Influenza/Pneumococcal Immunization Physician 

Notification Form


Date: 

Patient:

To:  [Physician]

Fax #:  

From:  [Home Health Agency]

Fax #:

Phone #: 

Clinician: 

At [Home Health Agency name], we assess the immunization status of all of our patients, ensure access (to the vaccine) and verify that immunizations were administered.  

Please be advised that the following immunizations were provided or need to be provided.  Update your medical records.
	IMMUNIZATION
	Date
	Comments/Follow-Up

	INFLUENZA 
	      
	· Home Health Agency administered 

·   Patient wants/needs influenza vaccine. Please notify patient and schedule visit.

	PNEUMOCOCCAL POLYSACCHARIDE VACCINE (PPV23)


	
	· Home Health Agency administered 
· Patient wants/needs pneumonia vaccine. Please notify patient and schedule visit.


Thank you for the opportunity to provide comprehensive home health care services for your patients.

(Agency Name)
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