
River Forest Community School Corporation
3250 Michigan Street
Hobart, Indiana 46342

Telephone: (219) 962-2909   Fax: (219) 962-4951
Dr. Steven C. Disney, Jr., Superintendent

Mr. Kevin M. Trezak, Assistant Superintendent

April 23, 2021

Dear Parent,

In partnership with the Indiana Department of Health and the Federal Emergency Management Agency, we are making
you aware of the opportunity for your child to receive a free COVID-19 vaccine at the mass vaccination clinic at the
former Roosevelt High School site in Gary.  This opportunity to receive the Pfizer vaccine is available to students age 16
and older with parental/guardian consent.

Schools in Northwest Indiana have been given the opportunity to transport students that are eligible for the COVID-19
vaccine to this site to receive their vaccination. This service will be provided for eligible in-person and virtual-learning
students whose parent/guardian has completed and signed the consent form. Additional transportation will be provided
for virtual-learning students.

The Pfizer vaccines is a series of two shots given at least 21 days apart. River Forest Community School Corporation is
scheduled for:

1st shot:  Friday, April 30, 2021 2nd shot:  Friday, May 21 2021

Masks will be required on the school bus and at the vaccination site.  We will comply with personal distancing guidelines
while on the bus.  Please complete the consent form included with this information and return to school by Monday,
April 25th 2021 so that your student can be transported to receive their vaccination.

The completed consent form will be taken to the vaccination site for review by health personnel prior to vaccination.
Insurance information is requested, but there is no charge to you for vaccination.  Insurance may be billed the
administration fee for the vaccine. Please contact our School Nurse, Paula Thompson RN if you have any questions.

The mass vaccination clinic address is 2401 Harrison St., Gary, IN, 46407, and appointments are available.

Thank you for helping to keep your student(s) and others safe during the pandemic.  Let’s all do what we can to stay
healthy and promote good habits to our students.

Thank you for your consideration.

Steven C. Disney, Superintendent

River Forest Community School Corporation



Complete the following for the person who is being vaccinated:
Name: FIRST ____________________________MIDDLE______ LAST _________________________________
Phone: ( )              - Birth Date: /    / Age: Sex: □F □M

Mailing Address: _____________________________________________ City: ________________ State: _____ZIP:
_________
Parent/Guardian Full Name: ____________________________ Parent Cell Phone# _____________________________
Ethnicity: □Hispanic/Latino □Not Hispanic/Latino

Race: (Check all that apply) □American Indian/Alaskan Native □Asian □Black □Native Hawaiian/Pacific Islander

□White □Unknown

Insurance Status (Check box)
□ NO INSURANCE

□ MEDICAID

Company: _____________________________Medicaid #: _____________________________________□Don’t know

□ PRIVATE or COMMERCIAL INSURANCE (NOT MEDICAID)
Insurance Company: _______________________________Insurance Policy ID: _____________________________
Group # __________________ (if one applies) Policy Holder Name: ______________________________________
Policy Holder Birth Date: ____/_____/_______SSN: _________________________
Policy Holder Relationship to Patient: _____________________________________

Questions for the person getting vaccinated: NO YES
1. Is the person to be vaccinated sick today? If yes, what

are their symptoms? □ □, symptoms: ___________________________

2. Does the person to be vaccinated have any allergies to
medications, foods, a vaccine component, or latex? □ □, allergies: _____________________________

3. Has the person to be vaccinated ever had a serious
reaction to a vaccine in the past? If yes, please explain: □ □, explain: _____________________________

4. Has the person to be vaccinated ever had Guillain-Barre
Syndrome (GBS)? □ □

5. For women: Is the person to be vaccinated pregnant or
is there a chance they could be pregnant? □ □

6. Has the person to be vaccinated received any
vaccinations in the past 2 weeks? □ □

By signing below, I consent to the use and disclosure of my or my child’s personal health information for the purpose of health care
operations, along with the assignment of all payments from the insurer listed above to Indiana Department of Health (IDOH) for the
services rendered.
Consent for use of protected health information & claims assignment: I hereby consent to and acknowledge the receipt of a
Notice of Privacy Practices regarding the use and disclosure of my personal health information for the purpose of health care
operations, along with the assignment of all payment from the insurance provider (if applicable) to IDOH for administration of the COVID
-19 vaccination.
Vaccine authorization: My signature on this form indicates that I have requested that the COVID-19 vaccine be administered to me or
my dependent by a vaccination clinic representative. I relieve the vaccination site and staff of any liability for any reactions that should
occur. I unconditionally and irrevocably waive any right to a trial by jury, to the maximum extent allowed by law, for any claim or action
arising out of or related to this service, and that any such claim or action shall be determined solely on an individual.

Signature of Parent or Guardian________________________________________________ Date: _____________________________
If student under 18 years of age






