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K \’\ Massachusetts Department of Public Health Provider Mame:

Immunization Division Provider Address:

I: -Z:.I
Il\h Z jx}f Vaccine Program

Provider Phone Mumber:

Vaccines for Children Patient Eligibility Screening Form

Patient’s full Name: Patient Date of Birth:

Parent, Guardian, or Legal Representatives full name:

tv_c Eligibility Categories

is required to screan and record VEC eligibility for all patients under 19 years of age at each immunization visit. One of the following categories
miust be selected to determine a child's eligibility for the federal WFC program.

- patient insured with a Medicaid prodiect (even as secondary insurance). Same comimon examples of
VFC Eligible- Medicaid Medicaid plans seen in MA are MassHealth ACO's, MCO's, PCC's, etc. If you cannot determine if a plan is a
Medicaid product, please refer to Medicaid.gov or the cunrent years’ MassHealth Enrollment guide.

WFC Eligible- Alaska Mative/American Indian |Patient(s] whom self-identify as Alaska Native/American Indian [Native American)

WFC Eligible- Uninsured Patient [s) who have no active insurance plan/coverage.
Please note that This calegory 15 only apphcable o sites that are regisiered a5 Federally Cualified Health |
iCenters [FOHC's).

Please see the cases of under-insured patients described below:
=xsxyEr Eligible- Under-insured***= | = Children who have health insurance, but coverage does not include any vaccines
FOMC's ONLY #* Children who have health insurance, but coverage does not inchude all vaccines recommended by the
(ACIP)

» Children whose insurance does not provide first-dollar coverage for vaccines. First-dollar coverage
incdudes copays, cainsurance and deductibles.

one & =3 an 3 RSUrance coverage cover
lall ACIP recommended vacdines. Please note that all privately inswred children (Under the age of 19) can
receive state-supplied vacdines according to the Childhood Avaliability Table found online at

https:/ fwww. mass goviresouncefvaccine-management.

Mot WFC Eligible

Please use the table below to document a patient’s WFC eligibility status at every immunization visit and store this
document within the medical record.

Date of Insurance Status or insurance plan name and L
Immunization plan type (ACO, MCO, PCC, HMO,PPO, etc.) VFC Eligibility status

VFC Eligible- Uninsured
____VFC Eligible- Medicaid
—_VFC Eligible- Alaska Native/American Indian
___ VFCEligible- Under-Insured (FOHC's ONLY)
—__ Not VFC Eligible

VFC Eligible- Uninsured

VFC Eligible- Medicaid

VFC Eligible- Alaska Native/American Indian
VFC Eligible- Under-Insured [FQHC's OMLY)
Mot VFC Eligible

__m Uninsured
—__VFC Eligible- Medicaid
—___VFC Eligible- Alaska Native/fAmerican Indian

—___VFC Eligible- Under-Insured ([FQHC's ONLY)
___ Mot VFC Eligible

|

L

Uninsured

—__VFC Eligible- Medicaid

____VFC Eligible- Alaska Native/American Indian
____VIFC Eligible- Under-insured

____Mot VFC Eligible
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Page 1.VFC Eligibility Screening Continued

Date of
Immunization

Insurance Status or insurance plan name and
plan type (ACO, MCO, PCC, HMO,PPO, etc.)

VFC Eligibility status

___VFC Eligible- Uninsured

____\FC Eligible- Medicaid

____VFC Eligible- Alaska Mative/American Indian
___ VFC Eligible- Under-insured

____ Mot VFC Eligible

—___WFC Eligible- Uninsured

—__VFC Eligible- Medicaid

___ VFC Eligible- Alaska Native/American Indian
—_VFC Eligible- Under-insured

____Mot VFC Eligible

—__ WFC Eligible- Uninsured

____VFC Eligible- Medicaid

____WFC Eligible- Alaska Native/American Indian
___VFC Eligible- Under-Insured

____ Mot VFC Eligible

— WFC Elgible- Uninsured

___ VFC Eligible- Medicaid

____VFC Eligible- Alaska Mative,/American Indian
__ VFC Eligible- Under-Insured

____Not VFC Eligible

—___WIC Eligible- Uninsured

____VFC Eligible- Medicaid

____VWFC Eligible- Alaska Native/American Indian
__ MFC Eligible- Under-Insured

Mot VFC Eligible

—__VFC Eligible- Uninsurad

___ VFC Eligible- Medicaid

___VFC Eligible- Alaska Mative/American Indian
__ VFCEligible- Under-Insured

___ Mot VFC Eligible

_\J'Fllgihle- Uninsured

____VFC Eligible- Medicaid

____ VFCEligible- Alaska Native/American Indian
— VFCEligible- Under-Insured

___ Mot VFC Eligible

—__WFC Eligible- Uninsured

—_VFC Eligible- Medicaid

___ VWFCEligible- Alaska Native/American Indian
—_VFC Eligible- Under-Insured

___ Mot VFC Eligible

—__ WFC Eligible- Uninsured

—__VFC Eligible- Medicaid

___ WFC Eligible- Alaska Native/American Indian
— VFC Eligible- Under-Insured

__ Mot VFC Eligible

—__WFC Eligible- Uninsured
____VFC Eligible- Medicaid
—__VFC Eligible- Alaska Native/American Indian
__ VFCEligible- Under-Insured
Mot VFC Eligible
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