[image: ]Immunization Request Form 

Clinic Site Name: __________________________________	Clinic Date: ______________________

Please complete the following to request immunizations at the upcoming clinic.  Pathways will use this information to verify your insurance to ensure that there are no out-of-pocket expenses.  If there is a fee, we will call you to discuss it.  

Pathways must receive all forms 10 days prior to your clinic to pack, staff and ensure insurance coverage.
Email to INFO@PathwaysWellnessProgram.com or FAX to 412-563-8319

Patient Name: ____________________________________ 	Date of Birth: ________________________
Age: ________ 	Gender: (M)____ (F)_____			Phone Number: ______________________
Address: __________________________________________________________________________________
Insurance Information OR attach a copy of Medicare and Insurance cards
Medicare ID Number: ___________________________ 	Last 4 Digits Social Security #________________
Insurance Plan Name:  __________________________	Plan Type: ______________________________
Insurance ID #_________________________________	 Group #: _______________________________
Immunizations Requested:  	
	Immunization
	Check here
	Insurance Notes 

	Seasonal Flu
	
	

	High Dose Flu age 65+
	
	

	Covid 19 - Pfizer
	
	

	Shingles - Shingrix 
Circle One: Dose 1   or 2
	
	

	Pneumonia - Prevnar 20
	
	

	RSV
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