
COLLIN COUNTY 
Co Ii n Cou ty Health Care Services 

825 N. McDonald SL Suite 130 
McKinney, Texas 75069 
www.coll i ncou ntytx. 

DatEI: ____ _ 
Immunization Application 

Information for person receiving immunization: 

the Texas ImmUniZation is a free service of the Texas Department State and Health Services. The Immunization registry 
is a secure and confidential service consolidates and stores your child's (under 18 years of age) immunization records. With your consent, 
your child's immunization information will be included in ImmTrac. Doclors, public health departments. schools, and other authorized 
professionals can access your child's immunization history to ensure that important vaccmes are not missed. 

Texas ImmTrac Registry Consent? Yes No 

Child's Name (as It appears on Social Security Card/Legal Name) 

Child's Last Name 

Date of Birth: -:-::-_-:-::---~:--­
Month 

Birth Country: ________ _ 

Ethnlclty: 

Alaskan Native American Indian 

Child's First Name Middle Name 

Male Female Social Security Number: ______ _ 

Mother's Maiden Name:~:___:_:-:-:--_:_::___:_:-_:_-:---:: 
(Mom's last name before she got married) 

Asian Black I African American Pacific Islander 

White I Non-Hispanic White Hispanic 

00 You Have Insurance or Are You Underinsured? Insured Underinsured 

CHIPS Yes No CHIPS Number: Date of 

Medicaid: Yes No Medicaid Number Date of EiI~llbl ll i ty: _____ _ 

Number of Persons In Household HousehOld Income ~ ______ _ 

Address: 
Ap! 

plpnl'\",," Number Alternate 

Has pOX disease? Yes No Yes. 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 



For 

COLLIN COUNTY 
Collin County Health Care Services 

825 N. McDonald St Suite 130 
McKinney, Texas 75069 

www.collincountytx gov 

SCREENING QUESTIONNAIRE FOR CHILD AND TEEN IMMUNIZATION 

will help us determine which vaccines your child may be given today. If you answer 
to any it does not necessarilv mean your child should not be vaccinated. It just means additional 
questions must be asked. If a question is not please ask our healthcare staff to explain it. 

Patient Name: Date of Birth: Yes No Don't Know 

1. Is your child sick today? 0 0 0 

2. Does your child have allergies to medications, food, or any 0 0 0 

3. Has the child had a serious reaction to a vaccine in the past? 0 0 0 

4. Has the child had a health problem with asthma, lung disease 0 0 0 

heart disease, kidney disease, metabolic disease (e.g. diabetes), 
or other blood disorder? 

5. Does the child have cancer, leukemia, AIDS, or any other 0 0 0 

immune system problem? 

6. Ras the child taken cortisone, prednisone, other stenods, 0 0 0 
anticancer drugs, drugs that decrease your immune system, 
or had x-ray treatments in the past 3 months? 

? Ras die child had a seizure, Drain, or other nervous 0 0 0 

8. Has the child received a transfusion of blood or blood products, 0 0 0 
or been given a medicine called immune (gamma) gobulin in the 

Is the child/teen pregnant or is there a chance she could become 0 0 0 
pregnant during the next month? 
First da! of last menstrual ~eriod: 

10. Has the child vaccinations in the 4 weeks? 0 

lL If the child to be is between the ages 2 and 4 0 

told you that the had 
12 months? 

No 

Fo rm 

Form 



5. 

Tdap 

Addendum to Tetanus, Diphtheria, and Pertussis (Tdap) 
Vaccine Information Statement 

Information about person to receive vaccine (Please print) 


