KENTUCKY  H1N1 VACCINE PROGRAM

Enrollment Form

A.  Practice or Facility name:  __________________________________________________________
Do you have a VFC PIN #?  If yes, please write it on the line   ________________________________
Vaccine Delivery/Shipping Address (cannot be a PO Box): ____________________________________
City, State and Zip Code:  ______________________________________  County _______________  
Phone (_______)____________________ ext.________ Fax  (_______)________________________
E-mail address ______________________________________________________________________  

Employer Identification Number  (Federal tax ID #) ___________________________________________
Shipping contact name  _______________________________________________________________
Last Name 


First
           (direct phone # or extension)
Secondary shipping contact name _______________________________________________________

        Last Name 

First
           (direct phone # or extension)
B.  Hours:  Please list hours of operation for your office below:

	
	REGULAR HOURS

     OPEN                                CLOSE
	OFFICE CLOSED FOR OTHER REASONS (LUNCH, ETC.)

	Monday
	
	
	
	

	Tuesday
	
	
	
	

	Wednesday
	
	
	
	

	Thursday
	
	
	
	

	Friday
	
	
	
	

	Saturday
	
	
	
	

	Sunday
	
	
	
	



Does your facility have vaccine storage equipment that will maintain 
a consistent temperature of 35-46° F?  




Yes ____  No ___
Does your facility have an accurate, reliable thermometer for each 



refrigeration unit?






Yes ____  No ___
C.  Type of Vaccine Provider:
	Provider Type:

⁬ College/University                 
⁬ Federally Qualified Health 

      Center/Rural Health
⁬ Hospital

⁬ Public Health Department

⁬ School/School Based Health Center
⁬ Private Practice (individual or group)
⁬ Other Public (please specify):__________________

⁬ Other Private (please specify):__________________
	Specialty or “Specialty Clinic” Type:
⁬ Internal Medicine

⁬ Family Practice 

⁬ Family Planning

⁬ LTCF/Nursing Home

⁬ Multi-specialty 

⁬ OB/GYN

⁬ Pediatrics

⁬ Pharmacy

⁬ Walk-in center

⁬ Other (please specify):_________________


D.  All Providers Within Your Practice That Prescribe Vaccines:

Please provide the following information for all personnel who prescribe vaccines.  If additional room is needed please attach a separate sheet of paper.

_________________________________________________

___________________________________


Last Name, First, MI
Title (MD, DO, NP, PA) (Provider must            have prescription-writing privileges.)



____________________

_____________________

_____________________________
Medicaid Provider No.

Provider License No

Specialty (Peds, Family Med, GP)



_________________________________________________

___________________________________


Last Name, First, MI
Title (MD, DO, NP, PA) (Provider must            have prescription-writing privileges.)



_____________________

_____________________

_____________________________
Medicaid Provider No.

Provider License No 

Specialty (Peds, Family Med, GP)





_________________________________________________

___________________________________


Last Name, First, MI
Title (MD, DO, NP, PA) (Provider must            have prescription-writing privileges.)



_____________________

_____________________

_____________________________
Medicaid Provider No.

Provider License No 

Specialty (Peds, Family Med, GP)


_________________________________________________

___________________________________


Last Name, First, MI
Title (MD, DO, NP, PA) (Provider must            have prescription-writing privileges.)



____________________

_____________________

_____________________________
Medicaid Provider No.

Provider License No 

Specialty (Peds, Family Med, GP)



_________________________________________________

___________________________________


Last Name, First, MI
Title (MD, DO, NP, PA) (Provider must            have prescription-writing privileges.)


____________________

_____________________

_____________________________
Medicaid Provider No.

Provider License No 

Specialty (Peds, Family Med, GP)




FAX the signed/dated Enrollment Form to your local health department.  See the local health department contact information sheet for the appropriate FAX number for your county’s local health department.
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