18 yrs +

Where were you born?




Adult Safety Net (ASN) Program

ADULT ELIGIBILITY SCREENING RECORD

PURPOSE: To determine and record eligibility for the DSHS ASN Program. A record of the eligibility status

of adults receiving vaccine supplied by DSHS must be maintained either in hard copy by the clinic providing the
service or in an electronic system such as TWICES. Hard copies must be maintained for five (5) years. ASN eligibility
screening and documentation of eligibility status must take place at each immunization visit to ensure eligibility status
for the program.

Date of Screening:

(mm/dd/yy)
Name:
(Last) (First) (Middle initial)
Date of Birth: / / Gender: [] Male [] Female Veteran: [] Yes [] No
(mm/dd/yy)

Important Information for Former Military Service Members: Women and men who served in any branch of the
United States Armed Forces, including Army, Navy, Marines, Air Force, Coast Guard, Reserves or
National Guard may be eligible for additional benefits and services. For more information, please visit
the Texas Veterans Portal at https:/ /texvet.org/partners/texasgov.

Eligibility Criteria (Please check only one (1) box below):
[J Ideclare that I qualify for vaccines through the ASN Program because I do not have health insurance.
[] I'am 19 years of age and I have been referred to finish a vaccine series that I began when I was 18 years of age
or younger and eligible under the Texas Vaccines for Children (TVFC) Program. This option is only available

as long as I have not reached my 20th birthday. “Vaccine series” applies to Hepatitis A, Hepatitis B, Human
Papillomavirus (HPV), Mumps, Measles, & Rubella (MMR), Varicella, and Meningococcal vaccines.

[ I declare that I qualify for vaccines through Disaster Relief/Outbreak efforts. The CDC waived insurance
status (insured or non-insured) for all disaster relief efforts.

[J Ideclare that I qualify for ASN vaccines under a Special Initiative Program. The CDC waived insurance status
(insured or non-insured) to allow for co-administration with ASN vaccines for a specific population.

Referring Provider:

Patient Signature: Date:

(mm/dd/yy)

NOTE: Knowingly falsifying information on this document constitutes fraud. By signing this form,
I hereby attest that the above information is true and correct. I declare that the person named above is
eligible to receive ASN vaccines.

With few exceptions, you have the right to request and to be informed about information that the State of Texas
collects about you. You are entitled to receive and review the information upon request. You also have the right
to ask the agency to correct any information that is determined to be incorrect. See http://www.dshs.texas.gov for
more information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, and 559.004)
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Texas Immunization Registry (ImmTrac2) -
Adult Consent Form -
First Name Middle Name Last Name
/) O Male i i
Gender:
Date of Birth (mm/dd/yyyy) T Female Telephone Email address
Address Apartment # / Building #
City State Zip Code County
Mothet’s First Name Mother’s Maiden Name
Race (select all that apply) Ethnicity (select only one)
[0 American Indian or Alaska Native O Asian [ Black or African-American | [J Hispanic or Latino
[0 Native Hawaiian or Other Pacific Islander [ White [ Other Race [0 Not Hispanic or Latino
[ Recipient Refused O Other

The Texas Immunization Registry (ImmTrac2) is a free service of the Texas Department of State Health Services (DSHS). The Texas
Immunization Registry is a secure and confidential service that consolidates and stores your immunization records. With your consent,
your immunization information will be included in the Texas Immunization Registry. Doctors, public health departments, schools, and
other authorized professionals can access your child’s immunization history to ensure that important vaccines are not missed. For more
information, see Texas Health and Safety Code Sec. 161.007 (d). betps:/ [ statutes.capitol. texcas.gov/ Docs/ HS / bt/ HS .16 1. htnrtt161.007.

Consent for Registration and Release of Immunization Records to Authorized Persons / Entities

I understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further
understand that DSHS will include this information in the Texas Immunization Registry. Once in the Texas Immunization Registry, my
immunization information may by law be accessed by: a Texas physician, or other health-care provider legally authorized to administer
vaccines, for treatment of the individual as a patient; a Texas school in which the individual is enrolled; a Texas public health district or local
health department, for public health purposes within their areas of jurisdiction; a state agency having legal custody of the individual; a payor,
currently authorized by the Texas Department of Insurance to operate in Texas for immunization records relating to the specific individual
covered under the payor’s policy. I understand that I may withdraw this consent at any time by submitting a completed Withdrawal of
Consent Form in writing to the Texas Department of State Health Services, Texas Immunization Registry.

State law permits the inclusion of immunization records for First Responders and their immediate family members in the Texas
Immunization Registry. A “First Responder” is defined as a public safety employee or volunteer whose duties include responding rapidly to
an emergency. An “immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the First
Responder. For more information, see Texas Health and Safety Code Sec. 161.00705. A#tps:/ [ statutes.capitol.texas.gov/ Docs/ HS / bt/ HS. 161.
btn#t161.00705.

Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member.
[JIam a FIRST RESPONDER. [[]I am an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First Responder.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas Immunization Registry.

Individual (or individual’s legally authorized representative):

Printed Name Signature Date

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects
about you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct

any information that is determined to be incorrect. See bztp:/ /www.dshs.texas.gov for more information on Privacy Notification. (Reference:
Government Code, Section 552.021, 552.023, 559.003, and 559.004)

PROVIDERS REGISTERED WITH the Texas Immunization Registry: Please enter client information in the Texas Immunization
Registry and affirm that consent has been granted. DO NOT fax to the Texas Immunization Registry. Retain this form in your client’s record.

Questions? Tel: (800) 252-9152 « Fax: (512) 776-7790 e Jttps:/ [ www.dshs.texas gov/ immunize/ immitrac/
Texas Department of State Health Services * Immunizations ¢ Texas Immunization Registry — MC 1946 ¢ P. O. Box 149347
Austin, TX 78714-9347
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