HOSPITAL VFC MONTHLY IMMUNIZATION REPORT
Facility Name: ______________________________________

Contact Name: _______________    VFC Pin # _______

Fax (   )_________________

Phone (   )___________


Reporting Month: _______
          Reporting Year: ______

Hepatitis B Vaccine

Vaccine Inventory by Doses:

Beginning Monthly Inventory

__________

Vaccine Received from State

__________

Total Vaccine Administered

__________

Vaccine Transferred to or 

 from another VFC Provider**
__________

Expired or Wasted Vaccine

__________


Unaccounted for Vaccine

__________

Ending Monthly Inventory

__________

Number of Babies by Category

Medicaid*:



__________

Uninsured*:



__________

Insured*:



________

*Medicaid – Babies whose mothers are enrolled in Medicaid are automatically covered for the first month of life. Mother must complete the baby’s enrollment to have coverage beyond the first month. Mother may call 1-800-792-4884 to report the birth and begin enrollment.
*Uninsured – Babies who have no insurance.

*Insured – Babies who are fully insured at birth.  
**If vaccine is transferred in to your facility, please note the providers VFC pin number and show the number of doses as a positive number. If you transfer vaccine to another provider, indicate the provider’s pin number and show the doses as a negative number.   


This report is due each month by the 10th day of the month following the reporting period.

Submit by Email to: immreporting@kdheks.gov
Forms available at: www.kdheks.gov/immunize
January 2009
