New Jersey Department of Health

Vaccines for Children (NJVFC) Program

P.O. Box 369

Trenton, NJ 08625-0369

Phone: (609) 826-4862     Fax: (609) 826-4867

Vaccines for Children Program

NEW PROVIDER PROFILE: ADULTS

1.
Today’s Date (MM/DD/YYYY)

__  __  /  __  __  /  __  __  __  __


All state-or grantee-approved public and private health care providers participating in the Vaccines for Children (VFC-Adult) Program must complete this form.  This document provides shipping information and helps the state determine the amount of vaccine to be supplied through the VFC Program.  This form may also be used to compare estimated vaccine needs with actual vaccine supply.  The State Health Department must keep this record on file with the “Provider Enrollment” form.  The Provider Profile form must be updated annually or more frequently if (1) the number of adults being served changes, or (2) the status of the facility changes.  One provider may complete the form for the entire practice.

2.
Name of Medical Director or Equivalent

     

3.
Site Name

     

4.
Vaccine Delivery Address (NO PO BOX OR HOME ADDRESS)


Suite, Floor, Building Number:
     



Street Address (No PO Boxes):
     



City:
     
State:
NJ
Zip Code:
     




5.
Telephone Number

(       )      
6.
Fax Number

(       )      
7.
Business Email Address (Required)

     

8.
Type of Facility (Check One):


A  FORMCHECKBOX 
 Public Health Department


B  FORMCHECKBOX 
 Federally Qualified Health Center (FQHC)


C  FORMCHECKBOX 
 Not-for-Profit Organization (documentation of non-profit status is required)

9.
VFC Vaccine Manager Name:


A.
     
Telephone Number:
(       )      





Backup VFC Vaccine Manager Name:


B.
     
Telephone Number:
(       )      





C.
VFC Vaccine Managers have completed the annual training requirement



 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

10.
Office Hours when vaccine shipments can be delivered (exclude lunch hours if office is closed):

M:
     
T:
     
W:
     
TH:
     
F:
     




Vaccines for Children Program

NEW PROVIDER PROFILE: ADULTS

(Continued)
11.
Provider Population:


Part A.


For the 12-month period ending: (MM/DD/YYYY)           __  __  /  __  __  /  __  __  __  __


For the 12-month period, report the number of adults who received vaccinations at your health facility, by age group.  Only count an adult once based on the status of the last immunization visit, regardless of the number of visits made.
19-29 Years
30-39 Years
40-59 Years
60+ Years
Total


     
     
     
     
     


Part B.


Of the total number for each age group entered above, how many adults were eligible by category?
19-29 Years
30-39 Years
40-59 Years
60+ Years
Total


No Health Insurance
     
     
     
     
     


Underinsured *
     
     
     
     
     


Medicare/Medicaid does not pay for needed vaccine
     
     
     
     
     

* A client with insurance which has a co-pay or deductible (even if it is not met), is insured and is ineligible to receive this vaccine.
12.
Type of data used to determine profile:


A  FORMCHECKBOX 

Benchmarking
D  FORMCHECKBOX 

Provider Encounter Data


B  FORMCHECKBOX 

Doses Administered
     



C  FORMCHECKBOX 

Registry
E  FORMCHECKBOX 

Other (Specify):





13.
Site Medicaid ID Number

___   ___   ___   ___   ___   ___   ___ 

14.
NPI Number

___  ___  ___  ___  ___  ___  ___  ___  ___  ___

15.
Tax ID Number

___  ___             ___  ___  ___  ___  ___  ___  ___

FOR STATE USE ONLY

Date Certified for NJVFC
Staff Name
PIN Number

Federal HHS OIG Search Done

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
NJ Consumer Affairs OIG Search Done

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
Address Checked on USPS Site

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
Correction made to conform to USPS Address

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

Document clarification of HHS OIG an NJ Division of Consumer Affairs issues here:

IMM-18

OCT 13


