Kentucky Vaccine Program
Temporary Hib Order Form

Revised September 2009
	KVP PIN
	Provider Name                                                                            



	Address                                                                                 City                                                

 Phone (     ) _______________ EXT. 

	Report Completed By


How many doses of KVP Hib vaccine do you have?   

My clinic has __________ doses of KVP PedvaxHIB.

My clinic has __________ doses of KVP ActHIB.

My clinic has __________ doses of KVP COMVAX.

My clinic has __________ doses of KVP Pentacel

My clinic has __________ doses of KVP Hiberix

For the HIGH RISK categories listed in the memo, how many KVP doses do you need for the next 4-6 weeks?

My clinic needs ________doses of Hib for the high risk categories.

How many other KVP doses do you need?

__________ ActHIB (Sanofi)

__________ Pedvax HIB (Merck)
__________ Hiberix (GSK)
__________ Pentacel (Sanofi)
Will you take substitutions on these brands? _______yes         ________no

THIS TEMPORARY Hib ORDER FORM WILL BE USED TO PLACE YOUR Hib VACCINE ORDERS UNTIL FURTHER NOTICE.  Please make a clean copy for you to use again.

Please order all other vaccines and report your doses given on your regular order form. 

PLEASE FAX TO THE KVP.  Our fax number is 502/564-4760.  
P/Epi/VFC/VFCProviderManualandForms/HibTempFOrm9-09.doc

