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*Indicate eligibility status by entering: Medicaid, Uninsured (No Insurance), American Indian, Alaska Native, uNder-insured, KCHIP, Other
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VFC ACTIVITY WORKSHEET
VFC PIN #                       Provider Name                                               Start Date                               End Date                                 .
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Kentucky Immunization Program
275 East Main Street
Frankfort, KY 40621-0001
(502) 564-4478 FAX(502)564-4760 Instructions on Reverse
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