
HEPATITIS VACCINATION REQUEST FORM 
Vaccines are available at reduced prices while supplies last 

 Patient’s Name ____________________________________________________________ 
 Healthcare Provider’s Name: ______________________________Date: ______________ 
  REFERRED FOR:  hepatitis A ___   hepatitis B ___ 
 Vaccinations are given by appointment only.  Please contact the South Central Public Health District office  
 nearest you.  Bring this form to your appointment.  
     Blaine County — 788-4335     Cassia County — 678-8221        Gooding County — 934-4477 
     Jerome County — 324-8838    Minidoka County — 436-7185   Twin Falls County — 737-5962 

HIGH RISK PATIENT HEPATITIS VACCINATION PROGRAM 
 

South Central Public Health District (SCPHD) has obtained a grant to provide hepatitis A and B vaccines for 
high risk individuals.  This grant will provide hepatitis A and B vaccines for one year starting December 2007.  
Target individuals are those at risk for development of hepatitis B or those at risk of major complications if  
infected with hepatitis A or B. 
 
The vaccines will be given until the supply is exhausted.  Although SCPHD will try to provide each client with 
the complete series, we will not be able to save vaccines for completion of the series.  An administration fee of 
up to $21 will be assessed, based on income.  The usual cost per dose for vaccine is:    
 HEPATITIS A - $34, HEPATITIS B - $40,  COMBINATION - $55. 
 
These are the required steps to access the program. 
1. A healthcare provider must complete this form and submit it to SCPHD.  The bottom portion of the form 

must be given to the client to submit at the time when the vaccination is given. 
2.   Patients must be in one of the following risk categories to qualify: 
 a.  Hepatitis C positive 
 b.  Current substance abuse program client 
 c.  HIV positive 
 d.  Seeking treatment for sexually transmitted diseases 
 e.  Current sexual partner of hepatitis B carrier 
3. Patients must call to schedule an appointment at one of the clinics listed on the  bottom this form. 
 
Please provide the following information: 
Patient’s Name: _______________________________________________________________ 
Healthcare Provider’s Name: __________________________Date: ______________________ 
 REFERRED FOR:  hepatitis A ___   hepatitis B ___ 
 
Fax or mail the top portion of this completed form to: 
  South Central Public Health District  
  1020 Washington Street North 
  Twin Falls, ID  83301 
  Fax:  208-736-3009 — ATTN:  Mary Stireman 
  Questions?  Telephone:  208-737-5936 or 208-436-7185 

DETATCH AND GIVE TO PATIENT 
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