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Patient 

Information 

Name 

Date of Birth (m/d/y): Telephone: 

Member ID: 

Gender:   Female   Male    Primary Care Provider:  

Requested Drug: Quantity:

  

Step 1: Assess for Pneumococcal Vaccine Indications  

Check all that apply:  

A. Underlying 

Medical 

Conditions 

Immunocompromising conditions 

Chronic renal failure     

 Congenital or acquired asplenia   

 Congenital or acquired immunodeficiency1 

HIV infection  

Hodgkin disease  

Iatrogenic immunosuppression2 

Leukemia  

Lymphoma 

Multiple Myeloma  

Nephrotic syndrome 

Solid organ transplant   

 Sickle cell disease/other hemoglobinopathies 
1Includes diseases requiring treatment with immunosuppressive drugs, including long-term systemic corticosteroids and radiation therapy  
2Includes B=(humoral) or T-lymphocyte deficiency, complement deficiencies (particularly C1, C2, C3, and C4 deficiencies), and phagocytic disorders (excluding 
chronic granulomatous disease)  

Cochlear implant or cerebrospinal fluid leak  

Yes       

No 

Chronic health conditions 

 Alcoholism  

 Chronic heart disease, including congestive heart failure and cardiomyopathies  

 Chronic liver disease   

 Chronic lung disease, including chronic obstructive pulmonary disease, emphysema, and asthma  

 Cigarette smoking  

 Diabetes mellitus  
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B. Medications 

or 

Treatments 

that 

weaken the 

Immune 

System   

Medication Reconciliation  

 Long-term corticosteroid use (≥20 mg/day prednisone equivalent for ≥2 weeks)  

 Chemotherapy or radiation therapy  

 Immunosuppressive therapy (e.g., biologics, DMARDs)  

 

Step 2: Vaccination history (If known)  

• PCV15 or PCV20 received?       Yes   /   No 

• PCV21 received?                         Yes   /   No 

• PPSV23 or PCV13 received?      Yes   /   No 

• Not in record, explain: _____________________. 

Date Administered: ________________. 

Date Administered: ________________. 

Date Administered: ________________. 

Step 3: Contraindications  

• Contraindications:  

o History of severe allergic reaction (e.g., anaphylaxis) to a previous pneumococcal vaccine dose or any of its 

components.   

Yes   

No  

If yes, explained: _____________________________________________________________________. 

 

o History of severe allergic reaction to diphtheria toxoid for (PCV15, PCV21, PCV20).  

Yes   

No  

If yes, explained: _____________________________________________________________________. 

 

o Other documented contraindications (specify): _____________________________________________. 

 

Step 4: Vaccination Needs Assessment 

Scenario 1 • If one or more conditions/ risk factors are checked, the beneficiary may be eligible for 
pneumococcal vaccination per CDC guidelines.  

• Refer to CDC recommendations for specific vaccine selection based on age, medical conditions 

and vaccination history. 

Scenario 2 

 

 

 

• Not a candidate this time, provide education and reassess in the next visit.   
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Step 5: Pharmacist Recommendation  

After an evaluation of candidate’s medical conditions, medications or treatments, vaccination history (if known), CDC 

Pneumococcal Vaccination Recommendations and based on my clinical judgment.  

  I recommend the vaccine  

  I don’t recommend the vaccine   

Rationale:  

 

 

 

 

Pharmacist Name:   

Pharmacist NPI:  

Pharmacy Name:  

Pharmacy Phone:  

Pharmacy Fax:   

Pharmacist Signature   

Date:   

I attest that this is medically necessary for this patient and that all of the information on this form is accurate to the best of my 

knowledge. I attest that documentation of the above diagnosis is available for review if requested by Administración de Seguros de 

Salud de Puerto Rico (ASES). 
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