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NORTH DAKOTA IMMUNIZATION
INFORMATION SYSTEM

NORTH DAKOTA IMMUNIZATION INFORMATION SYSTEM (NDIIS)

PRINTING CERTIFICATE OF IMMUNIZATION

1. Search for a client’s record by:
a. entering search criteria in the basic or expanded search fields
= can use keyboard and tab through each field

b. click L | or hit Enter on the keyboard to start search

E Client Lookup
. . | Help

# Basic Search Patient &ccount #:
Birth: 08/20/2014

First: |t Last: |ach Social Security #:

th Date 3
08/20/2014 TEST 758

P

9

| New || Inquire || Clear |

2. Toview arecord from the list of possible matches:

a. highlight the correct person from the list and click or

b. double-click the name from the list
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3. The system will open the record on the Demographics tab
** Reminder: update any information that is no longer correct

' % | ACH, TEST KL

_Demographics | Immunizations " Comments || Maintenance

Patient Information Last Updated 08/09/2017

Last ACH Address: |TEST 768 | Apt: | |
MName:

| | [l Air Force
Base

City: [aITKIN

First
Name: |TEST

Middle
Name:

Suffix: | v |
Race: | WHITE
Ethnicity: | NOT HISPANIC OR LATINO

KL

State: | MINNESOTA

Zip: 56431
County: | QUT-OF-STATE

. Birth
[B):-EZ- |03],.2qu14 | State/Country:
' Primary Phone:  |987-654-3210

| TEXAS

[l 1s Multiple Birth {twins, triplets, etc)
Work Phone: - -

SSN: - - | -—
Email Address: |

Gender:  |MALE v |
| || Exclude client from reminder recall

Alias:

[l Exclude client from client De-Duplication

Patient |
Acct #:

Mother Information Parent/Guardian Information

*Last Name: |ACH Last Name: |

*First Name: |MOTHER First Name: |

Middle: |

Maiden Name: |KLBHIUY No Reactions/Comments

Fields Appearing with an Asterisk (*) Are Required.

4. To access the certificate of immunization, click on the Immunizations tab under the
client’s name

. El | ACH, TEST KL

Demngraphicsﬂl Immunizatiuns_] Comments || Maintenance
—

Patient Information




5. From the client’s immunization screen, click | Frint Certificate

Demographics || Immunizations || Comments | Maintenance |

Dose Date Provider i Vaccine

11/22/2004 (1181 - ALTRU HOSPITAL 01g81ip 'IB‘ISIEI}EIEIIEAN HBW Pediatric

4902 - ALTRU CLINIC AMERICAN DTaP-HBV-1PV
12/16/2004 |peny arp1cs AC21A001AA INDIAN (Pediarix)

4902 - ALTRU CLINIC AMERICAN HIB (PRP-T)
12/16/2004 |oepyarrics UE260AA INDIAN ACTHib

4902 - ALTRU CLINIC AMERICAN PCV7
12/16/2004 | ooy aTRICS oA INDIAN {pneumococcal) =

4902 - ALTRU CLINIC AMERICAN DTaP-HBV-IPV
02/14/2005 PEDIATRICS AC21A008AA INDIAN (Pediarix) Yes|No|Yes

4902 - ALTRU CLINIC AMERICAN HIE (PRP-OMP)
02/14/2005 PEDIATRICS 10158 INDIAN PedvaxHIB

4902 - ALTRU CLINIC AMERICAN PCV7

02‘(14"2005 DENTATRICS AB7184D TRICVTA R fanonmacrnceall Yes

Yes

|Vaccinalion Exemption || Forecast || Print Certificate | Add || Change || Delete |

6. The certificate will open as a PDF document and is a complete record of all vaccinations
(both valid and invalid doses) and vaccine exemptions recorded for the client in the
NDIIS. The record contains the following information:

a. the North Dakota state seal
b. patient’s name and birthdate
vaccine name, date and if the dose validity
= combination vaccines will show up in the section for each of the
individual vaccine components
= if a client received a dose or doses of HPV or Hepatitis B vaccine without
parental consent, the dose will be visible in the NDIIS but will not print on
the immunization certificate

d. the certificate must be signed by a “Physician, Nurse, Clinic, Provider,
Pharmacist, Local/State Health or Representative” in order to be considered
valid




North Dakota
Department of Health
Certificate of Immunization

Thiz iz an official document of immunization for the persan isted below. This record can be given to early childhood
facilities and school administrators. This recard may not contain all doses and may need additional docum entation to

prove vaccinations given in other states or by dther providers.
%ST USERONE Birth Date:  10/31/2008 )

“WEo e D=te accine D=te “alid
IMEL LIEHZ0 PHEUMOCOCCS |

IMFL [ Irmctivated WP ) 05052009 PCWT [Prewrnocos: cal) 1212002 YES

INFL [ Irmctivated WiF ) OEO32003 PCWT [Prewrnocos cal) 0zfTe00a YES

IMFL [ Irmctivated WP ) OaAES2009 PCWT [Prewrnooos: cal) 05M4.2009 YES

IMFL [Live wirus) e300 PCWT [Prewrnocos: cal) 11m2zo09 YES

IMFL [Live wirus) 104852011 PCW13(FHEUMOCOCCAL) a5M32010 YES

OTPOTOTAP
OTaP-HE-IPW [Partacel ) 122152002 CT=aP-Hib- 1P [Pertacel] 12rzone YES
DTaF-HE PV [Fertacel 02E72003 OTaF-Hib- 1P [Fertacel ] Deizveoog YES
OTaP-HE- IPW [Pertacel ) 05052003 OTaP-Hib- P [Pertacel ) 05M1.2003 YES
OTaP-HE-IPY [Partacel ) 110252009 COTaP-Hib- 1P [Pertacel ]| 11mzzons YES
r HEPATITIE B
DTaPF-HE 1PV [Pertacel ) 128402002 HEF E [Freservative Free] 1104 2002 YES
OTaP-HE- IPW [Pertacel ) 02ETr2003 HEWF 125312002 YES
OTaP-HE-IPYW [Partacel ) 050152009 HEF E [Preserustive Free] 03m12009 YES
MITaF-HE 1P [ Pertacel | 110252003

ROTAVIREUS
ROTAVIRUS (3 dose) 128402008 HO W [2 doses) 1122009
ROTAVIRUS (2 doze) 022Fr003 How (2 doses) 03mzzo010
ROTAVIRUS (3 dose) 050152003

WARICELLD
MMR 110252003 CHICKEMF QA 114022009

d Fill ot cne belows

To the best of my knowle dge, this person has received the immunizations required f©r age onthe abowe dates.

(Physician, Nurse, Clinic, Provider, Pharmacist, Local/State Health or Representative)

(today's date note d below Ythat moy child's immuniz stions are incomplete and to submit 3 signed Cerificate of mmuanization.

(Parent’Guardian}) Dak
Medical Exernption: The physical condition ofthe abowve named person iz such that immuniz gien weuld endanger life or heatth, or is medically
contraindicated due to other medical conditions.

(Physician) Dak

Religiows Fhilcsophical ‘Moral Belief Exernption: Parent or guardian ofthe abowe named person adheresto a belie f opposed to immuniz ations.

(Please ched one) O Religious O Philosophical O tioral

(Parent'Guardian) D3k
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