
WASHOE COUNTY DEPARTMENT OF JUVENILE SERVICES 
Request for Information and/or  

Authorization for Release of Confidential Information 

This authorization is effective immediately and is subject to revocation in writing at any time, except to the extent that actions have 
already been taken in reliance thereon.  I may revoke this release in writing at any time and without penalty or denial of services.  This 
authorization expires in one (1) year. 

It is understood that the policy of Washoe County Department of Juvenile Services is to release only the information about a client or a 
former client, which, in judgment of the staff, is considered essential to the purposes for which authorization is requested.  This in no 
way binds the Washoe County Department of Juvenile Service to open its records for inspection. Or to otherwise provide information 
that may violate the above policy.  Medical Records are protected by Federal Regulations, Nevada Revised Statutes and/or 
Administrative Regulations and further disclosure is prohibited without the consent of the undersigned.  Washoe County Department if 
Juvenile Services cannot guarantee that further disclosure will not occur.  It is further understood that the head of Washoe County 
Department of Juvenile Services may refuse to disclose portions of such records if he or she states in writing that such disclosure will 
be injurious to the welfare of the client or former client. 

A. I understand that this authorization is voluntary and that I may refuse to sign this authorization.  My refusal to sign will not    affect my
eligibility for benefits or enrollment, payment for or coverage of services, or ability to obtain treatment, except as provided under B and C
on this form.

B. If the purpose of the authorization is for the use and/or disclosure of health information for a research study, and I refuse to sign this
authorization, Washoe County Department of Juvenile Services reserves the right to deny treatment associated with such research.

C. If the purpose of this authorization is to disclose health information to another party based on health care that is provides solely to obtain
such information, and I refuse to sign this authorization, Washoe County Department of Juvenile Services reserves the right to deny that
health care.

D. I understand that I may inspect or copy the information used or disclosed.
E. I understand that I may revoke this authorization at any time by notifying Washoe County Department of Juvenile Services in writing

except to the extent that: (1) Action has been taken in reliance on this authorization; or (2) If this authorization is obtained as a condition
of obtaining insurance coverage, other law provides the insurer with the right to contest a claim under the policy itself.

F. I understand that I have a right to request and receive a Notice of Privacy Practices from Washoe County Department of Juvenile Services.

I further release my clinician, the agency, and the employees of the agency from any liability arising from the release of information to 
the person/agency designated above. 

___________ _____________________________________________________ 
Date Signature – Client 

___________ _______________________________________________________ 
Date Signature ☐ Parent   ☐ Guardian    ☐ Custodian 

___________   _______________________________________________________ 
Date Signature of Witness 

Information Requested From: 
Washoe County Juvenile Services 
PLEASE SELECT ONE OR BOTH 
☒ Mental Health Staff and/or ☐ Medical Health Staff

Information Released To: 
Washoe County Juvenile Services 
Detention Staff, Probation Staff, Nursing Staff 
and Juvenile Court 

I hereby authorize to the disclosure of the information checked below from the records of: 

Name: ______________________________________ Date of Birth: ______________________________ 

(Each Item of Information to be released must be initialed.) 

____Discharge Summary ____Psychotherapy Notes ____Medication Records 
____History & Physical Exams ____Physician’s Orders ____Nursing Notes 
____Psychiatric Evaluations  ____Diagnosis ____Consultation Reports 
____Treatment Plans ____Intake Evaluation ____Lab / X-ray  
____Progress Notes 
____ Other (specify):  Verbal exchange of clinical information (MUST HAVE INITINALS HERE). 
For purpose of: Coordinating care, obtaining placement, and arranging services and Court review. 
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WASHOE COUNTY DEPARTMENT OF JUVENILE SERVICES 
CONSENT TO PROVIDE MENTAL HEALTH ASSESSMENT AND TREATMENT 

Washoe County Department of Juvenile Services offers mental health assessment and treatment to youth detained in 
Wittenberg Hall. As required by State law, each youth detained in our facility completes a paper and pencil form that 
provides a screening for common mental health and substance abuse difficulties.  If staff are concerned that a mental 
emergency exists, your child will be seen as soon as possible for a mental health evaluation.  If your child shows signs 
of distress, severe behavior problems, thoughts of self-harm or more serios mental health symptoms, he or she is also 
eligible to meet with a mental health counselor for treatment.  Except in emergency situations our policy requires that 
you, as a parent, sign this form to authorize mental health staff to meet with your child and provide treatment.  There 
is no charge for treatment.  Mental Health treatment involves asking your child questions about his/her behaviors and 
feelings, listening to concerns, teaching skills in the areas that can assist in coping with stress and troublesome feelings 
as well as a way to change misbehavior and make positive life choices.  If your child requires more specialized 
treatment, you will be asked to review and sign a treatment plan with mental health staff.  The goal of mental health 
treatment at Wittenberg Hall is not assist youth in coping with detention, to promote safety, and provide necessary 
care while detained.  Washoe County Department of Juvenile Services staff does not provide treatment for youth after 
release from detention.  However, mental health staff will provide you with referrals to community agencies and 
professionals at his/her release from detention. 

Client Rights Regarding Assessment and Treatment 

If your child receives mental health treatment, Washoe County Department of Juvenile Services wants 
to assure you that your child’s rights are protected by the rules of good professional practice and Nevada 
statute.  More specifically, you and your child have the right to: 

1) Talk with professionals providing your child with mental health treatment.
2) Develop and approve a plan of treatment.
3) Be advised about the department’s treatment process, techniques, and instruments.
4) Decline treatment services at any time.
5) Inspect your child’s clinical records.
6) Privacy.  Information gained during this treatment process is confidential and not subject to release

without your written consent.  However, you should understand there are limitations to this
confidentially.  These limitations include:
a. If you report that you have abused or neglected your child, or if we suspect such abuse or neglect,

we are required by NRS Chapter 432.B to notify the appropriate authorities.
b. If your child reports they have abused other children, we are required to notify the appropriate

authorities.
c. If you or your child threatens to hurt someone else, we must warn the person in danger and report

the possible danger to detention staff, probation staff, and/or police.
d. If you or your child threatens to harm yourself, we may require that you or your child be

hospitalized until treatment can be continued in a less restrictive environment.  Detention and
probation staff will also be notified to insure appropriate supervision of your child.

e. The courts can obtain your child’s clinical record with a court order, order you child to attend
treatment, order the department staff to provide treatment and/or order department staff to release
treatment information to other parties.

f. Ex-spouses have the right to review their child’s clinical record unless the courts have terminated
their parental rights.

g. Agencies of State and Federal Government may review your child’s clinical record as pertaining
to auditing, payment, consulting, and law enforcement, without your specific authorization.

h. Clinical/diagnostic information is provided to insurance programs when the services provided
your child are billed to a third-party provider.

i. If your child discusses aspects of the offense, he/she is alleged to have committed, it would be
held as confidential unless it involves child abuse or a threat to harm others as discussed above.
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7) You have a right to receive a copy of the Notice of Privacy Practices and
be informed of agency policies for privacy complaints.

Information Regarding Sharing of Information Within the Department 

You child’s care is greatly enhanced if mental health staff communicates with detention staff, nursing 
staff and probation officers.  You will be asked to sign an authorization allowing mental health staff to 
communicate with the department staff regarding clinical information to ensure a team approach to care 
for your child.  In each case, the minimum amount of information required to provide successful 
programming for your child will be released.  Please be advised that mental health staff will 
communicate with detention staff regarding precautions to prevent self-harm and specialized ways to 
manage your child’s behavior without your consent.  Mental health staff will also communicate with 
nursing staff to ensure the coordination of mental health and medical care without your consent. 

Permission to Provide Routine Assessment and Treatment 

Please initial and sign below: 

_____I understand the information contained in this informed consent agreement and give permission 
to Washoe County Department of Juvenile Services to provide mental health assessment and treatment 
for my child under the conditions discussed above. 

_____I authorize the use of testing results and general clinical information regarding my child to be 
used in research.  All information used in research, will not include my child’s name or personally 
identifying information. 

_____I understand that I have the right to refuse treatment for my child and that if I disagree with the 
conditions discussed above or any court orders related to treatment, I have the right to discuss the matter 
with mental health staff and/or ask for a court hearing to discuss the matter. 

_____I acknowledge that I have received the Notice of Privacy Practices. 

____________________________________ ____________________________________ 
Parent/Guardian            Date Witness    Date 

____________________________________ 
Youth             Date 

Washoe County Department of Juvenile Services 

CONSENT TO PROVIDE MENTAL HEALTH 
ASSESSMENT AND TREATMENT 

NAME: __________________________________________ 

CASE#: __________________________________________ 
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WASHOE COUNTY DEPARTMENT OF JUVENILE SERVICES 
Request for Information and/or  

Authorization for Release of Confidential Information 

This authorization is effective immediately and is subject to revocation in writing at any time, except to the extent that actions have 
already been taken in reliance thereon.  I may revoke this release in writing at any time and without penalty or denial of services.  This 
authorization expires in one (1) year. 

It is understood that the policy of Washoe County Department of Juvenile Services is to release only the information about a client or a 
former client, which, in judgment of the staff, is considered essential to the purposes for which authorization is requested.  This in no 
way binds the Washoe County Department of Juvenile Service to open its records for inspection. Or to otherwise provide information 
that may violate the above policy.  Medical Records are protected by Federal Regulations, Nevada Revised Statutes and/or 
Administrative Regulations and further disclosure is prohibited without the consent of the undersigned.  Washoe County Department if 
Juvenile Services cannot guarantee that further disclosure will not occur.  It is further understood that the head of Washoe County 
Department of Juvenile Services may refuse to disclose portions of such records if he or she states in writing that such disclosure will 
be injurious to the welfare of the client or former client. 

A. I understand that this authorization is voluntary and that I may refuse to sign this authorization.  My refusal to sign will not    affect my
eligibility for benefits or enrollment, payment for or coverage of services, or ability to obtain treatment, except as provided under B and C
on this form.

B. If the purpose of the authorization is for the use and/or disclosure of health information for a research study, and I refuse to sign this
authorization, Washoe County Department of Juvenile Services reserves the right to deny treatment associated with such research.

C. If the purpose of this authorization is to disclose health information to another party based on health care that is provides solely to obtain
such information, and I refuse to sign this authorization, Washoe County Department of Juvenile Services reserves the right to deny that
health care.

D. I understand that I may inspect or copy the information used or disclosed.
E. I understand that I may revoke this authorization at any time by notifying Washoe County Department of Juvenile Services in writing

except to the extent that: (1) Action has been taken in reliance on this authorization; or (2) If this authorization is obtained as a condition
of obtaining insurance coverage, other law provides the insurer with the right to contest a claim under the policy itself.

F. I understand that I have a right to request and receive a Notice of Privacy Practices from Washoe County Department of Juvenile Services.

I further release my clinician, the agency, and the employees of the agency from any liability arising from the release of information to 
the person/agency designated above. 

___________ _____________________________________________________ 
Date Signature – Client 

___________ _______________________________________________________ 
Date Signature ☐ Parent   ☐ Guardian    ☐ Custodian 

___________   _______________________________________________________ 
Date Signature of Witness 

Information Requested From: 
Washoe County Juvenile Services 
PLEASE SELECT ONE OR BOTH 
☐ Mental Health Staff and/or ☒ Medical Health Staff

Information Released To: 
Washoe County Juvenile Services 
Detention Staff, Probation Staff, Nursing Staff 
and Juvenile Court 

I hereby authorize to the disclosure of the information checked below from the records of: 

Name: ______________________________________ Date of Birth: ______________________________ 

(Each Item of Information to be released must be initialed.) 

____Discharge Summary ____Psychotherapy Notes ____Medication Records 
____History & Physical Exams ____Physician’s Orders ____Nursing Notes 
____Psychiatric Evaluations  ____Diagnosis ____Consultation Reports 
____Treatment Plans ____Intake Evaluation ____Lab / X-ray  
____Progress Notes 
____ Other (specify):  Verbal exchange of clinical information (MUST HAVE INITINALS HERE). 
For purpose of: Coordinating care, obtaining placement, and arranging services and Court review. 
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VACCINATION CONSENT 

ALL VACCINES ARE PROVIDED FREE OF CHARGE 

Nursing Staff will use State database to determine if your child is due for any vaccines.  ONLY vaccines they are 
due for will be administered. 

CHOOSE ONE OF THE FOLLOWING: 

_____ I do wish my child to receive all needed vaccines. 

_____ I do not wish my child to receive all needed vaccines. 

_____ I wish my child to only receive the vaccines initialed below: 

____Influenza (seasonal only) ____Meningococcal (Meningitis) 

____Varicella (Chicken Pox)  ____Measles, Mumps, Rubella (MMR) 

____Hepatitis A ____Hepatitis B 

____Human Papilloma Virus (HPV) ____Polio 

____Tetanus, Diphtheria, Pertussis ____COVID-19 
(Tdap) 

I HAVE FULLY READ THE VACCINATION INFORMATION SUPPLEMENTS AND I COMPLETELY 
UNDERSTAND THEIR CONTENTS.  I AGREE TO ALLOW MY CHILD’S IMMUNIZATION 
INFORMATION TO BE STORED AND ACCESSED BY AUTHORIZED USERS IN NEVADA’S “WebIZ” 
COMPUTER SYSTEM UNLESS I INIDICATE OTHERWISE. 

Child’s Name: ___________________________________________________ 

Parent’s Signature: ________________________________________________ 

Date: ___________________________________________________________ 

*PLEASE RETURN THIS FORM TO WITTENBERG

10-2021/AMS RETURN TO MEDICAL STAFF5



Your Child’s Name: ________________________________________ Date of Birth: ______/_____/_______ 

Parent/Guardian Name: _______________________________________ Date: ________________________ 

SCREENING QUESTIONNAIE FOR CHILD AND TEEN IMMUNIZATION 

For parents/guardians:  The following questions will help us determine which vaccines your child may be given while detained.  
If you answer yes to any question, it does not necessarily mean your child should not be vaccinated.  It just means additional 
questions may be asked.  If a question is not clear, please call the Wittenberg Hall medical clinic at (775) 325-7851. 

YES NO DON’T 
KNOW 

1. Has your child been sick today?

2. Does your child have allergies to medications, food, eggs, a vaccine
component, or latex?

3. Has the child had a serious reaction to a vaccine in the past?

4. Has the child had a health problem with lungs, heart, kidney, or metabolic
disease (e.g., diabetes), asthma, or blood disorder?  Is he/she on long-term
aspirin therapy?
5. Has the child had a seizure; has the child had brain or other nervous system
problems?  Has the child ever been diagnosed with Guillain-Barre Syndrome?

6. Does the child have cancer, leukemia, AIDS, or any other immune system
problem?

7. In the past 3 months, has the child taken cortisone, prednisone, other
steroids, or anticancer drugs, or had radiation treatments?

8. In the past year, has the child taken/received a transfusion of blood or blood
products, or been given immune (gamma) globulin or an antiviral drug?

9. Is the child/teen pregnant, or is there a chance she could be found to be
pregnant during the next month?  If so, how far along is she?

10. Has the child received vaccinations with in the last 4 weeks?

*PLEASE RETURN THIS FORM TO WITTENBERG HALL
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 COVID-19 Screening Questionnaire ENGLISH 
1001 East 9th  Street, Reno NV, 89512 

Complete the Following for the Person Who is Being Vaccinated: 
PATIENT Name: FIRST  MIDDLE  LAST  

Phone: (  ) -  -  Birth Date:  /    /  Age:   Sex:   F   M   Weight: 

Mailing Address:     City:    State: Zip: 

EMERGENCY Contact & phone  Employer: Occupation: 

Ethnicity:  Hispanic/Latino  Non-Hispanic/Non-Latino  Not known 

Race: (Check all that apply):  White  Black  Asian  Am Indian/Alaskan Native  Native Hawaiian/Pacific Islander  Other/Mixed  Unknown 

COVID-19 Vaccination Series: 

Are you here to receive:   DOSE 1   OR     DOSE 2    *Date dose 1 was received: / / Manufacturer: (circle) Pfizer/Moderna/other 

If dose 2 *(STAFF-verify the interval)  21 days (Pfizer) 28 days (Moderna) Other 

Questions for the Person Getting Vaccinated: NO YES 

1. Are you sick today? If yes, what are your symptoms?   

2. Are you 18 years or older?   

3. Have you or anyone in your household been exposed to, diagnosed with, or has been placed in quarantine for COVID-19 in the past
14 days?

  

4. Have you received passive antibody therapy as treatment for COVID-19 in the past 90 days?   

5. Have you received any vaccinations in the past 2 weeks? If yes, please list:   

6. Have you ever had a severe allergic reaction (anaphylaxis) to a vaccine or injectable medication in the past? If yes, what
vaccine/medication?

  

7. Have you ever had a severe reaction (anaphylaxis) to any medications, latex, foods, pets or insects that required the use or treatment
with epinephrine or an EpiPen? Please list allergies:   

8. Are you immunocompromised or receiving immunosuppressant therapy?   
9. Do you have a bleeding disorder or are you taking a blood thinner?   
10. For women: Are you pregnant or breastfeeding? Please circle one (not contraindicated)   

Read Below and Sign: 
I hereby acknowledge that I have received the Emergency Use Authorization (EUA) vaccine fact sheet and the Notice of Health Information Practices. I 
have had the opportunity to ask questions for the immunization to be administered to me or the person named above, for whom I am authorized to make 
this request. I agree to allow my immunization information to be stored and accessed by authorized users in “Nevada’s Web IZ”. I also agree to have my 
blood tested or the person named above, for whom I am authorized to make this request, for blood borne bacteria and viruses that may result in disease 
in the event a person is exposed to my blood or body fluids, or to the person who is named above. By signing this document, I declare that the above 
information is true and accurate to the best of my knowledge. 

Signature: X Date: 
Parent/Guardian signature required if under 18 years old 

For Clinic Use only:  Do not write below 

VACCINE CVX CPT DATE 
GIVEN LOT # EXP. 

DATE RT SITE DOSE CLINIC ADMINISTERED 
BY 

FACT 
SHEET 
DATE 

Pfizer 
(PFR) 

208 91300 IM LD RD 0.3 mL WCHD 12/2020 

Moderna 
(MOD) 207 91301 IM LD RD 0.5 mL WCHD 12/2020 

WebIZ # Patagonia # Demo/Ins By: IZ By: Scanned By: 
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WASHOE COUNTY 

JAN EVANS JUVENILE JUSTICE CENTER/WITTENBERG HALL 

PARENT OR GUARDIAN CONSENT 

RECREATIONAL FITNESS CERTIFICATION 

Juvenile’s Name:  _______________________________________________________ 

Recreational activities are an important part if rehabilitation program while your child is detained at Wittenberg 

Hall.  The recreational activities are physical exercise and are patterned after those offered in the system and 

include, but limited to, general exercises, basketball, flag football, and soccer. 

I hereby certify that (minor’s name) _________________________________________________________ 

☐ is physically capable of participating in the above noted activities.

☐ is physically capable of participating in the above noted activities with restrictions as noted:

☐ is not physically capable of participating in the above noted activities.

ACCIDENT WAIVER AND RELEASE OF LIABILITY 

I acknowledge that the Washoe County Department of Juvenile Services department will use this Accident 

Waiver and Release of Liability (AWRL), and that it will govern my actions and responsibilities, and those of 

(minor’s name) _________________________ during participation in recreational activities offered as part of 

the rehabilitation program at Wittenberg Hall, 

I hereby waive, release and discharge from any and all liability for death, injury, disability and property damage 

occurring to (minor’s name) _______________________ during this activity.  I also agree to indemnify and 

hold harmless Washoe County Department of Juvenile Services department from any and all liability or claims 

made by others as a result, of (minor’s name) ____________________________ actions during this activity. 

Date: _________________   Parent/Guardian: _______________________________________________ 

Witness: _____________________________________ 
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HEALTH CONSENT 

Juvenile's Name:  

The health and welfare of your child is extremely important to us. A nurse practitioner and/or Registered Nurse 

is available to provide health care for your child while detained. Juvenile will receive a medical examination 

and health assessment while detained at Wittenberg Hall. This assessment may include, but not necessarily be 

limited to, a medical, dental, psychiatric history, medication management, laboratory and / or diagnostic tests.  

Additional testing may be administered to detect communicable diseases including tuberculosis.    

I hereby consent and authorize medical and dental treatment for  

(minor’s name) ________________________ which may be necessary in the event of injury, accident or illness 

while in the custody of Washoe County Juvenile Services, Such treatment may include, but not necessarily be 

limited to, physical examination, diagnostic testing and therapeutic treatment. This consent will remain in effect 

for one (1) year from the date of signature, including subsequent bookings into detention. 

Date:                 Parent/ Guardian:  

I HAVE FULLY READ THIS DOCUMENT AND I COMPLETELY UNDERSTAND ITS CONTENTS, I 

HAVE RECEIVED THE NOTICE OF PRIVACY PRACTICES. 

This consent will remain in effect for one (1) year from the date of signature, including subsequent bookings 

into detention, 

Date:   

Parent or Guardian's Signature 

Address of Parent or Guardian 

Relationship to Child Witness 
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WASHOE COUNTY 
JAN EVANS JUVENILE JUSTICE CENTER/WITTENBERG HALL 

PARENT/GUARDIAN ORIENTATION 

Jan Evans Juvenile Justice Center / Wittenberg Hall is a detention facility for the temporary holding of juveniles.  The 
Juvenile Court Master has detained your child.  As the parent/guardian of a juvenile, we feel it is important that juveniles 
have contact with you.  Please read the following rules regarding visitation and telephone calls.  Please let us know if you 
have any questions. 

VISITATION 
1. Parent/guardians are required to call and reserve a time for their visit during regular business hours, Monday-

Friday, 8 a.m. – 5 p.m. If a juvenile displays violent or improper behavior or if they are in CRR (Corrective Room
Restriction), their visit may be suspended.  Visiting is done in thirty (30) minute sessions available from late
morning through early evening.  Visitors must arrive for scheduled visits at least five minutes early to be properly
screened.  Late arrivals could force cancellation of the visit.

VISITATION HOURS: 

Monday thru Thursday business days: 
8:00 A.M. 9:00 A.M. 10:00 A.M. 11:00 A.M. 
4:00 P.M.  6:00 P.M. 7:00 P.M. 

Friday only: 
8:00 A.M. 9:00 A.M. 2:00 P.M. 3:00 P.M. 
4:00 P.M. 6:00 P.M. 7:00 P.M. 

Weekends and Holidays: 
9:00 A.M. 10:00 A.M. 11:00 A.M. 
1:00 P.M. 4:00 P.M. 6:00 P.M. 7:00 P.M. 

2. Each juvenile is allowed one visit every other day, which includes weekends, with authorized visitors only
(see 3 & 4 below).  Parent/Guardians must contact us at 325-7800 option 4, between the hours of 8 AM and 5
PM, Monday through Friday to schedule an appointment.  Appointments must be made at least one (1) day in
advance, but no more than one week in advance.  

3. All visitors must have official government photo identification.  (Ex: passport, driver’s license, state of Nevada
identification card.)  If you do not have proper identification, then the assigned Probation Officer will work with
detention to provide a picture or alternative ID that detention will keep on file for identification purposes.

4. Parents, stepparents, legal guardians, grandparents, and biological children are allowed to visit.  Visitors not
meeting these requirements will need to be pre-approved through the Probation Officer and/or Detention
Manager.  Decisions to allow additional visitors to the visiting list will be monitored closely and must be in the
best interest of the child/family.  Only four visitors will be allowed per visit.

5. Due to safety and security of the facility, all visitors must pass through a metal detector prior to visiting. If for any
reason a visitor is unable to safely pass through the metal detector the visitor will only be allowed to visit
Monday-Friday 8 a.m. to 5 p.m. (excluding holidays). In this case the visitor will need to have a proper search
conducted by our trained front lobby security officers. The metal detector is sensitive and it is recommended to
not wear any metal or wiring.  All Visitors will be given a second screening with a handheld Metal Detector prior
to being placed in the visitation room.  Visitors may not pass or give anything to juveniles detained in this facility.
No purses, drinks, food, or any other items are permitted into the visiting area.  This includes any gifts or mail;
these must go through Detention staff.  All detained juveniles are searched at the conclusion of visits and if
contraband is found, future visitation may be suspended or will be in a non-contact visiting room.
10-2021/AMS
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6. Visitors may not remove anything from Jan Evans Juvenile Justice Center / Wittenberg Hall without consent of
the supervisor on duty.  This includes mail, which must go through Detention staff.

7. Juveniles will be permitted to receive visits from clergy of their respective faiths. You may call your minister,
priest or rabbi as needed and may visit with them as needed during designated visiting times.  Clergy must present
ID and have approval from the assigned Probation Officer before visiting.

8. All visits are subject to monitoring by staff and may be recorded by Jan Evans Juvenile Justice Center /
Wittenberg Hall with the exception of Attorney or Clergy visits, and are to occur at a place designated by staff.  In
the event you would like to terminate your visit early or are having problems, please press the call button located
in the visiting room.  A visit may be terminated at any time at the discretion of the Supervisor on duty.

9. Persons who have been drinking, or are under the influence of alcohol or drugs, and persons whose behavior is
errant or belligerent will be denied the privilege of visiting.

10. It may be required that a visitor consent to a reasonable and proper search or examination under circumstances
where is it reasonably suspected that contraband may be passed.

11. No visitors are allowed to use any tobacco products during the visit or in the Jan Evans Juvenile Justice Center /
Wittenberg Hall.

12. Visitors who break these rules will have their visiting privileges suspended and/or revoked.

JUVENILE’S TELEPHONE CALLS: 

1. Juveniles may have two free telephone calls upon being detained. Additional telephone calls will be allowed
every day thereafter depending on the juvenile’s behavior using the collect call system.  If you are having
problems connecting, you can call the call provider at 1-888-729-4326.

2. A detained juvenile may earn two 10-minute department paid telephone calls to parent/guardian nightly by
maintaining teal status in the “Incentive Based Program.”

3. Detained juveniles are allowed only to talk with parents, stepparents, guardians, grandparents and biological
children during their calls.  Other adults may be approved by the assigned Probation Officer. Participating or
allowing your juvenile to talk to non-approved individuals (i.e., 3 way calls) will result in suspension of phone
privileges.

4. All calls will be placed using the collect call system only.

5. Juveniles are permitted to make telephone calls to and from their Attorney, Clergy, Caseworker, C.A.S.A.
Worker, and Employer as long as they are of reasonable duration and time of day as determined by staff.

6. Any infractions of these rules will be grounds for suspension of telephone privileges.

7. Please be aware that all telephone calls are recorded and may be subject to review.

GENERAL MAIL: 
Correspondence between juveniles and persons outside the Detention Center is encouraged for the purpose of 
maintaining family ties and other positive contacts in the community. 

INCOMING OR OUTGOING general mail will be spot checked, inspected, or read, and then may be 
reproduced or withheld from delivery, in whole or in part, if it presents a threat to security, safety within the 
facility, if there is a no contact order from the court or presents as a violation of probation terms. 
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1. All mail sent out and received in the facility must be on a post card, no larger than 5x7.  For all
juveniles in Jan Evans a post card will be provided with the Jan Evans return address located on the top
left corner.

2. Postcards must have a complete address and contain the juvenile’s name that is sending/receiving the letter.
3. The first and last name of the person sending the mail to the juvenile must be clearly written on the postcard.

If it is not clearly written it will not be given to the youth.
Example of Postcard 

4. There is to be no drawings or pictures on incoming or
outgoing mail.

5. Letter writing will take place during designated times daily.
6. Mail will be distributed once daily, Monday thru Friday.

PRIVILEGED MAIL:   

OUTGOING PRIVILEGED MAIL-The following are requirements for processing outgoing privileged mail:

1. All mail must be addressed to a person or persons that meet the guidelines for privileged correspondent. (i.e.:
attorney, courts, probation/parole officers, administrators of the grievance system)

2. The juvenile’s name and this facility’s return address must be included on the return address which appears
on the outside of the envelope.

3. The word “confidential” must be included on the face of the envelope, otherwise the mail will be processed
as general correspondence or it may be returned to the juvenile if it cannot be processed as general
correspondence.
The juvenile must seal all envelopes prior to submitting them for mailing; improperly sealed envelopes
designated as privileged correspondence will be returned to the juvenile.

INCOMING PRIVILEGED MAIL:

1. Opening of mail-Incoming privileged mail may be opened only in the presence of the juvenile to whom it is
addressed to inspect for contraband, to verify the identity of the sender, and to determine that nothing other
than legal or official matter is enclosed.

2. Correspondence shall be treated as privileged correspondence only if the name, official status and address of
the sender appear on the envelope.

FACILITY WAIVERS:

Please attempt to fill out all waivers completely, as these enhance our department’s ability to provide as much
service to your child as possible when they are detained with us.  These waivers allow your child to participate in
supervised recreation programs, receive medical treatment from our facility medical staff, as well as receive
school and personal counseling services from our department mental health staff.  These services are provided
without any additional charges to your family as long as waivers are filled out completely and signed.  If waivers
are not completed, your child may have to be seen by an outside source for which you may be financially
responsible.

PLEASE REMEMBER THAT JAN EVANS JUVENILE JUSTICE CENTER / 
WITTENBERG HALL IS A SECURE JUVENILE FACILITY AND THAT ALL 

RULES APPLY TO RESIDENTS AND VISITORS ALIKE. 

OUR ULTIMATE CONCERN IS FOR THE SAFETY AND SECURITY OF ALL. 

IF YOU HAVE ANY QUESTIONS, PLEASE ASK US OR CONTACT YOUR 
ASSIGNED PROBATION OFFICER. 

Name of Sender 

Address 

Washoe County Juvenile Services
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Jan Evans Detention Center 
Notice of Juvenile Rights 

All youth placed in the care and custody of this facility have the right: 

1. To receive information concerning his or her rights.

2. To be treated with basic human dignity and respect, without intentional infliction of humiliation.

3. To have fair and equal access to services, placement, care, treatment and benefits.

4. To a program of education that meets the requirements of law and is appropriate for the developmental maturity of the
child.

5. To receive adequate, healthy, and appropriate food.

6. To receive adequate, appropriate, and accessible basic necessities, including, without limitation, shelter, clean clothing
and personal hygiene products and facilities.

7. To have access to necessary medical and behavioral health care services, including, without limitation:

a. Dental, vision and mental health services.
b. Medical and psychological screening, assessment, and testing; and
c. Referral to and receipt of medical, emotional, psychological, or psychiatric evaluation and treatment as soon as

practicable after the need for such services has been identified.

8. To be free from:

a. Abuse or neglect, as defined in NRS 432B.020.
b. Corporal punishment, as defined in NRS 388.478, except the reasonable use of force that is necessary to preserve

the order, security or safety of the child, the public, the staff of the detention facility or other children who are
detained in the detention facility.

c. The administration of psychotropic medication unless the administration is consistent with the policies established
pursuant to this Act.

d. Discrimination or harassment on the basis of his or her actual or perceived race, ethnicity, ancestry, national origin,
color, religion, sex, sexual orientation, gender identity or expression, mental or physical disability or exposure to
any communicable disease.

e. The deprivation of food, sleep, exercise, education, pillows, blankets, or personal hygiene products as a form of
punishment or discipline.

f. Being restricted from a daily shower, clean clothing, drinking water, a toilet or reading materials relating to the
education or detention of the child as a form of punishment or discipline.

9. To have reasonable access and accommodations to participate in religious services of his or her choice when reasonably
available on the premises of the detention facility or to refuse to participate in religious service.
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10. To communicate with other persons, including, without limitation, the right:

a) To have regular contact through visits, telephone calls and mail with:
1. Biological children.
2. Parents.
3. Guardians.
4. Attorneys; and
5. Other adults with whom the child has established a familial or mentoring relationship, including, without

limitation, clergy, caseworkers, teachers, mentors, and other persons, upon approval of the detention facility.

b) To communicate confidentially with:
1. Any agency which provides child welfare services to the child concerning his or her care.
2. Attorneys, legal services organizations and their employees and staff.
3. Ombudspersons and other advocates.
4. Members of the clergy; and
5. Holders of public office and people who work at a state or federal court.

Except as otherwise provided by specific statute, a communication made pursuant to this paragraph is not a privileged 
communication and may be recorded. 
c) To report any alleged violation of his or her rights pursuant to this act without being threatened or punished.

11. To participate, in person, by telephone or by videoconference, in all court hearings pertaining to the circumstances which
led to the detention of the child.

** Jan Evans Juvenile Justice Center staff may impose reasonable restrictions on the time, place and manner in 
which a child may exercise his or her rights if such restrictions are necessary to preserve the order, security or safety 
of the child, the public, the staff of the detention facility or other children who are detained in the detention facility. 

***If a youth believes that any of his or her rights have been violated, the child may raise and redress a grievance 
through a member of the staff of the facility, a probation officer or parole officer, or an agency which provides child 
welfare services to the child, a juvenile court with jurisdiction over the child, a guardian, an attorney or the DCFS. 
(AB 180 Section 8) 

All youth will receive the juvenile rights upon admission into the facility.  The rights will also be posted inside the 
detention facility.  To the best of our ability, parents/guardians will be given a copy of the rights form while their 
child is detained.  

10-2021/AMS 14



Washoe County Department of Juvenile Services 
Understanding Your Health Record/Information 

Each time you visit a hospital, physician, or other healthcare provider, a record of your visit is made.  Most of the time, 
this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care.  This 
information, often called your health or medical record, is used: 
• To plan your care and treatment
• To communicate among the many health professionals who help with your care
• As a legal document describing the care you received
• So you and your insurance company can prove services billed were actually provided
• As a tool to educate health professionals
• As a source of information for medical research without your name or identifying information
• As a source of information for public health officials to improve the health of our community
• As a source of information for program planning without your name or identifying information
• For routine health business such as ensuring your care was provided in a safe and quality manner
• To help you understand what is in your record and how your health information is used to help you:
 make sure it is correct
 better understand who, what, when, where, and why others may use your health information
 make decisions on how you share your medical information

Your Health Information Rights 

You have the following rights regarding medical information we maintain about you: 

1. Right to Inspect and Copy.
You have the right to inspect and copy medical information that may be used to make decisions about your care.  This
includes medical and billing records.
To inspect and copy medical information, you must submit your request in writing to our Privacy Officer at the address
listed in this notice.  If you request a copy of the information, we may charge a fee for the costs of copying.
We may deny your request to inspect and copy in certain very limited circumstances.  If you are denied access to medical
information, you may request that the denial be reviewed.  Another licensed health care professional chosen by the
Washoe County Department of Juvenile Services will review your request and the denial.  The person conducting the
review will not be the person who denied your request.  We will comply with the outcome of the review.

2. Right to Amend.
If you feel that medical information, we have about you is incorrect or incomplete, you may ask us to amend the
information by filling out the “Request for Correction/Amendment of Health Information” form and submit it to our
Privacy Officer. When submitting a request in writing by mail, you must provide a reason that supports your request. You
have the right to request an amendment for as long as the information is kept.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In 
addition, we may deny your request if you ask us to amend information that: 
• Was not created by us, unless the person or entity that created the information is no longer available to make the

amendment.
• Is not part of the medical information kept by the provider.
• Is not part of the information which you would be permitted to inspect and copy, or
• Is accurate and complete.

3. Right to a Report of Disclosures.
You have the right to request a “report of disclosures.”  This is a list of the disclosures we made of medical information
about you.  This report will not include any routine disclosures including those made to you or prior to your authorization,
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those made for treatment, payment and operations purposes as discussed in this document, those made for national 
security and intelligence purposes, those made to correctional institutions, and those made to law enforcement in 
compliance with the law. 

To request this list or report of disclosures you must fill out a “Request for Report of Disclosures” form and submit your 
request to our Privacy Officer.  When submitting your request in writing, by mail, you must state a time period that may 
not be longer than six years and may not include dates before April 14, 2003.  Your request should indicate in what form 
you want the report, such as on paper or electronically. The first report you request within a 12-month period will be free. 
For additional reports we may charge you for the costs of providing the report.  We will notify you of the cost involved 
and you may choose to withdraw or modify your request at that time before any costs are incurred. 

4. Right to Request Restrictions.
You have the right to request a restriction or limitation on the medical information we use or disclose about you for
treatment, payment or health care operations.  You also have the right to request a limit on the medical information we
disclose about you to someone who is involved in your care or the payment for your care, like a family member or friend.

We are not required to agree to your request.  If we do agree, we will comply with your request unless the information is 
needed to provide you emergency treatment.  

To request restrictions, you must make your request by filling out a “Request to Restrict/Limit Use or Disclosure of 
Health Information” and submit to our Privacy Officer.  When submitting a request in writing, by mail, you must tell us: 
• What information you want to limit.
• Whether you want to limit our use, disclosure, or both; and
• To whom you want the limits to apply.

5. Right to Request Confidential Communications.
You have the right to request that we communicate with you about medical matters in a certain way or at a certain
location.  For example, you can ask that we only contact you at work or by mail.

To request confidential communications, you must make your request in writing to our Privacy Officer.  We will not ask 
you the reason for your request.  We will accommodate all reasonable requests.  Your request must specify how or where 
you wish to be contacted.  If complying with your request entails additional expense over our usual means of 
communication, we may ask that you reimburse us for those expenses. 

6. Right to a Paper Copy of This Notice.
You have the right to a paper copy of this notice at any time.  Even if you have agreed to receive this notice electronically,
you are still entitled to a paper copy.  To obtain a paper copy of this notice, please request one from our Privacy Officer.

Our Responsibilities 

This organization is required to: 
• Keep your health information private
• Give you this Notice about our legal duties and how we collect and keep your information private
• Follow the rules of this Notice
• Tell you if we are unable to agree to the limits you have asked for
• Have your health information given to you, faxed, or mailed to another location
• Train our personnel concerning privacy and confidentiality

We reserve the right to change how we keep your health information private.  If we change how we keep your health 
information private, we will mail a revised Notice to the address you've given us. 

We will not use or share your health information without your permission, except as explained in this Notice. 

10-2021/AMS 16



If you have questions and would like more information, you may call or write:  
Privacy Officer 
Washoe County Department of Juvenile Services 
650 Ferrari McLeod Blvd. 
Reno, NV  89512 
775-325-7800

If you think that your health information has not been kept private, you can file a complaint with the Juvenile Services 
Privacy Officer or with the Secretary of Health and Human Services.  No one will be angry if a complaint is filed. 
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VACCINE INFORMATION STATEMENT

Many vaccine information statements are 
available in Spanish and other languages. 
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

1. Why get vaccinated?

Influenza vaccine can prevent influenza (flu).

Flu is a contagious disease that spreads around the 
United States every year, usually between October 
and May. Anyone can get the flu, but it is more 
dangerous for some people. Infants and young 
children, people 65 years and older, pregnant people, 
and people with certain health conditions or a 
weakened immune system are at greatest risk of flu 
complications.

Pneumonia, bronchitis, sinus infections, and ear 
infections are examples of flu-related complications. 
If you have a medical condition, such as heart 
disease, cancer, or diabetes, flu can make it worse.

Flu can cause fever and chills, sore throat, muscle 
aches, fatigue, cough, headache, and runny or stuffy 
nose. Some people may have vomiting and diarrhea, 
though this is more common in children than adults.

In an average year, thousands of people in the 
United States die from flu, and many more are 
hospitalized. Flu vaccine prevents millions of 
illnesses and flu-related visits to the doctor each year.

2. Influenza vaccines

CDC recommends everyone 6 months and older 
get vaccinated every flu season. Children 6 months 
through 8 years of age may need 2 doses during a 
single flu season. Everyone else needs only 1 dose 
each flu season.

It takes about 2 weeks for protection to develop 
after vaccination.

There are many flu viruses, and they are always 
changing. Each year a new flu vaccine is made to 
protect against the influenza viruses believed to be 
likely to cause disease in the upcoming flu season. 

Even when the vaccine doesn’t exactly match these 
viruses, it may still provide some protection.

Influenza vaccine does not cause flu.

Influenza vaccine may be given at the same time as 
other vaccines.

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous 
dose of influenza vaccine, or has any severe, life-
threatening allergies

 � Has ever had Guillain-Barré Syndrome (also 
called “GBS”)

In some cases, your health care provider may decide 
to postpone influenza vaccination until a future visit.

Influenza vaccine can be administered at any 
time during pregnancy. People who are or will be 
pregnant during influenza season should receive 
inactivated influenza vaccine.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
influenza vaccine.

Your health care provider can give you more 
information.

Influenza (Flu) Vaccine (Inactivated or 
Recombinant): What you need to know

http://www.immunize.org/vis
http://www.immunize.org/vis
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Inactivated Influenza Vaccine

4. Risks of a vaccine reaction

 � Soreness, redness, and swelling where the shot 
is given, fever, muscle aches, and headache can 
happen after influenza vaccination.

 � There may be a very small increased risk of 
Guillain-Barré Syndrome (GBS) after inactivated 
influenza vaccine (the flu shot).

Young children who get the flu shot along with 
pneumococcal vaccine (PCV13) and/or DTaP 
vaccine at the same time might be slightly more 
likely to have a seizure caused by fever. Tell your 
health care provider if a child who is getting flu 
vaccine has ever had a seizure.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/flu.

http://www.hrsa.gov/vaccinecompensation
https://www.fda.gov/vaccines-blood-biologics/vaccines


VACCINE INFORMATION STATEMENT

Many vaccine information statements are 
available in Spanish and other languages. 
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

1. Why get vaccinated?

Meningococcal ACWY vaccine can help protect 
against meningococcal disease caused by serogroups 
A, C, W, and Y. A different meningococcal vaccine is 
available that can help protect against serogroup B.

Meningococcal disease can cause meningitis 
(infection of the lining of the brain and spinal cord) 
and infections of the blood. Even when it is treated, 
meningococcal disease kills 10 to 15 infected people 
out of 100. And of those who survive, about 10 to 
20 out of every 100 will suffer disabilities such as 
hearing loss, brain damage, kidney damage, loss 
of limbs, nervous system problems, or severe scars 
from skin grafts.

Meningococcal disease is rare and has declined in 
the United States since the 1990s. However, it is a 
severe disease with a significant risk of death or 
lasting disabilities in people who get it.

Anyone can get meningococcal disease. Certain 
people are at increased risk, including:
 � Infants younger than one year old
 � Adolescents and young adults 16 through  
23 years old

 � People with certain medical conditions that affect 
the immune system

 � Microbiologists who routinely work with isolates 
of N. meningitidis, the bacteria that cause 
meningococcal disease

 � People at risk because of an outbreak in their 
community

2. Meningococcal ACWY vaccine

Adolescents need 2 doses of a meningococcal 
ACWY vaccine:
 � First dose: 11 or 12 year of age
 � Second (booster) dose: 16 years of age

In addition to routine vaccination for adolescents, 
meningococcal ACWY vaccine is also recommended 
for certain groups of people:
 � People at risk because of a serogroup A, C, W, or 
Y meningococcal disease outbreak

 � People with HIV
 � Anyone whose spleen is damaged or has been 
removed, including people with sickle cell disease

 � Anyone with a rare immune system condition 
called “complement component deficiency”

 � Anyone taking a type of drug called a “complement 
inhibitor,” such as eculizumab (also called 
“Soliris”®) or ravulizumab (also called “Ultomiris”®)

 � Microbiologists who routinely work with isolates  
of N. meningitidis

 � Anyone traveling to or living in a part of the world 
where meningococcal disease is common, such as 
parts of Africa

 � College freshmen living in residence halls who 
have not been completely vaccinated with 
meningococcal ACWY vaccine

 � U.S. military recruits

Meningococcal ACWY Vaccine:
What You Need to Know

http://www.immunize.org/vis
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Meningococcal ACWY Vaccine

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous dose 
of meningococcal ACWY vaccine, or has any 
severe, life-threatening allergies

In some cases, your health care provider may decide 
to postpone meningococcal ACWY vaccination until 
a future visit.

There is limited information on the risks of this 
vaccine for pregnant or breastfeeding people, but 
no safety concerns have been identified. A pregnant 
or breastfeeding person should be vaccinated if 
indicated.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
meningococcal ACWY vaccine.

Your health care provider can give you more 
information.

4. Risks of a vaccine reaction

 � Redness or soreness where the shot is given can 
happen after meningococcal ACWY vaccination.

 � A small percentage of people who receive 
meningococcal ACWY vaccine experience muscle 
pain, headache, or tiredness.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.

http://www.hrsa.gov/vaccinecompensation
https://www.fda.gov/vaccines-blood-biologics/vaccines
https://www.cdc.gov/vaccines
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1. Why get vaccinated?

Varicella vaccine can prevent varicella.

Varicella, also called “chickenpox,” causes an itchy 
rash that usually lasts about a week. It can also cause 
fever, tiredness, loss of appetite, and headache. It can 
lead to skin infections, pneumonia, inflammation of 
the blood vessels, swelling of the brain and/or spinal 
cord covering, and infections of the bloodstream, 
bone, or joints. Some people who get chickenpox 
get a painful rash called “shingles” (also known as 
herpes zoster) years later.

Chickenpox is usually mild, but it can be serious 
in infants under 12 months of age, adolescents, 
adults, pregnant people, and people with a weakened 
immune system. Some people get so sick that they 
need to be hospitalized. It doesn’t happen often, but 
people can die from chickenpox.

Most people who are vaccinated with 2 doses of 
varicella vaccine will be protected for life.

2. Varicella vaccine

Children need 2 doses of varicella vaccine, usually:
 � First dose: age 12 through 15 months
 � Second dose: age 4 through 6 years

Older children, adolescents, and adults also need 
2 doses of varicella vaccine if they are not already 
immune to chickenpox.

Varicella vaccine may be given at the same time as 
other vaccines. Also, a child between 12 months 
and 12 years of age might receive varicella vaccine 
together with MMR (measles, mumps, and rubella) 
vaccine in a single shot, known as MMRV. Your 
health care provider can give you more information.

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous 
dose of varicella vaccine, or has any severe, life-
threatening allergies

 � Is pregnant or thinks they might be pregnant—
pregnant people should not get varicella vaccine

 � Has a weakened immune system, or has a parent, 
brother, or sister with a history of hereditary or 
congenital immune system problems

 � Is taking salicylates (such as aspirin)
 � Has recently had a blood transfusion or received 
other blood products

 � Has tuberculosis
 � Has gotten any other vaccines in the past 4 weeks

In some cases, your health care provider may decide 
to postpone varicella vaccination until a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
varicella vaccine.

Your health care provider can give you more 
information.

Varicella (Chickenpox) Vaccine:
What You Need to Know
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4. Risks of a vaccine reaction

 � Sore arm from the injection, redness or rash where 
the shot is given, or fever can happen after varicella 
vaccination.

 � More serious reactions happen very rarely. These 
can include pneumonia, infection of the brain and/
or spinal cord covering, or seizures that are often 
associated with fever.

 � In people with serious immune system problems, 
this vaccine may cause an infection that may be 
life-threatening. People with serious immune 
system problems should not get varicella vaccine.

It is possible for a vaccinated person to develop a 
rash. If this happens, the varicella vaccine virus 
could be spread to an unprotected person. Anyone 
who gets a rash should stay away from infants and 
people with a weakened immune system until the 
rash goes away. Talk with your health care provider 
to learn more.

Some people who are vaccinated against chickenpox 
get shingles (herpes zoster) years later. This is much 
less common after vaccination than after chickenpox 
disease.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.

http://www.hrsa.gov/vaccinecompensation
https://www.fda.gov/vaccines-blood-biologics/vaccines
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MMR Vaccine (Measles, Mumps, and 
Rubella): What You Need to Know

1. Why get vaccinated?

MMR vaccine can prevent measles, mumps,  
and rubella.
 � MEASLES (M) causes fever, cough, runny nose, 
and red, watery eyes, commonly followed by a rash 
that covers the whole body. It can lead to seizures 
(often associated with fever), ear infections, 
diarrhea, and pneumonia. Rarely, measles can 
cause brain damage or death.

 � MUMPS (M) causes fever, headache, muscle 
aches, tiredness, loss of appetite, and swollen and 
tender salivary glands under the ears. It can lead to 
deafness, swelling of the brain and/or spinal cord 
covering, painful swelling of the testicles or ovaries, 
and, very rarely, death.

 � RUBELLA (R) causes fever, sore throat, rash, 
headache, and eye irritation. It can cause arthritis 
in up to half of teenage and adult women. If a 
person gets rubella while they are pregnant, they 
could have a miscarriage or the baby could be born 
with serious birth defects.

Most people who are vaccinated with MMR will 
be protected for life. Vaccines and high rates of 
vaccination have made these diseases much less 
common in the United States.

2. MMR vaccine

Children need 2 doses of MMR vaccine, usually:
 � First dose at age 12 through 15 months
 � Second dose at age 4 through 6 years

Infants who will be traveling outside the United 
States when they are between 6 and 11 months of 
age should get a dose of MMR vaccine before travel. 
These children should still get 2 additional doses at 
the recommended ages for long-lasting protection.

Older children, adolescents, and adults also need 
1 or 2 doses of MMR vaccine if they are not already 

immune to measles, mumps, and rubella. Your 
health care provider can help you determine how 
many doses you need.

A third dose of MMR might be recommended for 
certain people in mumps outbreak situations.

MMR vaccine may be given at the same time as 
other vaccines. Children 12 months through 12 years 
of age might receive MMR vaccine together with 
varicella vaccine in a single shot, known as MMRV. 
Your health care provider can give you more 
information.

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous dose 
of MMR or MMRV vaccine, or has any severe, 
life-threatening allergies

 � Is pregnant or thinks they might be pregnant—
pregnant people should not get MMR vaccine

 � Has a weakened immune system, or has a parent, 
brother, or sister with a history of hereditary or 
congenital immune system problems

 � Has ever had a condition that makes him or her 
bruise or bleed easily

 � Has recently had a blood transfusion or received 
other blood products

 � Has tuberculosis
 � Has gotten any other vaccines in the past 4 weeks

In some cases, your health care provider may decide 
to postpone MMR vaccination until a future visit.
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People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
MMR vaccine.

Your health care provider can give you more 
information.

4. Risks of a vaccine reaction

 � Sore arm from the injection or redness where the 
shot is given, fever, and a mild rash can happen 
after MMR vaccination.

 � Swelling of the glands in the cheeks or neck or 
temporary pain and stiffness in the joints (mostly 
in teenage or adult women) sometimes occur after 
MMR vaccination.

 � More serious reactions happen rarely. These can 
include seizures (often associated with fever) 
or temporary low platelet count that can cause 
unusual bleeding or bruising.

 � In people with serious immune system problems, 
this vaccine may cause an infection that may be 
life-threatening. People with serious immune 
system problems should not get MMR vaccine.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.
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Tdap (Tetanus, Diphtheria, Pertussis) 
Vaccine: What You Need to Know

1. Why get vaccinated?

Tdap vaccine can prevent tetanus, diphtheria, 
and pertussis.

Diphtheria and pertussis spread from person  
to person. Tetanus enters the body through cuts 
or wounds.
 � TETANUS (T) causes painful stiffening of the 
muscles. Tetanus can lead to serious health 
problems, including being unable to open the 
mouth, having trouble swallowing and breathing, 
or death.

 � DIPHTHERIA (D) can lead to difficulty breathing, 
heart failure, paralysis, or death.

 � PERTUSSIS (aP), also known as “whooping 
cough,” can cause uncontrollable, violent coughing 
that makes it hard to breathe, eat, or drink. 
Pertussis can be extremely serious especially in 
babies and young children, causing pneumonia, 
convulsions, brain damage, or death. In teens and 
adults, it can cause weight loss, loss of bladder 
control, passing out, and rib fractures from severe 
coughing.

2. Tdap vaccine

Tdap is only for children 7 years and older, 
adolescents, and adults.

Adolescents should receive a single dose of Tdap, 
preferably at age 11 or 12 years.

Pregnant people should get a dose of Tdap during 
every pregnancy, preferably during the early part of 
the third trimester, to help protect the newborn from 
pertussis. Infants are most at risk for severe, life-
threatening complications from pertussis.

Adults who have never received Tdap should get a 
dose of Tdap.

Also, adults should receive a booster dose of  
either Tdap or Td (a different vaccine that protects 
against tetanus and diphtheria but not pertussis) 
every 10 years, or after 5 years in the case of a severe 
or dirty wound or burn.

Tdap may be given at the same time as other 
vaccines.

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous 
dose of any vaccine that protects against tetanus, 
diphtheria, or pertussis, or has any severe, life-
threatening allergies

 � Has had a coma, decreased level of consciousness, 
or prolonged seizures within 7 days after a 
previous dose of any pertussis vaccine (DTP, 
DTaP, or Tdap)

 � Has seizures or another nervous system problem
 � Has ever had Guillain-Barré Syndrome (also 
called “GBS”)

 � Has had severe pain or swelling after a previous 
dose of any vaccine that protects against tetanus 
or diphtheria

In some cases, your health care provider may decide 
to postpone Tdap vaccination until a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
Tdap vaccine.

Your health care provider can give you more 
information.
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Tdap (Tetanus, Diphtheria, Pertussis) Vaccine

4. Risks of a vaccine reaction

 � Pain, redness, or swelling where the shot was given, 
mild fever, headache, feeling tired, and nausea, 
vomiting, diarrhea, or stomachache sometimes 
happen after Tdap vaccination.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.
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1. Why get vaccinated?

HPV (human papillomavirus) vaccine can prevent 
infection with some types of human papillomavirus.

HPV infections can cause certain types of cancers, 
including:
 � cervical, vaginal, and vulvar cancers in women
 � penile cancer in men
 � anal cancers in both men and women
 � cancers of tonsils, base of tongue, and back of 
throat (oropharyngeal cancer) in both men 
and women

HPV infections can also cause anogenital warts.

HPV vaccine can prevent over 90% of cancers caused 
by HPV.

HPV is spread through intimate skin-to-skin or 
sexual contact. HPV infections are so common that 
nearly all people will get at least one type of HPV 
at some time in their lives. Most HPV infections go 
away on their own within 2 years. But sometimes 
HPV infections will last longer and can cause 
cancers later in life.

2. HPV vaccine

HPV vaccine is routinely recommended for 
adolescents at 11 or 12 years of age to ensure they are 
protected before they are exposed to the virus. HPV 
vaccine may be given beginning at age 9 years and 
vaccination is recommended for everyone through 
26 years of age.

HPV vaccine may be given to adults 27 through 
45 years of age, based on discussions between the 
patient and health care provider.

Most children who get the first dose before 15 years 
of age need 2 doses of HPV vaccine. People who 
get the first dose at or after 15 years of age and 
younger people with certain immunocompromising 
conditions need 3 doses. Your health care provider 
can give you more information.

HPV vaccine may be given at the same time as 
other vaccines.

3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous 
dose of HPV vaccine, or has any severe, life-
threatening allergies

 � Is pregnant—HPV vaccine is not recommended 
until after pregnancy

In some cases, your health care provider may decide 
to postpone HPV vaccination until a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
HPV vaccine.

Your health care provider can give you more 
information.

HPV (Human Papillomavirus) Vaccine: 
What You Need to Know
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4. Risks of a vaccine reaction

 � Soreness, redness, or swelling where the shot 
is given can happen after HPV vaccination.

 � Fever or headache can happen after HPV 
vaccination.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.

http://www.hrsa.gov/vaccinecompensation
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Polio Vaccine:
What You Need to Know

1. Why get vaccinated?

Polio vaccine can prevent polio.

Polio (or poliomyelitis) is a disabling and life-
threatening disease caused by poliovirus, which can 
infect a person’s spinal cord, leading to paralysis.

Most people infected with poliovirus have no 
symptoms, and many recover without complications. 
Some people will experience sore throat, fever, 
tiredness, nausea, headache, or stomach pain.

A smaller group of people will develop more serious 
symptoms that affect the brain and spinal cord:
 � Paresthesia (feeling of pins and needles in the legs),
 � Meningitis (infection of the covering of the spinal 
cord and/or brain), or

 � Paralysis (can’t move parts of the body) or 
weakness in the arms, legs, or both.

Paralysis is the most severe symptom associated 
with polio because it can lead to permanent 
disability and death.

Improvements in limb paralysis can occur, but in 
some people new muscle pain and weakness may 
develop 15 to 40 years later. This is called “post-polio 
syndrome.”

Polio has been eliminated from the United States, 
but it still occurs in other parts of the world. The best 
way to protect yourself and keep the United States 
polio-free is to maintain high immunity (protection) 
in the population against polio through vaccination.

2. Polio vaccine

Children should usually get 4 doses of polio vaccine 
at ages 2 months, 4 months, 6–18 months, and 
4–6 years.

Most adults do not need polio vaccine because they 
were already vaccinated against polio as children. 
Some adults are at higher risk and should consider 
polio vaccination, including:
 � People traveling to certain parts of the world
 � Laboratory workers who might handle poliovirus
 � Health care workers treating patients who could 
have polio

 � Unvaccinated people whose children will be 
receiving oral poliovirus vaccine (for example, 
international adoptees or refugees)

Polio vaccine may be given as a stand-alone vaccine, 
or as part of a combination vaccine (a type of vaccine 
that combines more than one vaccine together into 
one shot).

Polio vaccine may be given at the same time as 
other vaccines.
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3.  Talk with your health
care provider

Tell your vaccination provider if the person getting 
the vaccine:
 � Has had an allergic reaction after a previous 
dose of polio vaccine, or has any severe, life-
threatening allergies

In some cases, your health care provider may decide 
to postpone polio vaccination until a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
polio vaccine.

Not much is known about the risks of this vaccine 
for pregnant or breastfeeding people. However, 
polio vaccine can be given if a pregnant person is at 
increased risk for infection and requires immediate 
protection.

Your health care provider can give you more 
information.

4. Risks of a vaccine reaction

 � A sore spot with redness, swelling, or pain 
where the shot is given can happen after polio 
vaccination.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5.  What if there is a serious
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6.  The National Vaccine Injury
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines.
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1 Why get vaccinated?

Hepatitis A vaccine can prevent hepatitis A.

Hepatitis A is a serious liver disease. It is usually 
spread through close personal contact with an 
infected person or when a person unknowingly 
ingests the virus from objects, food, or drinks that 
are contaminated by small amounts of stool (poop) 
from an infected person.

Most adults with hepatitis A have symptoms, 
including fatigue, low appetite, stomach pain, 
nausea, and jaundice (yellow skin or eyes, dark urine, 
light colored bowel movements). Most children less 
than 6 years of age do not have symptoms.

A person infected with hepatitis A can transmit the 
disease to other people even if he or she does not 
have any symptoms of the disease.

Most people who get hepatitis A feel sick for several 
weeks, but they usually recover completely and do 
not have lasting liver damage. In rare cases, hepatitis 
A can cause liver failure and death; this is more 
common in people older than 50 and in people with 
other liver diseases.

Hepatitis A vaccine has made this disease much less 
common in the United States. However, outbreaks of 
hepatitis A among unvaccinated people still happen.

2 Hepatitis A vaccine

Children need 2 doses of hepatitis A vaccine:
 � First dose: 12 through 23 months of age
 � Second dose: at least 6 months after the first dose

Older children and adolescents 2 through 18 years 
of age who were not vaccinated previously should  
be vaccinated. 

Adults who were not vaccinated previously and  
want to be protected against hepatitis A can also 
get the vaccine.

Hepatitis A vaccine is recommended for the 
following people:
 � All children aged 12–23 months
 � Unvaccinated children and adolescents aged 
2–18 years

 � International travelers
 � Men who have sex with men
 � People who use injection or non-injection drugs
 � People who have occupational risk for infection
 � People who anticipate close contact with an 
international adoptee

 � People experiencing homelessness
 � People with HIV
 � People with chronic liver disease
 � Any person wishing to obtain immunity 
(protection)

In addition, a person who has not previously 
received hepatitis A vaccine and who has direct 
contact with someone with hepatitis A should get 
hepatitis A vaccine within 2 weeks after exposure. 

Hepatitis A vaccine may be given at the same time as 
other vaccines.

 3  Talk with your health 
care provider

Tell your vaccine provider if the person getting the 
vaccine:
 � Has had an allergic reaction after a previous dose 
of hepatitis A vaccine, or has any severe, life-
threatening allergies.

In some cases, your health care provider may decide 
to postpone hepatitis A vaccination to a future visit.

Hepatitis A Vaccine:
What You Need to Know
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People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
hepatitis A vaccine.

Your health care provider can give you more 
information.

4 Risks of a vaccine reaction

 � Soreness or redness where the shot is given, fever, 
headache, tiredness, or loss of appetite can happen 
after hepatitis A vaccine.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5  What if there is a serious 
problem?

An allergic reaction could occur after the vaccinated 
person leaves the clinic. If you see signs of a 
severe allergic reaction (hives, swelling of the face 
and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff do not 
give medical advice.

6  The National Vaccine Injury 
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured  
by certain vaccines. Visit the VICP website at  
www.hrsa.gov/vaccinecompensation or call  
1-800-338-2382 to learn about the program and
about filing a claim. There is a time limit to file a
claim for compensation.

7 How can I learn more?

 � Ask your health care provider.
 � Call your local or state health department.
 � Contact the Centers for Disease Control  
and Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s website at www.cdc.gov/vaccines

Vaccine Information Statement (Interim)

Hepatitis A Vaccine
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Hepatitis B Vaccine:
What You Need to Know

1 Why get vaccinated?

Hepatitis B vaccine can prevent hepatitis B. 
Hepatitis B is a liver disease that can cause mild 
illness lasting a few weeks, or it can lead to a serious, 
lifelong illness.
 � Acute hepatitis B infection is a short-term illness 
that can lead to fever, fatigue, loss of appetite, 
nausea, vomiting, jaundice (yellow skin or eyes, 
dark urine, clay-colored bowel movements), and 
pain in the muscles, joints, and stomach.

 � Chronic hepatitis B infection is a long-term 
illness that occurs when the hepatitis B virus 
remains in a person’s body. Most people who go 
on to develop chronic hepatitis B do not have 
symptoms, but it is still very serious and can lead 
to liver damage (cirrhosis), liver cancer, and death. 
Chronically-infected people can spread hepatitis B 
virus to others, even if they do not feel or look sick 
themselves.

Hepatitis B is spread when blood, semen, or other 
body fluid infected with the hepatitis B virus enters 
the body of a person who is not infected. People can 
become infected through:
 � Birth (if a mother has hepatitis B, her baby can 
become infected)

 � Sharing items such as razors or toothbrushes with 
an infected person

 � Contact with the blood or open sores of an infected 
person

 � Sex with an infected partner
 � Sharing needles, syringes, or other drug-injection 
equipment

 � Exposure to blood from needlesticks or other sharp 
instruments

Most people who are vaccinated with hepatitis B 
vaccine are immune for life.

2 Hepatitis B vaccine

Hepatitis B vaccine is usually given as 2, 3, or 4 shots.

Infants should get their first dose of hepatitis B 
vaccine at birth and will usually complete the series 
at 6 months of age (sometimes it will take longer 
than 6 months to complete the series).

Children and adolescents younger than 19 years of 
age who have not yet gotten the vaccine should also 
be vaccinated.

Hepatitis B vaccine is also recommended for certain 
unvaccinated adults:
 � People whose sex partners have hepatitis B
 � Sexually active persons who are not in a long-term 
monogamous relationship

 � Persons seeking evaluation or treatment for a 
sexually transmitted disease

 � Men who have sexual contact with other men
 � People who share needles, syringes, or other drug-
injection equipment

 � People who have household contact with someone 
infected with the hepatitis B virus

 � Health care and public safety workers at risk for 
exposure to blood or body fluids

 � Residents and staff of facilities for developmentally 
disabled persons

 � Persons in correctional facilities
 � Victims of sexual assault or abuse
 � Travelers to regions with increased rates of 
hepatitis B

 � People with chronic liver disease, kidney disease, 
HIV infection, infection with hepatitis C, or 
diabetes

 � Anyone who wants to be protected from hepatitis B

Hepatitis B vaccine may be given at the same time as 
other vaccines.
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 3  Talk with your health care 
provider

Tell your vaccine provider if the person getting the 
vaccine:
 � Has had an allergic reaction after a previous dose 
of hepatitis B vaccine, or has any severe, life-
threatening allergies.

In some cases, your health care provider may decide 
to postpone hepatitis B vaccination to a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
hepatitis B vaccine.

Your health care provider can give you more 
information.

4 Risks of a vaccine reaction

 � Soreness where the shot is given or fever can 
happen after hepatitis B vaccine.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

 5  What if there is a serious 
problem?

An allergic reaction could occur after the vaccinated 
person leaves the clinic. If you see signs of a 
severe allergic reaction (hives, swelling of the face 
and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff do not 
give medical advice.

 6  The National Vaccine Injury 
Compensation Program

The National Vaccine Injury Compensation  
Program (VICP) is a federal program that was 
created to compensate people who may have been 
injured by certain vaccines. Visit the VICP website 
at www.hrsa.gov/vaccinecompensation or call 
1-800-338-2382 to learn about the program and
about filing a claim. There is a time limit to file a
claim for compensation.

7 How can I learn more?

 � Ask your healthcare provider.
 � Call your local or state health department.
 � Contact the Centers for Disease Control and 
Prevention (CDC):
 - Call 1-800-232-4636 (1-800-CDC-INFO) or
 - Visit CDC’s www.cdc.gov/vaccines
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