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Introduction

SAIRS is a Web-based immunization information system that is capable of establishing and maintaining a
repository of lifespan immunization data for the population of the City of San Antonio, Bexar County,
Texas, and surrounding areas.

The purpose of SAIRS is to consolidate immunization information among health-care providers, ensure
adequate immunization levels, and avoid duplicate or unnecessary immunizations.

SAIRS was developed through the efforts of Metro Health and the Centers for Disease Control and
Prevention.

Individual participation in the Registry is voluntary. Immunization records may be included in SAIRS
unless the individual or parent/guardian has submitted a Request to Opt Out of SAIRS form.



Security

Policy Statement

It is the policy of the Metro Health Immunization Program to comply with the requirements of Texas
Health and Safety Code, Chapter 181, Subchapter D, and federal HIPAA Standards for Privacy of
Individually Identifiable Health Information (45 CFR, Part 160, and Subparts A and E of Part 164).

Metro Health shall take reasonable measures to protect the health information contained within SAIRS
from physical, technical, and administrative loss, theft, and unauthorized use and access.

Uses of Registry Information
Registry information shall be entered by and available to authorized users for the uses defined herein.

1. SAIRS immunization data and other PHI shall be used by authorized users for the purposes of:
a) Creating, consolidating, maintaining, and accessing computerized immunization records.

b) Tracking and maintaining vaccine inventory information.

c) Determining the immunization history of a patient and delivering health-care treatment
accordingly.

d) Generating reminder notices for patients who are due or overdue for immunizations.

e) Generating informational notices to patients who have received a vaccine that has been
recalled.

f) Assessing the immunization rates of a clinic’s patient population.
g) Generating official immunization records.

h) Ensuring compliance with mandatory immunization requirements for school and childcare
centers.

i) Recording the distribution and use of countermeasures in response to a public health
emergency.

j) Fulfilling other purposes determined at the discretion of Metro Health’s Immunization
Program Manager.

Roles and Responsibilities

All authorized users shall:
a) Protect registry information from unauthorized access and misuse of information.

b) Protect each username and password from discovery and never share passwords with
anyone.



c) Access SAIRS only for legitimate immunization purposes relating to the user’s job duties. (See
Uses of Registry Information.)

d) Limit unauthorized physical access to computer systems, displays, networks, and
immunization records.

e) Ensure that printouts of SAIRS immunization records and reports are secure from
unauthorized access.

f) Log into SAIRS at least once a month to read current news announcements and prevent
deactivation from non-use.

Facility enrollees (e.g., physicians, nurses, clinic staff, and Metro Health staff) shall:
a) On behalf of the Metro Health Immunization Program, notify patients, parents, or guardians
of their right to have their information excluded from SAIRS. Enrollees shall display or provide
the attached Disclosure Statement to patients, parents, or guardians.

b) Shall provide a Request to Opt Out of SAIRS form to the patient, parent, or guardian when the
patient, parent, or guardian elects to withhold or withdraw information from SAIRS.

c) Seek patient or parental consent for ImmTrac participation and record consent in SAIRS.
The signed ImmTrac consent shall be stored in the patient’s file. Metro Health may provide
immunization records to ImmTrac, when patient or parental consent has been indicated in
SAIRS.

d) Promptly notify the SAIRS System Administrator when authorized users
discontinue employment or require a change in access rights within 2 business days.

e) Promptly notify the Registry Coordinator or SAIRS System Administrator of any threat
to the security and confidentiality of SAIRS information.

f) Implement reasonable administrative, physical, and technical safeguards to ensure the
confidentiality, integrity, and security of the information contained in SAIRS.

Patients, parents, and guardians shall:
a) Submit a completed and signed Request to Opt-Out of SAIRS form, when electing to opt out of
the registry, to

Metro Health -- Immunization Program
SAIRS Opt Out
332 W. Commerce, Suite 108
San Antonio, TX 78205
Note: The registry will retain only core demographic information necessary to identify the
patient who has chosen to opt out of SAIRS. This information is necessary to enable the Registry
to filter and refuse entry of immunization information for the patient. Additionally, any prior
immunization records associated with the client will be deleted from the Registry.

b) Submit a completed and signed Request to Opt Into SAIRS form, when a Request to Opt
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Out of SAIRS form has been processed and the patient, parent, or guardian wishes to once again
participate in the Registry.

Safeguards

In accordance with Metro Health’s Notice of Privacy Practices, patients may inspect and obtain a copy of
their or their child’s immunization record. Corrections or amendments to a record shall be made by an
authorized user only when the patient or parent/guardian is able to demonstrate, through a credible
source, that the record is incorrect. Credible sources include, but are not limited to, immunization
records provided by: state, local, or national immunization registries; the patient’s doctor; or a hospital.

User access to SAIRS shall be granted only after the user’s affiliated organization has completed and
submitted a signed SAIRS Facility Enrollment Form to the Metro Health Immunization Program and the
user has submitted a signed SAIRS User Security and Confidentiality Agreement.

The following physical safeguards shall be implemented to ensure the confidentiality, integrity, and
security of the information contained in SAIRS.
a) Users shall ensure that their computer screen is not easily viewable by persons not authorized
to view a particular patient record.

b) Reasonable steps shall be taken to ensure that the SAIRS server environment is protected
from unauthorized physical access, tampering, theft, and physical damage, while ensuring that
access by properly authorized Metro Health or ITSD employees is granted.

The following technical safeguards shall be implemented to ensure the confidentiality, integrity, and
security of the information contained in SAIRS:
a) Users shall be automatically logged off the Registry after 30 minutes of inactivity.

b) Unique identifiers and passwords are used to authenticate users and make it possible to hold
users accountable for their actions.

c) SAIRS user accounts shall be automatically locked after three failed password attempts.

d) SAIRS shall enforce a strong password policy. Passwords shall:
(1) be a minimum of eight characters;
(2) contain both upper and lower cases;
(3) contain at least one number;
(4) contain at least one symbol;
(5) expire every 120 days; and
(6) not be reused for a minimum of 5 occurrences as defined by the SAIRS
Administrator.

e) Application logs shall record all transactions of access to patient information.

f) All PHI is encrypted before transmission over the Internet. The SAIRS application is secured
through the use of an SSL certificate.



General

Recommendations for giving SAIRS Official Inmunization Records
a) The maximum amount that a patient should be charged for a copy of their immunization
record is $6.00.
b) A copy of the updated immunization record should be provided at no charge to the patient
after receiving a vaccine.
c) All authorized SAIRS users should verify relationship, identification, and age (at least 18) of
person requesting an official immunization record. The person may have the record if they are:

(1) the patient, if over 18 years old or emancipated;
(2) the minor patient’s parent or legal guardian;
(3) the minor patient’s grandparents, brother, sister, aunt, or uncle when presenting the
patient for vaccine administration (the presenting relative must be at least 18 years of
age);
(4) any person who can produce a written authorization from the patient, parent, or
guardian.
(The authorization must include the patient’s name, date of birth, current address, a
telephone number to confirm authorization, and the patient’s health-care provider’s
name.)
(5) Pregnant minors/minors with children can consent to vaccines recommended for 7
years olds and under.
d) SAIRS users shall not provide any personal health information to persons whom the patient,
parent, or guardian has specifically identified as not authorized to receive such information.
e) Providers should notate these restrictions as a patient note in SAIRS.



Enrollment Procedures

Eligible Facilities

Only organizations with a legitimate purpose for adding, updating, reviewing, or printing immunization
records are permitted to enroll in SAIRS. Legitimate purposes include, but are not limited to, vaccine
administration and immunization assessment for school or day care admittance.

The most common types of eligible organizations are medical practices (Pediatrics, Family Practice,
OB/GYN, etc.), hospitals, community clinics, Federally Qualified Health Centers, state and local health
departments, schools, day care facilities, and pharmacies.

Facility Enrollment Form
General Instructions

If your organization administers vaccines, an enrollment form should be completed for each clinic
associated with your medical group or corporation. For example, a pediatric group with three locations
would complete an enrollment form for each location.

If your organization does not administer vaccines and view-only access is needed, only one enrollment
form should be completed for your organization, regardless of the number of locations. For example, a
school district needs to complete only one form for all of the district’s campuses. (If you are a school
district that administers vaccines, please contact the SAIRS System Administrator at (210) 207-8716 for
special instructions.)

Facilities will be required to renew their enrollment periodically.

Section 1: Facility and Contact Information

Enrollment Type: Please check New Enrollment if your facility is not currently enrolled in SAIRS, check
Remove Enrollment if you wish to deactivate your enrollment, or check Change/Renew Enrollment if you
wish to change or continue your SAIRS enrollment.

Facility Name: Print the name of your facility. If you are a part of medical group or corporation with
multiple locations, please make a distinction in the Facility Name, for example, XYZ Pediatrics — Main St.

TVFC PIN#: If you participate in the Texas Vaccines for Children (TVFC) program, please provide your
assigned TVFC PIN#.

Type of Facility: Please check one. If you check “other,” please specify the type of facility.

Medical Group: If your facility is associated with a medical group or corporation, please print the group
name, for example, XYZ Pediatrics Group. If you do not provide a group name and have multiple facility
locations, you will be unable to run reports at the group level.



Facility Address: Print the physical address for your facility. If the mailing address is different than the
physical address, please provide the mailing address in the space provided.

Contact Information: Each facility must designate a primary and secondary contact to serve as official
representatives for your organization. The primary contact should be either the facility manager or
prescribing physician; the secondary contact should be a staff member who can take over for the
primary contact. Print the contacts’ business telephone numbers, office fax numbers, and the e-mail
addresses in the provided spaces. If you do not have an e-mail address, it is highly recommended that
you acquire one from one of the many free e-mail services available over the Internet. Please note that
the e-mail will only be used to send non-confidential information regarding future SAIRS events and
informational correspondence. Your e-mail will not be shared with any other entity outside of the San
Antonio Metropolitan Health District (Metro Health).

Administering Immunizations: If your facility administers vaccines (even if you only administer the flu
vaccine), check Yes. If your facility does not administer vaccines, check No.

Section 2: Vaccine Reporting Method

The reporting method is how your facility will submit vaccine administration data to Metro Health.
There are three methods for reporting vaccines:

1. Direct Data Entry: This reporting method provides you with the most control over your patients’
registry records. With this method your staff can log on to SAIRS and enter and update patient vaccine
records.

2. HL7 Data Exchange: HL7 (Health Level 7) is an international standard for exchanging health-related
information between organizations and medical applications. The SAIRS technical team will work directly
with your Electronic Medical/ Health Record (EMR/ EHR) or Practice Management (PM) systems vendor
to establish the data exchange. Provide your EMR/EHR/PM vendor contact information in the space
provided. If you select this method but do not provide your vendor information, the direct data entry
method will be assigned to your facility. For facilities electing this option and providing vendor contact
information, paper submissions will be accepted during the transition to HL7 interface or you may
choose to use the direct entry method.

3. Paper Submission: The SAIRS Team recognizes that some facilities may not currently have the
computer infrastructure to enter data directly or submit data electronically. If your facility wishes to
continue submitting registry data via paper submission, you will need to complete and submit a SAIRS
Direct Entry Exemption Form. Include in your justification the approximate number of patients currently
serving. This form is subject to approval by the SAIRS Administrator.

Section 3: Inventory Type

If your facility administers vaccines, you must complete this section.
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A utility to track your vaccine inventory is built into SAIRS. There are three options for tracking
inventory. Select the method appropriate for your facility.

Type 1 — No SAIRS Inventory Control

Select this option if you intend to submit vaccine records via HL7 data exchange. If you have obtained
approval to be exempt from direct data entry, you may select this option. A SAIRS Direct Entry
Exemption may be given to a facility that is unable to perform direct entry due to lack of computer
infrastructure.

Type 2 — Partial SAIRS Inventory Control

Under this option, the facility enters manufacturer, lot number, expiration date, and funding source for
each vaccine in stock. Facility users are then able to select the vaccine from a drop-down list when a
dose is administered. Unlike the full inventory control, partial inventory control does not keep track of
remaining inventory, waste, or doses used; however, this option will support vaccine recall. If you do not
wish to use the full inventory control but will be directly entering vaccines administered, select this
option. Training for this option will also be available from the SAIRS Team.

Type 3 — Full SAIRS Inventory Control (Recommended)

This is the preferred method of inventory tracking if your facility will be entering vaccines directly,
especially if you use TVFC vaccine. The full inventory control tracks manufacturer, lot number, expiration
date, funding source, and number of doses. When you administer a vaccine, you simply choose from the
vaccines you have entered into your inventory. Several inventory reports are available to help you
reconcile inventory or submit for TVFC compliance. While this type of inventory control requires some
diligence and effort to record inventory and to perform periodic reconciliations, it will enable you to
easily document waste, prevent and control use of expired vaccine, perform vaccine recall easily, and
estimate vaccine needs. If you choose this method, the SAIRS Team will work closely with your staff to
help you transition to this type of inventory control.

Section 4: Authorizing Physicians

Please list the name, medical license number, and licensing state for each physician under whose
authority vaccines are administered.

Section 5: Signature

After reading the terms of SAIRS Facility Enrollment, please sign and date at the bottom of Section 5.
This section must be signed by someone with the authority to enroll the facility into SAIRS, such as a
managing physician or facility manager/administrator.
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Submission of Enrollment Form

You may either mail your enrollment form to the San Antonio Metropolitan Health District — SAIRS at
332 W. Commerce St., Suite 108, San Antonio, TX 78205, or fax it with a cover sheet on facility
letterhead to (210) 207-0751.

User Security and Confidentiality Agreement

To establish a user account please read, complete, sign, and submit the User Security and Confidentiality
Agreement (User Agreement). The User Agreement must also be signed by the facility
manager/physician authorizing access. This should be the same person who signed Section 5 of the
Facility Enrollment Form. Facility managers/physicians should only authorize individuals who have a
legitimate immunization-related purpose. The SAIRS Administrator will only issue individual user
accounts. Shared accounts are prohibited. Access will only be provided after receipt of the User
Agreement.

NOTE: All SAIRS Users must log in to the system at least once a month to avoid being deactivated for
non-use by the SAIRS Enrollment and Security Team.

When completing a User Agreement:
a) Print clearly.

b) Please provide the user’s e-mail address. It may be either a business or personal address.
Metro Health respects privacy and will not share e-mail addresses. The sole purpose of this
information is to communicate with the user regarding SAIRS.

c) Indicate Yes, if the user administers vaccines to patients. Users who indicate Yes can be
selected from a drop-down list to populate the “GIVEN BY” field when entering an immunization
event. The drop-down list will only display users associated with a given facility. Users who
indicate No will NOT be included in the drop-down list.

d) Please provide an identifier such as Employee ID or Date of Birth. This information will be
used for the sole purpose of identifying the user when he/she calls the SAIRS Help Desk for
account assistance.

e) Check each role that the user performs. Your access to SAIRS will be based on the roles
checked.

f) Each user must be associated with at least one facility. If the user works from multiple
facilities, please list all facilities. If your facility participates in the Vaccines for Children (TVFC)
Program, please indicate the facility’s TVFC PIN#.

g) Ensure that the user signs and dates the agreement.

h) Ensure that the facility manager or authorizing physician signs and dates the agreement.

12



i) It is recommended that the user retain a copy of the agreement for his/her personal records
and a copy of the agreement be placed in the user’s personnel file.

Mail the completed User Agreements to the San Antonio Metropolitan Health District — SAIRS at 332 W.
Commerce St., Suite 108, San Antonio, TX 78205, or fax it with a cover sheet on facility letterhead to
(210) 207-0751.

The SAIRS System Administrator will provide access in the following manner:

a) Only users associated with facilities that administer vaccines and perform direct entry will be
given access to update patient and immunization information.

b) Only users associated with facilities that administer vaccines and perform direct entry will be
given access to the inventory utility.

c) Users associated with facilities that do not administer vaccines will be given view-only access
to SAIRS.

d) Staff who administer vaccines but don’t need to utilize the system (i.e. for direct entry
purposes, this person needs to have a SAIRS account so that their name appears as a vaccine
administrator) will not be given any privileges within SAIRS but will have an account that will not
be deactivated for non-use by the Enrollment and Security Team.

Facilities desiring specialized access should contact the SAIRS Administrator at (210) 207-8716.

The SAIRS System Administrator will provide the user’s log-on and initial password to either the user’s
email provided on the form or to the facility’s primary contact. Users will be required to change their
passwords when they first log on to SAIRS.
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Direct Entry

General Information
User training for direct entry is provided online at: http://www.sanantonio.gov/health/Immunizations-

SAIRSprovidertraining.html.

If in-office training is necessary, the Facility Authority/ Primary contact should set up an appointment
with a member of the SAIRS Provider Relations Team.

The SAIRS team will advise your clinic location when paper submission can stop. This will be your “Go
Live” date.

Once you are advised to stop paper submission, SAIRS no longer needs those consent forms from your
clinic. However, if you are a TVFC provider, remember that you still must meet all TVFC documentation
requirements such as TVFC eligibility, vaccine consent, vaccine refusals, VIS date, etc.

If SAIRS is ever down temporarily or unavailable (i.e. office internet connectivity issues), you can use the
SAMHD consent form and

a) Use for data entry once system recovers, OR
b) Submit by mail.

Please be sure to notify the SAIRS Team.

SAMHD will no longer accept patient immunization record requests from your office.

All clinic staff who administers vaccines MUST have a user account. To avoid deactivation, please let the
SAIRS Team know if these people will not be actively utilizing the account.

Always check that your provider/clinic is correct when you log in, especially if you work at multiple clinic
locations.

Data Quality
Good search practices

SAIRS contains over 1.3 million patient records, so search again before you decide to create a new
patient record.

For child patients- Unless your patient was not born in Bexar County, it is highly unlikely that the patient
needs a record created in SAIRS. Patients born in Bexar County after February 1, 2012 automatically
have a record created from Vital Statistics.

To avoid creating a duplicate record, please practice the following search tips:

a) For the first search, use only the first two letters of the first and last name.
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b) Narrow the search further using:
- First two letters of first and last name+ DOB
- First Name+ Last Name
- First Name + DOB
- Ask parent about any name changes
- Try searching by Medicaid ID

c) If the patient was born recently in Bexar County and the record is not in SAIRS- make sure it’s
been 30 days since the date of birth before creating a new record. This gives Vital Statistics time to
upload the birth information. Even if your practice gave the birth Hepatitis B dose, please wait until
the 1 month old visit before creating a SAIRS record.

d) If the name in SAIRS is misspelled- fix the existing record- do not create a new one.
e) If the patient is married and grew up in Bexar County, search using their maiden name.

Patient Demographics

Try to capture as much demographic information as possible in SAIRS- this will help determine if a
duplicate record for that patient needs to be combined. This is extremely important for adolescents and
trying to match them up with their child immunization record.

Good things to update on the Patient Demographics page at every patient visit:

a) TVFC eligibility: MUST be updated BEFORE adding any vaccine information.
b) Current mailing and physical address

¢) Medicaid ID or other insurance policy number (can search for patient by Medicaid ID if you
put it on their demographics page.)

d) Guardian information

e) Mother’s maiden name (last name before first marriage)
f) Phone number

g) If the patient is part of a multiple birth

h) Local id (can search for patient by your clinic’s local id if you put it on their demographics
page.)

If after searching multiple times and ways, you need to create a new patient record:
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a) Use the legal name only. Use the alias field for other names.
b) Add all of the information listed above (A-H).

If the patient was recently adopted:

a) Collect copies of court order and other legal documentation first.
b) Change the demographics page to reflect the new name, address, etc.
c) Do not leave any demographic information from before the adoption.

If you find a duplicate record for your patient in SAIRS:

To get the records combined as soon as possible: call the help desk with the SAIRS patient IDs of
the record to keep and the record to delete (vaccine info will be combined with the keep
record.)

To get the records combined at a later time by SAIRS staff:

a) Select the record to keep.

b) Click “Duplicates”.

c) Click the magnifying glass icon to search for the duplicate record and double click the record.
d) The duplicate patient should show up in the “Patient ID” field.

e) Click “Add to Duplicates”.

This duplicate record will be added to the system report that is run daily by SAIRS Staff who
review and combine the potential duplicate patients.

Patient Immunizations

Once your clinic starts direct entry, you have taken ownership of your patients’ immunization records,
therefore the quality of the data going into the registry is extremely important and your responsibility.

Remember- adding a vaccine to a patient’s immunization record is a two step process:
1) Add Vaccines
2) Administer Vaccines

The vaccine will not go on the official record until both steps are complete.

Remember to add immunization history if any vaccines are not already on the SAIRS record!
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Good tips for great data quality:

a) Make sure the correct date of administration is selected at the Add Vaccines step. This is the
date that the vaccines were administered to the patient, not necessarily the current date. Be
sure to check the year as well.

b) Ensure that all users are selecting the correct vaccine lot number and funding source at the
Administer Vaccines step and updating VFC eligibility on the Demographics page first.

c) Use the correct body site codes and routes. (See appendix for list of codes.)

d) Check the defaulted dosage at the Administer Vaccines step. It may need to be adjusted for
the influenza vaccine.

e) Run the Vaccines Added but Not Administered report daily, weekly, or at least monthly:

*This report will show if any user did not complete the Administer Vaccines step. Any
results on this report need to be investigated and corrected- these vaccines will not
show on the official immunization record.

If the vaccine WAS administered, then complete the step.

If the vaccine was NOT administered, then go back and delete the vaccine from
the immunization record.

If the vaccine WAS administered, but the lot number does not show up as an
option on the Administer Vaccine screen, then check if it is still in your working
inventory and have your inventory person add it in SAIRS. If it has expired or depleted-
then delete the vaccine and add it using the Add History page.

f) Utilize the Recommender Tool that shows what vaccines are due for that patient. This is a
great tool to help staff understand the ACIP Recommended Immunization Schedules but this should
never replace medical decision making. This tool is also helpful for staff who schedule next patient
appointments.

Requirements
1) Timeliness: All administered vaccines must be entered on to the patient records in SAIRS within 5
business days from the date of administration. The best practice is to enter the vaccine information
the same day that the event occurred.

2) Documentation: All direct entry TVFC providers must stay compliant with the TVFC
documentation requirements. Please direct questions regarding documentation to your TVFC
contact.
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3) Data Quality: If the SAIRS Team identifies any data quality issues, these must be corrected within
2 days of the notification.

Contact Person
The contact for your facility:

a) Serves as the liaison between the SAIRS Team and the rest of the direct entry facility’s users.

b) Should have the ability to make decisions for the facility as far as vaccines are concerned.

c) Isthe primary and secondary contact on the Enrollment Form.

d) Will notify the SAIRS Team if any of the contact people no longer work at the facility. The
secondary contact will take over as the primary contact and a new secondary contact needs to
be assigned.

As a primary or secondary contact for your clinic, you are expected to:
a) Address data quality issues within 2 days of notification by SAIRS Team.
b) Notify the SAIRS Team of deactivated user accounts within 2 days of the user’s last work day.

c¢) Provide an active email account and check the inbox at least weekly. Any communication via
email from the SAIRS Team will be sent securely.

d) Attend SAIRS-hosted user group meetings.
e) Have the authority to sign/ authorize user agreements.

f) Run the Vaccines Added but Not Administered report at least monthly. (See Patient
Immunizations section)

g) Check the inventory in SAIRS for accuracy.

Inventory Requirements

If you are doing direct entry, you must choose an inventory type. For descriptions, please see the Facility
Enrollment Form section. The SAIRS Team suggests starting out with Partial Inventory (Type 2) to get
used to direct entry. Once you feel comfortable, you may be upgraded to Full Inventory (Type 3).

For both direct entry inventory types, please follow these tips to prevent issues:
a) Add all received inventory on the same day of receipt.

b) Delete depleted and/or expired inventory on the day of occurrence.
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c) Take care in selecting matching NDC numbers and entering correct lot numbers.
d) Check the defaulted route for accuracy.
e) Add all inventory from all funding sources.

Full Inventory Requirements

Tracking vaccine inventory to the dose-level requires attention to detail and great communication
among all vaccine administrators. Full inventory providers must reconcile their inventory at least
monthly. This process is like balancing a checkbook.

Please follow these tips to prevent an unbalanced inventory:
a) Adjust for wasted and mishandled doses the same day of occurrence.

b) Be mindful of dates. Accidentally typing in the wrong month or year can mess up your
reconciliation since it only looks at transactions during a certain date range.

c¢) Adjust for extra doses the same day of occurrence. A best practice for tracking these doses is to
keep tick marks on the vial.

d) TVFC transfers must be approved by TVFC vaccine manager prior to system transfer.

e) Understand that editing a vaccine lot number and/or expiration date after it’s been in your
inventory will cascade the changes to all patient records who received that particular vaccine.

f) Use the comment field when adjusting your inventory. It helps keep track of why the adjustment
took place.

g) Reconciliation must be done at least monthly after the last patient of the day. A best practice tip
is to perform a physical count of your inventory weekly and compare to your SAIRS inventory.

h) If you are having trouble reconciling, please refer to the Reconciliation Troubleshooting Guide
before calling the SAIRS Team (available on SAIRS website).
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HL7 Data Exchange

General Information
Please visit the Metro Health webpage for the most current HL7 information regarding timeframes,
specifications, and requirements.

http://www.sanantonio.gov/health/Immunizations-SAIRS-HL7-Provider.html

The SAIRS team will advise your clinic location when paper submission can stop.

Once you are advised to stop paper submission, SAIRS no longer needs those consent forms from your
clinic.

If your EMR is ever down temporarily or unavailable (office internet connectivity issues), you can use the
SAMHD consent form and

a) Submit by mail, OR
b) Use for data entry once system recovers.

Please be sure to notify the SAIRS Team.

The SAIRS team will work with your EMR vendor to ensure messages are valid prior to going live. After
the interface is turned on, the SAIRS Team will monitor the data feed for 30 days.

The EMR vendor should systematically ensure that all required fields such as vaccine type and
manufacturer are consistent with HL7 coding. The SAIRS Team reserves the right to change the data
requirements at any time.

EMR systems with free-text vaccine fields will not be accepted for SAIRS HL7.

Data Quality

The vaccine information that is entered into your EMR is the exact vaccine information that goes on
your patient’s official immunization record in the registry. For this very reason, data quality is extremely
important.

If at anytime you discover any errors or issues with records in SAIRS not matching the data in your EMR,
please contact the SAIRS HL7 Coordinator. Examples of issues include: incorrect vaccine type, date of
administration, clinic code, duplicate vaccines, or missing vaccines that had been administered and
entered into your EMR.

Please make sure you capture the following information in your EMR system.
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Patient Demographics

a)

b)
c)
d)
e)
f)
8)

h)

Legal First Name, Last Name (be mindful of spaces and hyphens), Middle Name (separate from
first name field)
Date of Birth
Mother’s maiden name (last name before marriage)
Phone number (area code required)
Address (physical required, mailing optional)
County
Insurance company/Insurance ID (Used to help identify duplicate records only)
a. Can put “other” if company is unknown
b. VFC providers must provide Medicaid information on eligible patients
VFC eligibility
a. if EMR doesn’t capture info, will be “unknown” in SAIRS
b. if EMR does capture info, must be standard VFC codes

1. Enrolled in Medicaid

Does not have Health Insurance
American Indian or Alaskan Native
Is underinsured (FQHCP)

Enrolled in CHIP

Not VFC Eligible

o vk W

Vaccine Administration Data

a)
b)
c)
d)
e)
f)

Vaccine Type (CVX code preferred)
Lot Number

Manufacturer

Body Site

Route of Administration

Date of Administration

Requirements
EMR Vendor:

a) Must sign a SAIRS HL7 Access Agreement. (SAIRS Team will work with Vendor.)

b) Must have at least one direct contact per EMR vendor and notify the SAIRS Team if this
contact person changes.

c) Requires one SAIRS username and password.
d) Must meet all security requirements.

e) Must address all data quality concerns as soon as possible.
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Provider:
a) Meet enrollment requirements: fill out and sign a SAIRS Facility Enrollment form.
b) Must display the provided Disclosure Statement to patients.
¢) Maintain at least one SAIRS user account (cannot share).
d) Cannot submit record requests to SAMHD.
e) Must make every effort to match the patient name in the EMR with SAIRS.

f) For new patients: must print out SAIRS record and use for history (not unformulated vaccine
data from patient card).

g) Must stay compliant with the TVFC documentation requirements. Please direct questions
regarding documentation to your TVFC contact.

h) Must fill out an HL7 Clinic Contact Info Sheet.

Contact Person
The contact for your facility:

a) Serves as the liaison between the SAIRS Team and the rest of the direct entry facility’s users.
b) Should have the ability to make decisions for the facility as far as vaccines are concerned.
c) Is the primary and secondary contact on the Enrollment Form.

d) Will notify the SAIRS Team if any of the contact people no longer work at the facility. The secondary
contact will take over as the primary contact and a new secondary contact needs to be assigned.

As a primary or secondary contact for your clinic, you are expected to:

a) Address data quality issues within 2 days of notification by SAIRS Team. If data quality is a continued
unresolved issue, SAIRS reserves the right to disconnect data exchange. Once issue has been resolved,
connection will be reestablished.

b) Notify the SAIRS Team of deactivated user accounts within 2 days of the user’s last work day.

¢) Provide an active email account and check the inbox at least weekly. Any communication via email
from the SAIRS Team will be sent securely.

d) Attend SAIRS-hosted user group meetings.

e) Have the authority to sign/authorize user agreements.

22



Paper Submission

General Information
Providers are encouraged to move forward with the new registry technology, but the SAIRS Team
recognizes that direct entry and HL7 may not be feasible for all offices. In the case that you:

a) Do not have a reliable office internet connection, or
b) Do not have more than one operational computer device,
then paper submission will continue for your office.

If you administer a very low volume of vaccines (ex: less than 1 dose per week), then the SAIRS Team will
give your office the choice of direct entry or paper submission.

Data Quality/ Requirements
e Complete and submit a Direct Entry Exemption Form.
e Use most current consent form unless given permission by the SAIRS Team.
e Completeness of form- will be returned if incomplete or inaccurate.
0 Verify accuracy, completeness, and legibility of the entire form
0 Completeness of vaccine information
= Correct Vaccine Type/Trade Name
= Lot Number
= Manufacturer
0 Must print vaccine administrator name and sign
0 Attempt to include SAIRS patient ID and clinic name
e TVFC requirements for timeliness
0 Send in completed consents at least weekly (even if you only have one form). All
vaccines administered must be entered into the registry within 30 days.
e Consents sent in should ONLY include vaccines actually administered to patient- if the vaccines
were refused or not given then do not send in a form.
e Vaccine history for new patients should be sent in, either filled out on the reverse side of the
consent form OR stapled to the consent form.

Responsible Person
e Address data quality issues within 2 days of notification by SAIRS Team.
e Notify SAIRS Team member of deactivated user account within 2 days of last work day.
e Must provide an email account and check inbox at least weekly.
0 Will send emails via secure email
e Attend SAIRS-hosted user group meetings
e Cansign/ authorize user agreement
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Help Desk

If you need help with any SAIRS-related issues, the fastest way to receive assistance is to call
(210) 207-5071 and you will be transferred to the appropriate team member if necessary.

Hours of operation: Monday-Friday between 8:00am-4:00pm. (Closed on City of San Antonio holidays.)
Please have your SAIRS Username and phone password ready.
Quick Tips:

To re-set your password, click on “Forgot your Password?”on the SAIRS login screen.

You have three login attempts before your account is locked and at that point you must call the
help desk.
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SAIRS User Security and
swa!mRﬂs Confidentiality Agreement

The San Antonio Immunization Registry System (SAIRS) is a confidential, Web based immunization information

system administered by the San Antonic Metropolitan Health District's Immunization Division. SAIRS contains

Protected Health Information (PHI) of individuals, which is to be treated in a manner that preserves the confidentiality

and privacy of those individuals. PHI i any individually identifiable health information that i transmitted or maintained

in any form or media (e.g., electronic, paper, oral) but excudes certain educational records and employment records.

PHI includes, but is not limited to, the patients's name, home/work/e-mail addresses, phone/fax numbers social security
number, medical record number, account number, or full-face photographs. This information within SAIRS can be
retrieved, reviewed, and updated for the purpose of purpose of providing immunization services and immunization-
related

assessments for individuals.

Please read this statement carefully. All users must read, understand, and sign this agreement before given access
to the San Antonio Immunization Registry (SAIRS).

As a SAIRS user, you agres:

1. Comply with the requirements of Texas Health and Safety Code, Chapter 181, Subchapter D, and the federal
Health Insurance Portability and Accountability Act of 1996 (HIPAA) Standards for Privacy of Individually
Indentifiable Health Information, (45 CFR, Part 160, and Subparts A and E of Part 164) regarding PHI.

2. Restrict use of SAIRS to accessing information and generating documentation only as necessary to properly

conduct the administration and management of your duties as they relate to immunizations.

. Use SAIRS to access only those records of clients presenting to your facility for services.

. Access SAIRS only from authorized computer terminals at your facility.

. Maintain a confidential user password for your personal access only. Passwords must not be shared with any
other individualks, including other authorized SAIRS users at your facility. Any written documentation of your
password should be maintained in a bocation that cannot be accessed by other individuals {e.g., in a locked
cabinet).

&. Log off from SAIRS at the end of your shift or at any point when you must leave your workstation for an
extended period. if you must leave your workstation for a short period of time, the screen saver should be
activated. In addition, position your computer monitor in such a manner to prevent unauthorized individuals
from viewing SAIRS informiation on the screen.

7. Protect the privacy of all patients. All authorized users who collect, generate, and/or store PHI in SAIRS have a
legal and ethical responsibility to protect the privacy of patient information. Immunization data and other PHI
maintzined in the registry is confidential and protected by law and by registry policies.

8. Immediately report any breaches or unauthorized releases of confidential information and any threat to, or
viclation of, SAIRS security to SAIRS staff.

3. Participate in required SAIRS training sessions and remain informed on current related information available on
the SAIRS Web site or through SAIRS staff.

ook Lid

As a SAIRS user, you agree not o :

1. Access or examine any document or computer record in SAIRS that contains confidential medical information,
except on a "need-to-know” basis or in the normal performance of your job dufties.

2. Intentionally enter invalid/incorrect data andfor falsify any decument or data obtained through SAIRS.

3. Compilbe any aggregate data or statistics from the program database, except as authorized by the SAIRS
Administrator.

4. Remowe from a job site any document or computer record (induding copies and facsimiles) containing
confidential information, unless authorized to do so, or if required in the course of your job duties.

5. Furnish identifiable information or documentation obtained from SAIRS to any individual for personal use or to
any entity that is not authorized by statute or proper written consent to receive such information



Page 2
SAIRS User Security and Confidentlality Agreement

*First Namel Middle hlamel *Last Namel

Employee # or *Business
Title - Fax #
EEEF Birth Phone #
*E-mail Address: Previous SAIRS User Mame
. iy A applcatin

Do you administer immunizations? [ Yes [ Mo

*Employee primary
workplace and addrass
‘What are your job functions? e sy e s How does your office currently submit client Hawe you completed
immunization records to SAIRST SAIRS user training?
[T Office Marager [ Vaccine Administrator Criy
) [~ Mail |~ Bectronic Data Exchange [ Yes. Date of Completion
|| ViewsPrint Recoeds [T School Nurs= Pheusagh B e vl HLT
" Run SAIRS Reports [~ Other | Directdataentry |~ WA :I
L R Thacias bkl T | xinlh S hinh Mo Antic ed
[~ Crestefupdate SAIRS records g

e —

MName of facility and VFC PIN#, if applicable. [List ALL fadilities for which you need access to SAIRS below).

Facility: WFC PIN: Facility: WFC PIN:

Facility: VFC PIN: Facility: WFC PIM:

| hawe read and understand the SAIRS User Security and Confidentiality Agreement. | understand that records stored in SAIRS are confidenitial
information. Inappropriate use or disdosure of patient information is a violation of state and federal law and may result in civil and

criminal penalties and revocation of my and/or my fadility's 2ocess to SAIRS. | also understand that an electronic record (audit trail)

will be created automatically by the 5an Antonio Immunizztion Registry System and will document which 5AIRS records | have

accessed. Access to SAIRS may be terminated for non-use (must kog in at least once every 90 days) or failure to adhere to this agreemeant.

By signing below, | understand, and agree to abide by, all terms of the San Antondo Immunization Registry System User Secunity and
Confidentiality Agreement and any applicable state and federal laws regarding Protected Health Information (PHI):

Crate

*Signature of User

*Signature of Fadlity Authority

Plezase mail, e-mail or fax page 2 of the signed SAIRS User Security and Confidentiality Agreement to the address’email'fax listed below.
Keep a copy for youwr records. For questions and additional inform ation, contact the SAIRS Administrator at: (210) 207-5071, or
e-mail SAIRS 2@ sanantoniougoy
SAIRS Administrator
332 W. Commerce, Suite 108
San Amtonio, Texas 78205

*Required fields Fax (210) 207-0751
For Metro Health Use Only:
User name Activated by [Activated date User go live date

SAIRS User Security and Confidentiafity Agreement
Sﬂ!ﬂ Revised 171742013



SAIRS Facility Enrollment Form

Please fill owt thiz form as complefely as possible. This imformation iv used to extabiish a S4IRS acconm
SAI RS for your erganization. Please be sure to have an anthorizing physician or administrator sign and date

page ? before mbmitting. If vou have guesions reparding dkis form, please contzer the SATRS Team af
RAM AR | A LA LT RO m}a} Jﬂ?’_mp

REGISTRETSYSTIM
Section 1. Facility and Contact Information
Enrollment Type | | ¥ew Enroliment | | |Remove Eorollment | | | Change Enrollment
Facility MNams: VEC PIMN#

Type of Facility | ] Schoal | ﬁcwa-c:.:.;] [ Phammacy |ﬁHospim1| [ 1ox omes |ﬁc:rﬂ:u
Is your facility associated with 3 medicsl group or corporation? If so please specify name of zroup:

Facility Physical Address: City/State/ Zip Code.

Facility Mailing Address, if different from physical address | City/State/Zip Code

_PrhnmyCmummNm&'ﬁﬂemu-:: Primary Contact E-mail Addresses:
Primary Contact Business Phone #: Primary Contact Fax # :
{ ) ( )
Secondsry Contact Person MName Jr Tite oun, ra, e Secondsry Contact E-meail Addreszes:
Secondsry Contact Business Phone #: Secondsry Contact Fax # -
{ ) ( )
Dwoes your office admimister immumizs ions? D Yes Ho
U ¢ DOES NOT admimisier immunizations and only res View access fo SATRS skip Sechions 2 3, and 4.

Immmiration Eecord Preference:
Print patient address on i izstion record? [ ] Yes 7w

Section 2- Vaccine Reporting Method
Facility will se the following methods to report immuniration information to SATRS:
CJoirect Data Entry via the SATRS Web Application
Dlhper Submission (Metro Health's Imrmmmdzation Program Manager’s approval requited)
DHI_']' Diata Exchange with an Electronic Medical Record (EME) System. (The SATRS Technical Team will contact you with the
HLT specification and will assess your capacity to exchange data electromicalty )

EME: Product Hams EME CompanyVendor Hams
HL7 Technical Contact Name Techmical Contact Telephone Number

Sectioni: Inveniory Type

Usage Type: (choose only ome)
Type 1 — No SATES Imventory Comtrel: This rype will NOT record vaccine mannfactorer, lot number, snd expiration date
fior administered vaccnes. This rype will HOT support vaccine recall.

D Type I —Partial SATRES Inventory Comtrol: This type facilitates data entry of manufactorer, lot momber, finding source, and
expiration date but does not rack dose nsage. This type will support vaccine recall.

|:| Type 3 — Full SATRES Inventory Comiroel: This type racks vaccine at the dose lewel Manufaciorer, lot mimber, expiration
date, fimding source, and number of doses on heand sre macked. This rype also fully supports vaccine recall. Various reporting
features are available with this type of ventory.

For Meiro Health Use Only:
Enrollment Date Group I Facility ID Deactivation Date




Page 2

Secrion 4 Vaccine Authorigng Authoriry

Apthorizing Physician Name Medical Licenze Number State

Section &

The San Antonio Immunization Registry System (SATRS) 15 a local Web-based mmmmization information system that
establishes and maintams a repository of Lifespan imrmumization data for the San Antonio, Bexar County area.
Information i the regisiry 15 entered by and avanlable to authonzed users for legrhimate immimization purposes. All
authonred wsers are required to protect the confidentiality and security of Immumization data and other Protected Health
Information (PHI) stored 1 the remstry, m accordance with the SATES Security and Confidentiality Poliey as well as all
appheable state and federal lawrs, inchidmg the Health Insurance Portability and Accountabulity Act (FHIPAAL).

By signing below, I agres to all the terms of this SATRS Facibity Enrollment apreement on behalf of myself, ths
faclity’s staff, or any other persons amthonzed by this famlity to perform mwmumization-related activibes.

As 3 SATRS famhty delegating anthonty, I agres to:

1. Adhere to the remistry consent males and procedures as specified in the SATRS User Mammal

2. Enter imely and accurate data mmfo the rezistry m accordance with the SATES User Manual, inclodmg all vaccines
given and vaccmation hastory obtained from a valid immumization source.

3. Limat repistry access only to the informahion necessary to properly conduct the admimstration and management of
mrmmration-related duties,

4. Refrain from nsing SATRS data for research purposes, unless authonized by the Dhrector of the San Antomo
Metropolitan Health District.

5. Acknowledge that all user activities i SATES are logged and user aceess 15 monmtored. Log information 1s subject to
review for HIPAA comphance parposes.

6. Protect the confidentiality of patient information contained within SATRS. Individual pmmumzation records should
only be formished or disclosed to enfifies authonzed by law or with the written consent of an adult patient or 2 momor
patient’s parent’guardian.

7. Promptly report to the SATRS =taff all secumty meidents or vnanthonzed releases of confidential information
confamed m SATRS.

8. Allow the SATRS staff to review and inspect this facility’s use of the registry for data quality assurance purposes.

9. Promptly nohfy the SATES staff when authonzed nsers disconfinue employment or requure a chanpe 1n access nghts.

10. Ensure that users assomated with thas facility parficipate I traming sessions or read traimng matenals provided by
SAIRS staff

11. Promptly report suspension or revocation of any of the medical hicenses listed on this form.

Print Name of Delegating Authority Date Signed

Siznaiure of Delepating Awnthority Date Sigmed

Pleasze complete this form and refurn to:
San Anionio Metropolitan Health District-54IR5
332 W. Commerce, Ste. 105
San Anfomie, TX 78205
Fax:210.207.0751

SATRS Facility Enrollment Form: Fevised 04042011




SAIRS SAIRS FACILITY ENROLLMENT RENEWAL FORM

i
[T LT

*Facility Mame: VFC PIN# (# applicable)

“TypeofFadlity | cppn || chiddCare  [) Pharmacy [ Hospitsl [ Dr.Office [~ Other

*Diges your office administer vaccines? [~ Yes [ Mo

Please update the information below: *Required ficlds
*Primary Contact Person
Mame & Title mo, Pa_atcx
FPrimary Contact's E-mail Address:
*Primiary Contact Phone #: *Primiary Contact Fax #:
Facility Address: City/Statey 7ip Code:

*Fadility is currently using the following method to report immunization information to SAIRS:

|~ Direct Data Entry Via SAIRS Web Application
r HLY Data Exchamge with your Electronic Medical Reoond (EMF) System.
r Paper Submission (*Must complete the attached SAIRS Direct Entry Exemption Fonm)

r Not applicable, because our fadlity does not adminisber vaooines.

Tha 5an Antonic immunteation Registry Systam (SAIRS) ks 2 local Wab- basad rsiam that establishes and maintains 3 repository of Hespan Immeniztion data
for tha San Anbonlo, Baxsr County Sees. Inficemation in e reglistny b enborod by and avalisbio o authotzed wars o kgitimats Immenkstion parpoess. Al setforimnd usors are
required o protect tha confdanttalify and socurfty of Imevenizstion dats snd otfer Protectod Hastth information [PHI stoned In tha eegistry, In aCoorance with ha SAIRS Seooity
and Corfidanttalty Policy 5 wall 22 3l spplicble st and federl bws, nciuding the Hazith insurances Portabiity and Acoountaiiiity &ot [HIFAA)L

Ey signing Blow,, | agrea to all the tomes of tha SAIRS Faclity Enrolimsaent agrosmant on bohal of mysal, this faclity's daiff, or any other parsors authortzad by this faclity to parices
Immunition-misted acihitios A 3 SMIRS fadlily delegating authordty, | 3groe to:

1. Addhare i tha reqistry ooneant rules and procodenes 25 specifled In the SAIRS Usar Maresil

1. Entor timaly and acowrain dats inbo tha reglstny inaccondancs with e SAIRS User Manual, induding all vacoines given and vaccination hisbory obiinad from & valld Immaenizsbon
SR

3. Lienit pasgistry acoess onily 90 tha Imormation recessany 10 propary conduct the sdminidration and maragemant of Immunizstion-eiztad deties

4. Rafrain foom uEing SAIRS data for resendh purposes, uniess suthoiosd bnwsTiting by tha Descor of tha San Anfonio Metropolitan Haalth District

5. Acknowiadge Bhat 2l wsor acthvithes In SAIRS are logged and wsar sones s monfiond. Log infiormation ks subjoct to reviow for HIFAA com [PPUrpeaE.

& Frotect ha confidentiaiity of patient infommation oonEined within SAIRS. Indiideal mmuniczton recoms shoulkd only ba fumishod or deciosed 10 antities sethorinad By L or with
tha writtan ooreant i 3n aduit patiant o 3 minon pamntguardian

7. Promptiy raport o e SAIRS =3t all security Incidonis or unauthorzed reiesses of confidantial infomation contined In SAIRS.

E. Alow tha SAIRS: StaiT to reviow and Inspact this faoify's wa-of tha registry for daita quailty ssuEnce parposss

& Promptiy notify the SAIRS st when authonzed wsers disoontiness employrmant o requing 3 drangs I sores rights.

10. Ereurn Brat wors suoctabod with this faoify parbicipats n training sasiors of nasd training matorals peovicad by SARS skfl.

T1. Frompty Faport suspension oo revocsrtion of any of the medkcl loare e Bsind on this o

*Print name of Facility Authority

*Signature of Facility Authority

For Metro Health Use Only:
Facility | inic Code Date Received Reviewed By

Comarbec] 31472070 3

Vi




SAIRS USER RENEWAL FORM

Please list all current staff members who adtheely wtilize SAIRS, incheding their SAIRS user name, e-mail address, type of SAIRS user access, and
personal identification information {which is used by the SAIRS help desk to identify the cller). Attach additional pages if necessary.

AN non-lsiod usars will ba Immediztely daactivaiod. Poase sebmita User Seourty and Confidantiality Ageeoment i additiongl st membars nead 30 o I ypa of acoes has changaed §

DatE:I

WVaccine
C Administrator Only

WVaccine
C Administrator Only

WVaccine
C Administrator Only

WVaccine
C Administrator Only

Name of Facility: WFC PIM:
I appilcatic)
Facility Autharity: Signature:
[Fiaasa print}
Name: User name: E-mail address]
View/Print Create/Update Track Vaccine Run SAIRS
T of Access:
u:rr:::eamw L Records = SAIRS Records C Inwentory C Reports
Emiployee # or Date of Birth {For help desk purposes)
Name: User name: E-mail address]
View/Print Create/Update Track Vaccine Run SAIRS
T of Access:
u:rr:::eamw L Records = SAIRS Records C Inwentory C Reports
Emiployee # or Date of Birth {For help desk purposes)
Name: User name: E-mail address]
View/Print Create/Update Track Vaccine Run SAIRS
T of Access:
u:rr:::eamw L Records = SAIRS Records C Inwentory C Reports
Emiployee # or Date of Birth {For help desk purposes)
Name: User name: E-mail address]
View/Print Create/Update Track Vaccine Run SAIRS
T of Access:
u:rr:::eamw L Records = SAIRS Records C Inwentory C Reports
Emiployee # or Date of Birth {For help desk purposes)
Name: User name: E-mail address]
View/Print Create/Update Track Vaccine Run SAIRS
T of Access:
pﬁ:mw C Records = SAIRS Records C Inwenitory C Reports

Emiployee # or Date of Birth (For help desk purposes)

Vaccine
C Administrator Only

If you hiawe any questions regarding this form, please contact the SAIRS help desk at (210) 207-5071.

VI



SAIRS Direct Entry Exemption Form

Facility Marme:

Reason for Exemption (please choose all thar apply):

[ Unreliable intemet connection
[T Mot emough office comiputers

[~ Wery bow wvolume of vaccines administered weekly
Approximate number of doses administered weekly:

VFLC Pin # (if applicablel:

doses weekly

[ Has an Blectronic Medical Record System and would like more information on HL? electronic data exchange with SAIRS

EMR Vendor:

EMR Contact Person:

Phone Number:

Emiail Address:

Other Reason (requires approval by SAIRS Administrator):

| am requesting to be exempt from doing direct entry into the San Antonio Immunization Registry System. | understand
that if the status of my exemption reason(s) change, | will notify the SAIRS Team and get trained for direct entry.

Printed Mame of Facility Authority

Signature of Facility Authority

Cate

For Office Use Only:

Date Received:

Reviewed By:

Vil

SAIRS Diresct Entry Exemnpticn Form
Revised 22772003
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SAIRS Notice to Patients and Parents

The Sanm Antonio Immunization Registry System (SAIRS) is a confidential online computer systemn that helps track
immunizations throughout your life span. Youwr or your child’s immunization information automatically becomes a part of
the confidential SAIRS system unless you choose o exclude that information by completing a Request to Opt Owf form as
discussed below.

Benefits of having your or your child's information in SAIRS:

# Collects and tracks all immunizations in one system, so you dont miss any or get too many.
Can send reminders when you or your child need a vaccine(s} and can notify you of special programs for which
you or your child may qualify.
Provides a consolidated immunization record to use as proof io start child care, school, or a new job.
Helps your health-care provider see what immunizations are needed.
Helps public health programs in their efforts o prevent disease outbreaks.

What information can be kept in SAIRS?

Mote: Registry information will be treated as confidential according o the Health Insurance Portability and Accountability
Act of 1888 (HIPAA) regulations and State law requirements.

= Patient’s full name * Detiails about the patient’s immunizations and TH
& [Date of birth skin tesis

#* Mailing and physical address * [References to the Texas immunization registry,

* Phone numberns) ImmTrac. {if applicable) and birth record

»  Oiher demographic information you provide

Only authonzed users may have access to SAIRS. These include (but are not limited to):

® Climics » Hospitals » Child-care *  State and local
# Physicians’ offices » Schools facilities health agencies

How can patient information be used?

To determine if immunizations are up-to-date
To consolidate a patient’s immunization records
To avoid under- or cver-immunization

To determine immunization rates

To bill insurance companies

To notify you of upcoming immunizations

To naotify you of special programs

To contact you in the event of an emergency
For quality assurance and improvement

For more details, please consult the San Anfonio Immumizafion Regiztry Sy=tem (SAIRS) Secunty and Confidentiality
Paficy (available at http:lhwerw. sanantonio.gow healthfimmunizations-SAIRS. hirnl).

You have the right to:

Imspect and obiain a copy of your ar your child's record (fees apply to copies).
Have emors comected in the registry.
Withdraw your or 1_.-|:|ur child's |n‘fnm'|ahur| from the rEgIEII]I’ I:l]r mmple-trlg a Reguest o Opd Ouwd of SAIRS form

For more information, please contact (210) 207-5071.
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Aviso de SAIRS para los pacientes y padres de familia

El Sistema de registro de inmunizaciones de San Antonio (SAIRS) es un sistema computarizado confidencial en linea
que ayuda a llevar el control de las inmunizaciones a lo largo de su vida, Su informacion o la informacion de
inmunizacion de su hijo se convierten automaticamente en parte del sistema confidencial de SAIRS a menos que elija
excluir esa informacion al completar un formulario de Solicitud para saliree segin se discute mas adelante.

Beneficios de tener su informacion o la de su hijo en SAIRS:

Recopila y lleva el control de todas |as inmunizaciones en un sisiema, para que no ke falie alguna o reciba
demasiadas.

Puede enviar recordatoros cuando usted o su hijo necesiten una vacuna y puede notificarle sobre programas
especiales para los cuales puede calificar usted o su hijo.

Proporciona un registro consolidado de inmunizaciones para usarks como prueba para ingresar a la guarderia, la
escuela o un nuevo empleo.

Le ayuda a su proveedor de atencion medica a wer qué inmunizaciones son Necesanas.

Ayuda a los programas de salud plblica en sus esfuerzos por evitar las epidemias de enfermedades.

£ Qué informacion se puede guardar en SAIRS?

Mota: La informacion del registro se fratara como confidencial de acuerdo con las regulaciones de la Ley de portabilidad y
responsabilidad del seguro medico de 1888 (HIFAA) y los requisitos de las leyes del Estado.

Mombre completo del paciente # Detalles sobre las inmunizaciones y pruebas
Fecha de nacimienio cutaneas de tuberculosis del paciente
Direccion postal y fisica *+ Referencias al registro de inmunizaciones de
Mimero(s) de teléfono Texas, ImmTrac, (s aplica) y certificado de
Ohra informacion demografica que usted macimiento

proporcions

Solamente los usuarios autorizados pueden acceder a SAIRS. Estos incluyen (perc no se limitan a):

Clinicas * Hospitales * Centros de »  Agencias de salud
Consultorios » FEscuslas cuidado infamntil del estado y
miadicos locales

iComo se puede usar la informacion del paciente?

Para determinar si las inmunizacicnes estan al # Para cobrar a las compariias de seguro

Cormiente * Para notificarie sobre proximas inmunizaciones

Para consolidar los registros de inmunizacion de + Para notificarle sobre programas especiales

un paciente # Para contactario en el zaso de una emergencia
L ]

Para evitar inmunizaciones de mas o de menos Para mejorar y garantizar la calidad
Para determinar las tarifas de las

INMmunzaciones

Para obtener mas detalles, consulte la Novmas de confidencialidad y seguridad del Sisferna de regiziro de
immunizaciones de San Antonio (disponible en hitp-/fwww_sananicnio_gowhealth/lmmunizations-SAIRS. il ).

Usted tiene derecho a:

Inspeccionar y obtener una copia de su registro o del de su hijo (aplican ciertos cargos por las copias).
Que se comijan los emores. en el registro.
Retirar su informacion o la de su hijo del regisiro al completar un formularic de Solicifud para zafirse de SAIRS

(disponible en hitpcfwww sanantonio.govhealthimmunizations-SAIRS. imil ).

Para obtener mas informacion, comuniguese al (210) 207-507 1.



San Antonio Immunization Registry System (SAIRS)
Request to Opt Out of SAIRS

Mote: This form is required to allow an individual to request that a person’s immunization history be
remowved from the registry and no further immunization data be accepted into the registry.

Hame of client [person whose information is fo be remowved from the registiry):

Last: First: Middie:

Date of Birth - M
T Sexx [ Male [JFemale [IUnknown

Maother's . . .

Maiden N Last Fiirst: Middle:

Hame of person authorizing removal of immunization information:

Name of Parent . . - .
or Guardian Last: First: Middle:
Relationship to Client:

Mailing Address

City State Zip

| request this person's immunization information be removed from the San Antonio Immunization Registry
System (SAIRS). | understand the City of San Antonio will remove all immunization data on this clent from
the registry as a result of this action. The registry will retain only core demographic information necessary
to identify the client has chosen to opt out of the registry. This information is necessary to enable the
registry to filter and refuse entry of immunization information for the client. Additionally, amy pricr
immunization records associated with the client will be deleted from the registry.

This Request fo Opt Out of SAIR'S form will be maintained at the San Antonio Metropolitan Health District
Immunization Division's office, and may be disclosed only as described in the Mofice of Prvacy Practices.

Mo immunization information will be added fo the registry for this client until SAIRS personnel receive
notification that the parent or legal guardian wishes to opt back into the registry or the client consents o
participation in the registry via a participating prowvider. A Regquesf to Opf Info SAIRS form is available on
Metro Health's Web site at hitp:'www. sanantonic. gowhealth/immunizations-SAIRS. hitml.

Only completed requests will be processed. Please allow 10 fo 15 business days from the date the form
is received im our office for processing.

Signature of Chent or Parent/Guardian Date

Mail or hand-deliver to the following address:
Metro Health — Immunization Division

SAIRS Opt Out

332 'W. Commerce, Suite 108

San Antonio, TX 78205

(210) 207-8780

SAIRS Opt-Out Form V1

Xl



Sistema de registro de inmunizaciones de San Antonio (SAIRS)
Solicitud para salirse de SAIRS

Mota: Este formulario es necesario para permitir gue una persona solicite gue su historial de
inmunizaciones se elimine del registro y que no s acepte mas informacion sobre las inmunizaciones en
el registro.

Hombre del cliente [persona cuya informacion debe eliminarse del registro):

Apellido: Primer nombre: Segundo nombre:

Fecha de Sexo: [ Masculine [ Femenino
nacimiento MIM/D|D[A|A|A|A] [Desconocido

" Rpellido de Fpellido: Frimer nombre: Segundo nomore:
soltera de la
madre

Nombre de la persona que auforiza la eliminacion de la informacion de registro:

Nombre del .ﬁp-el_idu: Primer nombre: Segundo nombre:
padre de familia
o tutor

Relacion eon el cliente:

Di i

postal

Codigo

Ciuvdad Estado tal

Solicito que se elimine la informacion de las inmunizaciones de esta persona del Sisterna de registro de
inmunizaciones de San Antonio (SAIRS). Entiendo que la ciudad de San Antonio eliminara todos los
datos sobre inmunizaciones de este cliente del registro, como resultado de esta accion. El registra
conservara solamente la informacion demografica principal y necesaria para identificar al cliente gue
eligit salirse del registro. Esta informacion es necesaria para permitir que el registro filire y rechace el
ingreso de la informacion de inmunizaciones del cliente. Ademas, cualguier registro de inmunizaciones
anterior asociado con el diente se eliminara del registro.

Este formulario de Salicitud para salirse de SAIRS se guardara en la oficina de la Division de
inmunizaciones del Distrito de Salud de San Anfonio y solo se puede divulgar segin se describe en el
Avizo zobre las practicas de privacidad.

Mo se agregara nimguna informacion de inmunizaciones al registro de este cliente hasta que &l personal
de SAIRS reciba la notificacion de que el padre de familia o tutor legal desea optar de nuevo al regisfiro o
el cliente autorice participar en el registro por medio de un proveedor participante. En el sitio web de
SAMHD en hitpJfwww.canamtonic.govihealthfimmunizations-SAIRS. himl se encuentra disponible un
formulario de una Solicifud para opfar a SAIRS.

Solamente se procesaran las solicitudes gque estén completas. Permita que transcurran de 10 a 15 dias
laborales a partir de la fecha en que se reciba &l formulario en nuesira oficina para procesaro.

Firma del cliente o padre de familiaftutor Fecha

Enviar por comeo o entregar personalmente en la siguiente direccion:
Metro Health — Immunization Division

SAIRS Opt Out

I2'W. Commerce, Suite 108

San Antonio, TX TB205

(210) 207-8780

Xl



San Antonio Immunization Registry System (SAIRS)
Request to Opt Into SAIRS

Mote: This Form is required to allow a person who has previously opted out of the registry to opt
back in to the regisfry thereby allowing collection of immunization data on the person.

Hame of client (person whose information is to be enfered info the registry):

Last: First: Middie:
Date of Birth — - O
mEE s Y Y ¥ ¥ Sex: Male [JFemale [CUnknown
Mother's . " .
Maiden N Last First: Middle:

Hame of person authorizing enfry of immunization information:

MName of Parent . . = -
or Guardian Last: First: Middle:
Relationship to Clhient:

Mailing Address

City State Zip

| request this person be reinstated into the San Antonio Immunization Regisiry System (SAIRS). |
understand this action will allow the San Antonic Metropolitan Health District (SAMHD) to add all
available immunization data on this person from participating providers to the registry as a result of this
action. The registry will be the official source of immunization history for this person.

This Request fo Opt Info SAIRSE form will be maintained at the SAMHD Immunization Division's office,
and may be disclosed only as described in the Nofice of Privacy Pracfices.

| understand immunization information may be added to the registry for this client until the SAMHD
Immunization Division receives a notification from the parent or legal guardian indicating the desire to opt
out of the registry. A Request fo Opd Ouwf of SAIR'S form is available at

hitp:/fwww. sanantonio.govhealthimmunizations-SAIR S html. The SAMHD must receive a completed and
signed Reguest to Opf Out of SAIRS form prior to changing the status of the individual named above.

Only completed requests will be processed. Please allow 10 fo 15 business days from the date the form
is received im our office for processing.

Signature of Chent or Parent/Guardian Diate

Mail or hand-deliver to the following address:
Metro Health — Immunization Division

SAIRS Opt In

332 W. Commerce, Suite 108

San Antonio, TX 78205

(210) 207-8780

X1l



Sistema de registro de inmunizaciones de San Antonio (SAIRS)
Solicitud para optar a SAIRS

Mota: Este Formulario es necesano para permitir gue una persona que haya decidido salirse
anteriormente del registro pueda optar de nuevo al registro permitiendo asi la recopilacion de
datos de inmunizacion sobre la persona.

Hombre del cliente (persona cuya informacion debe ingresarse en el registro):

Apellido: Primer nombre: Segundo nombre:

Facha de Sexo: [ Masculine [ Femenino
nacimiento M|M|D D A|A|A|A] [pesconocido

Apellido de Apellido: Primer nombre: Segundo nomibre:
soltera de la

madre

Hombre de la persona que auforiza ef ingreso de la informacion de registro:

Nombre del Apellido: Primer nombre: Segundo nombre:
padre de familia
o tutor

Relacion con el cliente:

Di or

postal

Ciudad Estado lel

Solicito que se reincorpore a esta persona en el Sistema de registro de inmunizaciones de San Antonio
(SAIRS). Entiendo que esta accion permitira que el Distrito de Salud de San Antonio [SAMHD) agregue
todos los datos de inmunizacion disponibles sobre esta persona de proveedores participantes al registro
como resultado de esta accion. El registro sera la fuente oficial del historial de inmunizaciones para esta

PETSONA.

Este formulario de Solicitud para optar a SAIRS se guardara en la oficina de la Division de
inmunizaciones de SAMHD y soko se pusde divulgar segin se describe en el Awvizo zobre las prachicas

Entiendo gue se puede agregar la informacion sobre inmunizaciones al registro de este cliente hasta que
la Division de inmunizaciones de SAMHD reciba una nn‘hﬁnaann del p.a»l:i'e de hmlla o 11.|Ia:|r IEgd que
indigque el deseo de salirse del registro. En pifp. e 53
s& encuentra disponible un formulano de una Solicitud pam sah'rae de E.MHS S.M.'IHD debe rec:blr un
formulario de Soficitud para saliree de SAIRSE, completado y firmado antes de cambiar &l estado de la
persona que se menciond anteriormente.

Solamente se procesaran las solicitudes que estén completas. Permita que transcurran de 10 a 15 dias
laborales a partir de la fecha en que se reciba el formulano en nuesira oficina para procesario.

Firma del cliente o padre de familiaftutor Fecha

Enviar por comeo o entregar personalmente en la siguiente direccion:
Metro Health — Immunization Division

SAIRS Opt In

A2 W. Commerce, Suite 108

San Antonio, TX 78205

(210) 207-8780
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SAIRS Manufacturer Body Site Code Reference

Code Manufacturerer
AKR Akom, Inc
CSL CSL Befring, Inc.
SHB GalznSmithkiine
MBL |Massachusets Bioofic Laboratories
MED |Medlmmune, Inc.
MSD berek & Co. Inc.
MO |Nc|'|.ran:i5 Phamnaceutical Corp.
PFR |F‘F|zer Ing. (Includes Wyeth, Ledere & Praxis)
PMC Sanofi Pasteur
Body Site Code Body Site
IM Intranasal
LA JLeft Outer Aspect Upper Arm
LD Left Delioid
LG Lefi Gluteous Medius {use only for Immune Globolin adminisiration)
LLFA Left Lower Forearm
LT Left Anterior Lateral Thigh
LWL |Left Vastus Lateralis
PO Ciral
RA Right Ouwter Aspect Upper Arm
RD |Right Deltoid
RG |Hi|;|ht Gluteous Medius (use only for Immune Globolin administration)
RLFA |Hi|;|ht Lower Foream
RT |Hi|;|ht Anterior Lateral Thigh
RWL |Hi|;|ht Wastus Lateralis

b



HL7 Clinic Contact Info Sheet

Clinic Name: VFEC #:
If applicable

Clinic Location:

Primary Contact:

First Last

Direct Phone Number:(_ _ _)-_ _ _-__ _ _ ext:

Email Address:

Please gssign and train @ secondary responsible person.

Secondary Contact:
First Last

Direct Phone Number:(__ _ _)-_ _ _-__ _ _ ext

Email Address:

| understand that as am HLY Clinic Contact, | am expected to

*  Address data quality issues within 2 days of notification by SAIRS Team.

=  Motify SAIRS Team if a SAIRS user is no longer employed at your clinic within 2 days of their last
work day.

®  Check the inbox of the email address provided on this form at least weekhy.

If data guality is a continued unresclved issue, SAIRS reserves the right to disconnect data exchange.
Once issue has been resolved, connection will be reestablished.

Sigmature of Primory Contoct Date

Signature of Secondary Contact Dhate

XVI



_ DATE: Vaccine Administration Consent Form/ _CLINIC :
, , Forma De Consentimiento Administrativa De Vacuna(s)

=, =N0= = SR PN ) L 5 N S i I )

English | agree that e person named beiow wil reosive e vacone(s) indcated and Sat this person will have & vacdne putin his or her body o prevent infecious. disease(s). | neosked
& mopy of the Vacone Informabion Stalementis]) (VIE] for these vacones. | know the rsks of the disesses these vacones prevent, and Bhe beenefis and risks of the vacones. | have hsd 3
chance to ask quesSons about the dsssses, e vacones, and how the vacoines are given. | undersiand St the vaconation information of the person named baiow shall be Feconded In the
‘San Anionio MefropolEan Heaith Disirict (SAMHD ) Immunizason negisiry and Bt this record may be shared with the Texas mmunzation Regisry, health care prowiders, schools, or child
care erganizations. | undersiand that | may inspect or obtan @ copy iz person’s Immunization reoord, have smors comecisd n e registy and withdres information from e egksiny by
submiting a Reguest o Opt Outt of SAIRE form o SAMHD. | am an adult who can legaly corsent for the person nemed beiow o get vaccines. | freely and woluriardy give my signed
permission for Fese vaocines io b= given. | have receivesd information abowt the HIPAA privacy notfication.
EB:pIIDI:E'ﬂu'rdoql:hpurmrmtﬁum:bﬂlumlndmrq:mmhMmumnup:shm:unﬂpopmmt enfemredades infeccicsas.
Fecid una copla de s dedaaconss de b informaciin de vacunas (VIS) para ssias vaounas. 5& los iesgos de s enfermedades que  =sias waounas previensn, v kas veninjas v oS riesgos
g 3z vaounas, He t=nido la oporunidsd de haoer preguniss aceroa de @5 enfermedades, (a5 vacunas, ¥ oimo se dan las vaomnas. Enberdo gue 3 irformackin de vacumscidn mia o de
mis hijos == Insoibicd =n & Sksiema d= Regisio de Inmunizaciones del Disidio Metopolitano de Salud de San Anlonio (Meto de Salud) v gue esbe megisio pusde ser compartido oom =1
Sistema de Regishn de Inmunissciones de Texss, oon dociorss. de salud, con las asouelas o oon orpanteaciones responsabies de culdado de los nifios. Enfends gus pusdo REpEcTionar o
obtener una copla del repisiro de vaounackin mia o de mis hijos, pedir gue smonss. seam omegides en e Sisiema de Regisin, y pedir que refiran informacion mia o de mis hifos ded Sisiems
de Registro presantandn wra solichud con & fomuiario Opdon para Retrar de SAIRS al Programa de Inmunizacionss del Metm de Salud. Soy on adulln que pusde CORSETtr sgaimente
para 3 persona nombrads abejn conseguir vaounass. Doy lbremenis y wokniadamenie mil pemiso fimado paa gue ssiys vsounas sean dadss. He reclbido B informadion sobee &

neotficacion de |a ey de HIFAA
Paflent’s Information [Pleass Prind] ! Inforamacion Del Paclenis [For Tavor Ues leira 08 molds)

Liast Mams  Nombre del Primer Apeallido | Flrat Hame | Primsr NOombre |ML | Date of Birthi Fecha de Nacimients | Canderi Sexo
] 1 1 Male
l : :| : [] Female [
_Igmm-m _!I ApL & [ Telaphone  Telstono
{( ) -
Cilyl Cludad [ County! Condada T Sialed Estado [ @p Code | Zona Poetal

Mame of Guardian | Hombre os |a persona autorzada para ssr el pedido

Laat Name | Hombe del Primer Apeliide [ First{ Primer Nombre [ ML | Refstionship to Patient | Relacitn con el Paclents |
I I !

I I |
Guardian Signature | Firma de k3 parsona autorzads para ser & padido Diaks | Facha Moihar's Maldan Mama | Apallldo da sottera dl madre

X

To Ba Filled Out By Sdminichrator
Check Patlent Insurancs | VFC Cabegory

[] medicaia | O cre | [] memicars | [] Privateinsurancs | #
[ underinswred Mot insured for Immunizstions] | [] Ho insurance [0 american indianiAlaskan Nathve | O otner
SAIRS Patient ID # | | Clinic Name:
[ HEP B MFR: O GarcSeitiien > OTaP MIFR: C Sancl Pustesr O MCY4 (Menacira)  MPRD (O Sanch Pt
[ HEP B-HIB T gk [0 DT [ GhmnsmitiKiee CMCVAD (Memveo) £ Mowartis
(C* HEP B/ HEP A [Twinrix) - ]:[ gmﬂ 3 b C: MPSY4 T Ctves
C+ HEP B 2 Dosal 1.0 mL Serles & DTaeev panmg s - ]:[
Lot > DTaP-HepS-4PY [Padiartx)
o e -] o
O HERA MR O 7 DTaP-Hily g"l’w:ﬁﬂﬂﬂ] e
1] Char = |—l 3 e
- - =]
Lt P
mw MIFF. [ Sancf Pabes
= RTW jRotateg) MFRC [ Meeck gmﬂ:“?‘g"] (0 GhmeSmitikine [ FLLY {P-Fresa) MIFFR: gwr—u
£ RTV {Rotartx) (D Semstmmiin® | & 1B PRP-D) 3 M [ FLU {Saasonal) o e
i £ Hibarlx [booster) © cotar L FLU (LAIV-Nasal) 3 Mty
- S| -]

- g
Cx PCV13 MFFR. O Pioee

MR O ek
PRV 12 Maeck 7 Varicalla
C =) et o Otnr 1 OTHER:
o - ~ ] T
DG ) Saref Pasteur
O 1P MFR: “Z anct frasteur 0 MMR MR [ Maech Toehes
e T MMRV I
]—| I: Hen
Latd - s - Lk
—_———————
x
Print Adminictrabor Fired Kame and Lact Name ‘Vapoine Adminkciraion I Thtle Datw of Yacoina Adminlciration
VACCINE({S) ADMINISTRATION CONSENT FORM MHD-DT-VAC-3.4, BSr2su2
Fethnie Maicady Laugiiin [210-207- 2000
PLEASE FETURN THES FORM TO 332 W. COMMERCE, Rt 108 Page 1 of 2 Vs Coy He-erdsnEmmETan s gov
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