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	IMMUNIZATION PROGRAM ORDERS (MEDICAL AUTHORIZATION),
POLICY AND PROCEDURE APPROVAL AND INDEMNIFICATON

	Introduction

This form is to be used for three functions:  to submit signed immunization program orders, to signify approval or request modification of the Policy and Procedure Manual and to request indemnification for the medical advisor.

According to Wis. Stat. § 252.04 (9)(a)(b)(c), all health departments using state or federally funded vaccines shall submit written immunization program orders (medical authorization) signed by their medical advisor that are in accordance with the Policy and Procedure Manual (protocols) issued by the Wisconsin Immunization Program. Any modification to the Policy and Procedure Manual is to be made in writing to the Chief Medical Officer and State Epidemiologist for Communicable Diseases and Emergency Response for approval.
The Statutes also provide indemnification for the medical advisor as long as that physician authorizes the Policy and Procedure Manual issued by the Immunization Program, is not an employee of the county, city, or village, and does not receive compensation. Indemnification means the medical advisor becomes a "state agent" and thereby receives liability protection from the state.

Annual re-approval is not required. However, this form must be submitted when a new physician signs the Immunization Program orders or when a physician requests modifications to the existing Policy and Procedure Manual.

	Complete all three sections below. Please photocopy a blank copy of this form for future use.
Send a completed form to the Wisconsin Immunization Program, P.O. Box 2659, Madison, WI 53701-2659.

	(1)
Immunization Program Orders (Medical Authorization)

The Policy and Procedure Manual (Protocols) has been reviewed and is approved for the immunization program of:

	Agency

	

	Name – Physician

	

	WI Medical License No.

	

	Address

	

	Telephone Number

	

	SIGNATURE – Physician
	Date Signed

	
	

	(2)
Policy and Procedure Manual Approval

	Dr. 
, medical advisor

for the health department immunization clinics. (check one):

	 FORMCHECKBOX 
 Agrees to accept the Immunization Program Policy and Procedure Manual as written.

	 FORMCHECKBOX 
 Agrees to accept the Immunization Program Policy and Procedure Manual with the enclosed modifications.

	(3)
Indemnification

	Dr. 
, medical advisor

for the health department immunization clinics requests indemnification by the state. (check one):

	 FORMCHECKBOX 
 Yes (must meet the criteria listed on the first page of Appendix A)

	 FORMCHECKBOX 
 No


