Influenza and Pneumococcal Immunization Patient Plan

Assess, Access, Administer

Patient Name: _______________________             Medical Record#:______________

Date:
 ___/___/___                  Clinician Signature: ____________________________

Select one:

 FORMCHECKBOX 
 Start of Care



 FORMCHECKBOX 
 Recertification

 FORMCHECKBOX 
 Resumption of Care


 FORMCHECKBOX 
 Mid-Care (current patient)

Step I: Assess

 FORMCHECKBOX 
 See agency immunization comprehensive assessment screen; Complete steps II & III

OR complete steps I-III

 FORMCHECKBOX 
  Received influenza vaccine

Date: ___/___/___



Location: 
 FORMCHECKBOX 
 Physician office
 FORMCHECKBOX 
  Clinic
 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Received pneumonia vaccine

Date: ___/___/___



Location:
 FORMCHECKBOX 
 Physician office
 FORMCHECKBOX 
  Clinic
 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Needs the  FORMCHECKBOX 
 influenza vaccine and/or  FORMCHECKBOX 
 pneumococcal polysaccharide vaccine


Step II: Access (Who will be providing?)

 FORMCHECKBOX 
 Influenza and pneumococcal vaccines status is current and no further action needed


OR

 FORMCHECKBOX 
 Patient will receive the  FORMCHECKBOX 
 influenza vaccine and/or  FORMCHECKBOX 
 pneumococcal polysaccharide vaccine at physician’s office or clinic within the next __________ weeks

OR

 FORMCHECKBOX 
  Patient wants [home health agency] to administer 

   
 FORMCHECKBOX 
  Influenza vaccine and/or  FORMCHECKBOX 
 pneumococcal polysaccharide vaccine

Obtain vaccine from__________ Scheduled for: __________

AND
 FORMCHECKBOX 
  Patient and/or caregiver provided with and instructed on the Centers for Disease Control and Prevention (CDC) Vaccine Immunization Statement (VIS)

Step III: Administered (Follow-Up)

 FORMCHECKBOX 
 Patient received the  FORMCHECKBOX 
 influenza vaccine and/or  FORMCHECKBOX 
 pneumococcal polysaccharide vaccine at their physician’s office or clinic on __________ .
OR
 FORMCHECKBOX 
   [Home health agency] administered  FORMCHECKBOX 
 influenza vaccine on: __________

and/or  FORMCHECKBOX 
 pneumococcal polysaccharide vaccine on: ___________


Refuses vaccine because:

 FORMCHECKBOX 

Believes he/she is not at risk for disease
       FORMCHECKBOX 

Allergic

 FORMCHECKBOX 

Believes immunization does not work
       FORMCHECKBOX 

Contraindicated   

 FORMCHECKBOX 

Fear of adverse effects




 FORMCHECKBOX 

Other reason: _____________________________________________

If influenza vaccine limited or unavailable follow CDC guidelines 

Adapted from Influenza and Pneumococcal Immunization Status Assessment developed by Holy Redeemer Home Care, Philadelphia, PA
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