
VISITING NURSE SERVICE & HOSPICE OF SUFFOLK, INC. 

505 MAIN STREET, NORTHPORT, NY  11768 

631-261-7200

COVID19 VACCINE DATA SHEET 

Patient Name: (Please Print Name as It Appears On Medicare/Medicaid Card/Insurance Card)

______________________________________ ________________________________ _____ 

Last Name First Name M.I.

_________________________________________ __________________________  ________ ____________ 

Address      City                     State Zip 

______________________________________ _____/_____/_________  Male  Female

Phone  Date of Birth 

Physician: 

___________________________________     ______________________________    _____________________ 

Physician Last Name     Physician First Name                           Phone 

_________________________________________ ___________________________  _______ _____________ 

Physician Address     City            State Zip 

 

 

 

 

 

 

 

 

Signature of Immunization Recipient or 

Representative/Power of Attorney:     
X 

Insurance Carrier Name:  ________________________________________________________ 

Medicare/Medicaid/Insurance Carrier ID Number:      



BELOW FOR OFFICE USE ONLY 

___________________________________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

COVID19 Vaccine: Pfizer/BioNTech       1st Dose           2nd Dose  

Moderna 1st Dose           2nd Dose  

Johnson&Johnson Single Dose 

I authorize Visiting Nurse Service & Hospice of Suffolk, Inc. to release any potential information on this form to 

Medicare/Medicaid/or Insurance Carrier for the purpose of completing reimbursement claims and receiving payment 

for the administration of this COVID19 vaccine.  I certify that the information given by me in applying for Medicare/ 

Medicaid/Insurance payment is correct. I understand there will be NO COST TO ME for this vaccine. I understand 

that any monies or benefits for administering the vaccine will be assigned and transferred to the vaccinating provider, 

including monies/benefits from my health insurance plan, Medicare, Medicaid or other third parties who are 

financially responsible for my medical care. 

FOR ALL RECIPIENTS: Your signature below indicates that you have read and 

understand the above, have had the opportunity to ask questions and have the 

questions answered to your satisfaction. 


