Pediatr(cs

CONNECTICUT VACCINE PROGRAM
Additional Patient Information

Parent/ Guardian Name:

Child’s Name & Date of Birth:

Based on new State of Connecticut guidelines relative to vaccine administration to our patients, we are now required to ask your race,
ethnicity and preferred language. This information will be used to help monitor quality of care and improve patient care.

Race (please check one or more if applies)

|:| American Indian / Alaska Native |:| White
[ ]Asian [ ] Hawaiian or Other Pacific Islander
|:| Native Black or African American |:| Prefer not to answer

Ethnicity (please check one or more if applies)

|:| Hispanic or Latino
|:| Not Hispanic or Latino

|:| Prefer not to answer

Preferred Language (please check one or more if applies)

|:| English |:| Spanish
[ ttatian [] Ukrainian
|:| Polish |:| Greek

[ ] Chinese [ ] German
|:| Hindi |:| Russian
(] Kashmiri [] swedish
D Nepali |:| Creole
|:| Arabic |:| Tagalog
[ ] French [ ] Other

|:| Prefer not to answer

ROSEMARY KLENK, MD ¢ ALAN MORELLI MD « TODD PALKER, MD ¢ JASON DAVIS, MD ¢ ELIZABETH CIPOLLA, MD ¢« ELENA GAZZOLA, MD



	Field 5: 
	Field 6: 
	Field 7: 
	Check Box 231: Off
	Check Box 233: Off
	Check Box 235: Off
	Check Box 232: Off
	Check Box 234: Off
	Check Box 236: Off
	Check Box 237: Off
	Check Box 238: Off
	Check Box 239: Off
	Check Box 240: Off
	Check Box 242: Off
	Check Box 244: Off
	Check Box 246: Off
	Check Box 248: Off
	Check Box 251: Off
	Check Box 252: Off
	Check Box 256: Off
	Check Box 257: Off
	Check Box 258: Off
	Check Box 241: Off
	Check Box 243: Off
	Check Box 245: Off
	Check Box 247: Off
	Check Box 249: Off
	Check Box 250: Off
	Check Box 253: Off
	Check Box 254: Off
	Check Box 255: Off


