Immunization

Monthly Intervention Tracking Tool


Date Action Plan Submitted:  _____________

Action Plan Accepted:
( Yes
(No
If no, date action plan will be resubmitted: ____________________
Action Plan Progress

Action Plan Influenza Immunization Goal: _______%

A.  Number of patients on facility census as of (date): _______

B.  Of the patients on the facility census, number that were vaccinated for influenza this season (regardless of where the vaccine was given):  ______ 

Remember to include patients who received their influenza vaccine somewhere other than this facility!

C.  Percent of patients vaccinated (number of vaccinated patients/facility census x 100):  _______ %
1. Outline the progress your facility has made toward implementation of each action plan step (be specific):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Has your facility made any changes to its immunization policies/procedures to achieve the facility immunication goal(s)?

( Yes
(No

If yes, what are the changes?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Has your facility instituted a program to educate staff about influenza 

     immunization?   
 


             ( Yes
(No

4. Has your facility instituted a program to educate patients about influenza immunization? 

    ( Yes
(No

5. For patients who refuse the immunization (not based on medical contraindications) are you providing additional information/education related to the influenza immunization?

( Yes
(No

If yes, did any of these patients decided to be vaccinated?

( Yes
(No

6.  Has your facility reached the influenza immunization goal you set in your action plan?         
( Yes
(No

If no, what actions are planned to achieve the Immunization goal?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7.  Does your facility have any additional issues or questions that you would like the Network to address regarding immunizations? 

                                     ( Yes     (No

      If yes, please be specific.  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Facility Name:


Provider Number:


Month:  


Due Date:  











