden
Fairview Middle
Nims Middle
Griffin Middle
Raa Middle
Woodbville
Montford Middle

Date

Tuesday, April 16th, 2024
Tuesday, April 16th, 2024
Wednesday, April 17, 2024
Thursday, April 18th, 2024
Thursday, April 18th, 2024
Tuesday, April 23rd, 2024
Tuesday, April 23rd, 2024
Thursday, April 25th, 2024
Thursday, April 25th, 2024
Tuesday, April 30th, 2024

Consent Deadline
Thursday, April 11th, 2024
Thursday, April 11th, 2024
Friday, April 12th, 2024
Tuesday, April 16th, 2024
Tuesday, April 16th, 2024
Thursday, April 18th, 2024
Thursday, April 18th, 2024
Tuesday, April 23rd, 2024
Tuesday, April 23rd, 2024
Thursday, April 25th, 2024

For more information on the Tetanus-Diphtheria-Pertussis vaccine, please visit:
https: //www.cdc.gov/vaccines/hcp/vis/vis-statements




HEALTVH Has your child had Immunizations in any other Country besides the United States? (¢ Su hijo
ha recibido vacunas en algun otro pais ademas de los Estados Unidos?) Yes No if yes, please list all

Countries (En caso afirmativo, indique todos los paises)

Immunization Client Registration Form

client label
Please Print (Por favor imprimir)
Date (Fecha) Arrival Time (Hora) Client Sign-In Number
Last Name (Apellido) First Name (Nombre) Middle Initial (Initial)

Date of birth (Fecha de Nacimiento)-Month Dav Year Social Security (Seguro Social) - -

Do you have any allergies? (¢ Tienes alguna alergia?) 0 NO O YES:
Do You Have A Primary Care Provider? (¢ Tiene un proveedor de atencién primaria?) O YES [ No (If yes, please provide the name below)
Name of Primary Care Provider (nombre del proveedor de atencion primaria)

Immunization Program grant funding requires clients to report race and ethnicity of clients receiving services.

Sex/Gender Race-Mark 1 or more Ethnicity-Mark 1
O Female CJAmerican Indian or Alaska Native OHispanic or Latino
OMale [ Asian [OONot Hispanic or Latino

[OBlack or African American

[ONative Hawaiian or other Pacific Islander

OWhite
Address (Direccion) Apartrnent Number (Numero de Apartmento)
City (Ciudad) State (Estado) Zip Code (Codigo Postal) Preferred Phone
(Telephono)
Email Address
Best time to call

For Immunization Services for Children

Adults Name Accompanying Child: Relationship to Child:

Grade & School Child Current/Will Be Entering School Yr.:

Vaccine for Children or other Inmunization for Services

Are you covered by insurance? OYes OONo If Yes, please have Insurance card available.

O Medicaid Account Number
OMedicare Account Number
OOther Account Number Does this insurance cover shots [1Yes No[l

For office use only
Assessment Fee Collected

Entered into Florida ShotsJ Forms Onlyd Allergies LMP

Only complete the section below if FL Shots were entered by someone other than the RN that administered the vaccine.

Vaccine Date Given Brand Mfr/Lot# Route/Site Signature/Title
Name

Form date 12-18-2023




P INITIATION OF SERVICES
HEALTH

PART 1 CLIENT-PROVIDER RELATIONSHIP CONSENT

Client Name:

Name of Agency: _Leon County Health Department - School Health Division

Agency Address: 2965 Municipal Way; Tallahassee, FL 32304

1 consent to entering into a client-provider relationship. 1 authorize Department of Health staff and their representatives to render routine health care. 1
understand routine health care is confidential and voluntary and may involve medical visits including obtaining medical history, assessment,
examination, administration of medication, laboratory tests and/or minor procedures. 1 may discontinue this relationship at any time.

PART 11 DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only)
I consent to the use and disclosure of my health information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention,
psychiatric/psychological, and case management; for treatment, payment and health care operations.

PART 111 MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT
REQUEST (Only applies to Medicare Clients)

As Client/Representative signed below, | certify that the information given by me in applying for payment under Title XVIII of the Social Security Act
is correct. 1 authorize the above agency to release my health information to the Social Security Administration or its intermediaries/carriers for this or
arelated Medicare claim. 1 request that payment of authorized benefits be made on my behalf. 1 assign the benefits payable for physician's services to
the above-named agency and authorize it to submit a claim to Medicare for payment.

PART IV ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers)
As Client /Representative signed below, 1 assign to the above-named agency all benefits provided under any health care plan or medical expense policy.
The amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule. All payments under this paragraph are to be
made to above agency. | am personally responsible for charges not covered by this assignment.

PART V COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NUMBER

(This notice is provided pursuant to Section 119.071(5)(a), Florida Statutes.)

For health care programs, the Florida Department of Health may collect your social security number for identification and billing purposes, as authorized
by subsections 119.071(5)(a)2.a. and 119.071(5)(a)6., Florida Statutes. By signing below, I consent to the collection, use or disclosure of my social
security number for identification and billing purposes only. It will not be used for any other purpose. I understand that the collection of social security
numbers by the Florida Department of Health is imperative for the performance of duties and responsibilities as prescribed by law.

PART VI MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE
OF PRIVACY RIGHTS

Client/Representative Signature Self or Representative's Relationship to Client Date

Witness (optional) Date

PART VII WITHDRAWAL OF CONSENT

L WITHDRAW THIS CONSENT, effective
Client/Representative Signature Date
Witness (optional) Date
Client Name:
1D#:
Original to file; Copy to client DOB:

DH 3204-55G-09-2019



VACCINE INFORMATION STATEMENT

Tdap (Tetanus, Diphtheria, Pertussis)
Vaccine: What You Need to Know

Many vaccine information statements are
available in Spanish and other languages.
See www.immunize.org/vis

Hojas de informacion sobre vacunas estan
disponibles en espafiol y en muchos otros
idiomas. Visite www.immunize.org/vis

1. Why get vaccinated?

Tdap vaccine can prevent tetanus, diphtheria,
and pertussis.

Diphtheria and pertussis spread from person

to person. Tetanus enters the body through cuts

or wounds.

* TETANUS (T) causes painful stiffening of the
muscles. Tetanus can lead to serious health
problems, including being unable to open the
mouth, having trouble swallowing and breathing,
or death.

DIPHTHERIA (D) can lead to difficulty breathing,
heart failure, paralysis, or death.

PERTUSSIS (aP), also known as “whooping
cough,” can cause uncontrollable, violent coughing
that makes it hard to breathe, eat, or drink.
Pertussis can be extremely serious especially in
babies and young children, causing pneumonia,
convulsions, brain damage, or death. In teens and
adults, it can cause weight loss, loss of bladder
control, passing out, and rib fractures from severe
coughing.

2. Tdap vaccine

Tdap is only for children 7 years and older,
adolescents, and adults.

Adolescents should receive a single dose of Tdap,
preferably at age 11 or 12 years.

Pregnant people should get a dose of Tdap during
every pregnancy, preferably during the early part of
the third trimester, to help protect the newborn from
pertussis. Infants are most at risk for severe, life-
threatening complications from pertussis.

Adults who have never received Tdap should get a
dose of Tdap.

Also, adults should receive a booster dose of
either Tdap or Td (a different vaccine that protects
against tetanus and diphtheria but not pertussis)
every 10 years, or after 5 years in the case of a severe
or dirty wound or burn.

Tdap may be given at the same time as other
vaccines.

3. Talk with your health
care provider

Tell your vaccination provider if the person getting

the vaccine:

* Has had an allergic reaction after a previous
dose of any vaccine that protects against tetanus,
diphtheria, or pertussis, or has any severe, life-
threatening allergies

* Has had a coma, decreased level of consciousness,
or prolonged seizures within 7 days after a
previous dose of any pertussis vaccine (DTP,
DTaP, or Tdap)

* Has seizures or another nervous system problem

* Has ever had Guillain-Barré Syndrome (also
called “GBS”)

* Has had severe pain or swelling after a previous
dose of any vaccine that protects against tetanus
or diphtheria

In some cases, your health care provider may decide
to postpone Tdap vaccination until a future visit.

People with minor illnesses, such as a cold, may be
vaccinated. People who are moderately or severely ill
should usually wait until they recover before getting
Tdap vaccine.

Your health care provider can give you more
information.
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http://www.immunize.org/vis
http://www.immunize.org/vis

4. Risks of a vaccine reaction

* Pain, redness, or swelling where the shot was given,
mild fever, headache, feeling tired, and nausea,
vomiting, diarrhea, or stomachache sometimes
happen after Tdap vaccination.

People sometimes faint after medical procedures,
including vaccination. Tell your provider if you feel
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance
of a vaccine causing a severe allergic reaction, other
serious injury, or death.

5. What if there is a serious
problem?

An allergic reaction could occur after the

vaccinated person leaves the clinic. If you see signs
of a severe allergic reaction (hives, swelling of the
face and throat, difficulty breathing, a fast heartbeat,
dizziness, or weakness), call 9-1-1 and get the person
to the nearest hospital.

For other signs that concern you, call your health
care provider.

Adverse reactions should be reported to the Vaccine
Adverse Event Reporting System (VAERS). Your
health care provider will usually file this report, or
you can do it yourself. Visit the VAERS website at
www.vaers.hhs.gov or call 1-800-822-7967. VAERS
is only for reporting reactions, and VAERS staff
members do not give medical advice.

6. The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program
(VICP) is a federal program that was created to
compensate people who may have been injured by
certain vaccines. Claims regarding alleged injury or
death due to vaccination have a time limit for filing,
which may be as short as two years. Visit the VICP
website at www.hrsa.gov/vaccinecompensation or
call 1-800-338-2382 to learn about the program and
about filing a claim.

7. How can | learn more?

» Ask your health care provider.
* Call your local or state health department.
* Visit the website of the Food and Drug
Administration (FDA) for vaccine package
inserts and additional information at
www.fda.gov/vaccines-blood-biologics/vaccines.
* Contact the Centers for Disease Control and
Prevention (CDC):
- Call 1-800-232-4636 (1-800-CDC-INFO) or
- Visit CDC’s website at www.cdc.gov/vaccines.

Vaccine Information Statement

Tdap (Tetanus, Diphtheria, Pertussis) Vaccine

42 U.S.C. § 300aa-26 ‘ 8gE|CE %
8/6/2021 ONLY
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Florida NOTICE OF PRIVACY PRACTICES
HEALTH '

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND How You CAN GET ACCESS To THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION

Protected health information includes demographic and medical information that concerns the
past, present, or future physical or mental health of an individual. Demographic information
could include your name, address, telephone number, social security number and any other
means of identifying you as a specific person. Protected health information contains specific
information that identifies a person or can be used to identify a person.

Protected health information is health mformatmn created or received by a health care provider,
health plan, employer, or health care clearinghouse. The Department of Health can act as each
of the above business types. This medical information is used by the Department of Health in
many ways while performing normal business activities.

Your protected health information may be used or disclosed by the Department of Health for
purposes of treatment, payment, and health care operations. Health care professionals use
medical information in the clinics or hospital to take care of you. Your protected health

" information may be shared, with or without your consent, with another health care provider for
purposes of your treatment. The Department of Health may use or disclose your health
information for case management and services. The Department of Health clinic or hospital
may send the medical information to insurance companies, Medicaid, or community agencies to
Dpay for the services provided you.

Your information may be used by certain department personnel to improve the department’s
health care operations. The department also may send you appointment reminders, information
about treatment options or other health-related benefits and services.

- Some protected health information can be disclosed without your written authorization as

allowed by law. Those circumstances include:

Reporting abuse of children, adults, or disabled persons. -

Investigations related to a missing child.

Internal investigations and audits by the department’s divisions, bureaus, and offices.

Investigations and audits by the state’s Inspector General and Auditor General, and the

legislature’s Office of Program Policy Analysis and Government Accountability.

e Public health purposes, including vital statistics, disease reporting, public health
surveillance, investigations, interventions, and regulation of health professionals.

s Disfrict medical examiner investigations;

DH8000-85G-09/2017



Research approved by the department.
Court orders, warrants, or subpoenas;

Law enforcement purposes, administrative investigations, and judicial and administrative
proceedings.

Other uses and disclosures of your protected health information by the department will require
your written authorization. These uses and disclosures may be for marketing and for research

purposes, certain uses and disclosure of psychotherapist notes, and the sale of protected health
information resulting in remuneration to the Department of Health.

This authorization will have an expiration date that can be revoked by you in writing.
INDIVIDUAL RIGHTS

You have the right to request the Department of Health to restrict the use and disclosure of your
‘protected health information to carry out treatment, payment, or health care operations. You
may also limit disclosures to individuals involved with your care. The department is not required
to agree to any restriction.

You have the right to be assured that your information will be kept confidential. The Department
of Health will make contact with you in the manner and at the address or phone number you
select. You may be asked to put your request in writing. ' If you are responsible to pay for
services, you may provide an address other than your residence where you can receive mail and
where we may contact you.

You have the right to inspect and receive a copy of your protected health information that is
maintained by the Department of Health within 30 days of the Department’s receipt of your
request.to obtain a copy of your protected health information. You must complete the
Department’s Authorization to Disclosure Confidential Information form and submit the request
to the county health department or Children’s Medical Services office. If there are delays in
getting you the information, you will be told the reason for the delay and the anticipated date
when you will receive your information.

Your inspection of information will be supervised at an appointed time and place. You may be
denied access as specified by law.

If you choose to receive a copy of your protected health information, you have the right to
‘receive the information in the form or format you request. If the Department cannot produce it in
that form or format, it will give you the information in a readable hard copy form or another
form or format that you and the Department agree to.

The Department cannot give you access to psychotherapy notes or certain information being
used in a legal proceeding. Records are maintained for specified periods of time in accordance
with the law. If your request covers information beyond that time the Department is required to
keep the record, the information may no longer be available.

DH8000-88G-09/2017



If access is denied, you have the right to request a review by a licensed health care professional
who was not involved in the decision to deny access. This licensed health care professional will
be designated by the department.

You have the right to correct your protected health information. Your request to correct your
protected health information must be in writing and provide a reason to support your requested
correction. The Department of Health may deny your request, in whole or part, if it finds the
protected health information:

Was not created by the department.

Is not protected health information.

Is by law not available for your inspection.
Is accurate and complete.

If your correction is accepted, the department will make the correction and tell you and others

who need to know about the correction. If your request is denied, you may send a letter

detalhng the reason you disagree with the decision. The department may respond to your letter
-in writing. 'You also may file a complaint, as described below in the section titled Complaints.

You have the right to receive a summary of certain disclosures the Department of Health may
have made of your protected health information. This summary does not include:

Disclosures made to you.

Disclosures to individuals involved with your care.

Disclosures authorized by you.

Disclosures made to carry out treatment, payment and health care operations.
Disclosures for public health.

Disclosures to health professional regulatory purposes.

Disclosures to report abuse of children, adults, or disabled.

Disclosures prior to April 14, 2003.

‘This summary does include disclosures made for:

s Purposes of research, other than those you authorized in writing.
¢ - Responses to court orders, subpoenas, or warrants.

You may request a summary for not more than a 6 year period from the date of your request.

If you received this Notice of Pﬁvacy Practices electronically, you have the right to a paper copy
upon request.

The Department of Health may mail or call you with health care appointment reminders.

DEPARTMENT OF HEALTH DUTIES

DH8000-88G-09/2017



The Department of Health is required by law to maintain the privacy of your protected health
information. This Notice of Privacy Practices tells you how your protected health information
may be used and how the department keeps your information private and confidential. This

- notice explains the legal duties and practices relating to your protected health information. The
department has the responsibility to notify you following a breach of your unsecured protected
health information.

As part of the department’s legal duties this Notice of Privacy Practices must be given to you.
The department is required to follow the terms of the Notice of Privacy Practices currently in
effect. )

The Department of Health may change the terms of its notice. The change, if made, will be
effective for all protected health information that it maintains. New or revised notices of privacy
practices will be posted on the Department of Health website at

http://www.floridahealth. gov/about-the-department-of-health/about-us/patient-rights-and-
safety/hipaa/index.html and will be available by email and at all Department of Health buildings.
Also available are additional documents that further explain your rights to inspect and copy and
amend your protected health information.

COMPLAINTS

If you believe your privacy health rights have been violated, you may file a complaint with the:

Department of Health’s Inspector General at 4052 Bald Cypress Way, BIN A03/ Tallahassee, FL
- 32399-1704/ telephone 850-245-4141 and with the Secretary of the U.S. Department of Health
and Human Services at 200 Independence Avenue, S.W./ Washington, D.C. 20201/ telephone
202-619-0257 or toll free 877-696-6775.

The complaint must be in writing, describe the acts or omissions that you believe violate your
privacy rights, and be filed within 180 days of when you knew or should have known that the act
or omission occurred. The Department of Health will not retaliate against you for filing a
complaint. :

FOR FURTHER INFORMATION

Requests for further information about the matters covered by this notice may be directed to the
person who gave you the notice, to the director or administrator of the Department of Health
facility where you received the notice, or to the Department of Health’s Inspector General at
-4052 Bald Cypress Way, BIN A03/ Tallahassee, FL. 32399-1704/ telephone 850-245-4141.

EFFECTIVE DATE

This Notice of Privacy Practices is effective beginning July 1, 2013, and shall be in effect until a
‘new Notice of Privacy Practices is approved and posted.

REFERENCES

“Standards for the Privacy of Individually Identifiable Health Information; Final Rule.” 45 CFR
Parts 160 through 164. Federal Register 65, no. 250 (December 28, 2000).

“Standards for the Privacy of Individually Identifiable Health Information; Final Rule” 45 CFR
Part 160 through 164. Federal Register, Volume 67 (August 14, 2002).
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HHS, Modifications to the HIPAA Privacy, Security, Enforcement, and Breach Notification
Rules under the Health Information Technology for Economic and Clinical Health Act and the
Genetic Information and Nondiscrimination Act; Other Modifications to the HIPAA Rules, 78
Fed. Reg. 5566 (Jan. 25, 2013).

DHB8000-SSG-09/2017



	TDAP Flyer 2023-2024
	Immunization Client Registration Form 2023-2024
	Initiation of Services Consent
	TDAP VIS Sheet
	Notice of Privacy Practices

