




Health insurance 

Do you have health insurance? 0 Yes O No

If yes, 

Insurance provider 

Relationship with primary carrier 

I attest to the following 

All boxes must be checked for the patient to be vaccinated: 

Primary carrier's full name 

Policy number 

□ I have read and understand the Vaccine Information Statement(s) for the requested vaccine(s) and understand the risks and

benefits. (VIS: https://www.immunize.org/vaccines/vis/about-vis/)

□ I certify that, to the best of my knowledge, the information submitted in this application is true and accurate. I understand that
all immunizations will be reported to the California Immunization Registries (CAIR2 or RIDE). My Turn will put information
about the patient's vaccination into CAIR2 as required by California Health and Safety Code 120440. This information can be
accessed by licensed health care providers and public health departments.

CAIR2: https://www.cdph.ca.gov/Programs/CID/DCDC/CAIR/Pages/CAIR-updates-about.aspx 

RI DE: https :/ /www. myhealthyfutu res. org 

Patient or parent/guardian signature Date signed 

California Vaccination Program 

https://www.immunize.org/vaccines/vis/about-vis/
http://www.myhealthyfutures.org







