




111

Health Notes
Health Management begins with YOU!

Complete medical records are beneficial to physicians in caring for their 

patients. The Harris County Medical Society encourages the use of this book 

 as an effective way to collect and maintain a patient’s medical records. 

This booklet is designed to be a simple, effective way to take charge of your 

health history and the history of your family members. You will have the 

information you need readily available and so will your family. 

This book is designed to be a recording tool. The frequency of various tests and 

procedures should be agreed upon by you and your physician. You may keep 

records for your children and spouse. Encourage your children to take an active 

part in their own record keeping when they become old enough to do so.

 

The Women’s Fund is grateful for the efforts of Ann Brinkerhoff, former 

Chairman of The Women’s Fund Board of Trustees, for her insight in recognizing 

the need for this publication and for serving as its editor. 

For information about additional copies go to: www.thewomensfund.org
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A message from Dr. Bob Morrow  
Southeast Market President, Blue Cross and Blue Shield of Texas

Blue Cross and Blue Shield of Texas (BCBSTX) knows health care coverage in 

Texas — we invented it. We’re Texas born and bred, and this is the only place 

we do business. We have been around for nearly 90 years, and the cross and 

shield have come to represent the most experienced health care coverage 

organization in the state and the nation. Our mission is still focused on 

providing financially sound health care coverage to as many Texans as possible.

For us, giving back to the Texas communities we serve is a major priority. 

Our signature program is the Caring Foundation of Texas’ Care Vans. Since 

1997, BCBSTX has served as the foundation’s statewide sponsor covering all 

administrative costs. Since the Care Vans’ launch 20 years ago, nearly 860,000 

children have received more than 1.3 million immunizations at no cost – a 

significant contribution to public health in Texas as it is estimated that every 

dollar spent on immunizations saves $18.40 in health care costs. The mobile 

outreach program delivers immunizations across the state at day care centers, 

schools and other community locations that are convenient for families. Please 

refer to pagse 46-47 for information about the Care Van Program and resources 

in your community.

At BCBSTX, we also believe in transparency and education. Many Texans don’t 

understand their options when faced with an unanticipated health issue that 

might involve a visit to an emergency room (ER). Unfortunately, making the 

wrong choice can result in a bill more painful than the health issue. But a little 
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education goes a long way in helping you understand your options to avoid an 

ER visit and a potentially costly bill. We included a helpful guide on pagse 48-49 

to help you understand your options and choosing the most appropriate place 

to go for care.

As the oldest and largest health insurer in the state providing benefits to more 

than 5 million members, we believe in the value of a healthy Texas. Chronic 

diseases and conditions including heart disease, stroke, cancer, diabetes, obesity 

and arthritis are among the most common, costly – and preventable – of all 

health problems.  Many of these preventable conditions are wreaking havoc on 

the health of Texans. 

From my many years as a family physician, I would constantly tell my patients, 

“The best way to manage a disease is to not get one in the first place!” 

Prevention and being an empowered patient are essential in your health 

journey.  That’s why the tools in this book are a great resource for all Texans to 

take control of your health by tracking all of your important health information.

Using SmartER CareSM Options
If you aren’t having an emergency, knowing where to go for medical care may save you on cost and time. 

You have choices for where you get non-emergency care — what we call SmartER Care options. Try these  
places instead of the emergency room (ER). Plus, when you visit in-network providers, you may pay less for care. 
Visit the “Control Costs with SmartER Care” web page at bcbstx.com for more details.

NEED ADVICE? 
The 24/7 Bilingual Nurseline can help you identify some options. Nurses are available at 800-581-0393, 24 hours a day, seven 
days a week, to answer your health questions.  The 24/7 Bilingual Nurseline may not be available with all plans. Check your 
benefits booklet for details.

SYMPTOMS*

• Allergies
• Cold/Flu
• Depression

Virtual Visits Average Cost Average Wait

You may be able to have a live 
doctor visit by phone, online video 
or mobile app for non-emergency 
medical and behavioral health 
care.1-2

24 hours a day, 7 days a week

$ 20
Minutes

• Fever, colds and flu
• Sore throat
• Stomach ache

Doctor’s Office Average Cost Average Wait

Talk to the person who knows 
you and your medical history.

Office hours may vary $ 18
Minutes

• Infections
• Minor injuries or pain
• Sore and strep throat

Retail Clinic Average Cost Average Wait

Use for non-emergency care 
when you can’t see your doctor.

Hours based on retail store 
hours

$ 15
Minutes

• Cuts that need stitches
• Migraines or headaches
• Back pain
• Sprains or strains
• Animal bites or rashes
• Tolerable pain

Urgent Care Average Cost Average Wait

Visit when it’s not an 
emergency, but needs 
immediate attention.

Generally includes evening, 
weekend and holiday hours

$$ 16-24
Minutes

• Heart problems, heart attack
• Chest pain, stroke
• Breathing problems
• Heavy bleeding
• Broken bones
• Sudden or severe pain

Emergency Room Average Cost Average Wait

Use for life-threatening 
symptoms.

Open 24 hours, 7 days a week $$$ 4 Hours

 7Minutes

*Note: These examples are not inclusive of all symptoms and health issues.
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Personal InformationPersonal Information

Name ____________________________________________________

Address ___________________________________________________

City ________________________State ___________ Zip ___________  

Home Phone _______________________________________________  

Cellular Phone ______________________________________________

SS# ___________________  Driver’s License# _____________________  

Marital Status  Married   Divorced   Widow/er   Single (Check One)

Current Employer ___________________________________________   

Address ___________________________________________________

City ________________________State ___________ Zip ___________

Business Phone _____________________________________________

Spouse’s Name __________________________________________   

Address ___________________________________________________

City ________________________State ___________ Zip ___________

Business Phone _____________________________________________

Cellular Phone ______________________________________________

SS# ___________________  Driver’s License# _____________________  

Current Employer ___________________________________________   

Address ___________________________________________________

City ________________________State ___________ Zip ___________

Business Phone _____________________________________________  
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InsuranceInsurance
Primary Medical Insurance Co.

Company Name ______________________________________________ 

Address ____________________________________________________ 

City___________________________ State____________ Zip ________

Business Phone ______________________________________________ 

Group#________________________ Policy# ______________________

Secondary Medical Insurance Co.

Company Name ______________________________________________ 

Address ____________________________________________________ 

City___________________________ State____________ Zip ________

Business Phone ______________________________________________ 

Group#________________________ Policy# ______________________

Pharmacy Information

Company Name ______________________________________________ 

Address ____________________________________________________ 

City___________________________ State____________ Zip ________

Business Phone ______________________________________________ 
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Statistics

Name _____________________________________________________

Date of Birth ________________________________________________  

Place of Birth ________________________________________________

Special Circumstances of Birth ___________________________________
(premature, Caesarian, twin, etc.)

Blood Type __________________________________________________

Allergies/Sensitivities to Medications

Medications: Reaction:
Ex. Penicillin Ex. Rash, hives, itchy eyes…etc.

Other Allergies ______________________________________________
(dust, food, plants, etc.)

Primary Care Physician _________________________________________  

Address __________________________  Phone _____________________

In an emergency contact: _______________________________________   

Address ____________________________________________________

City ________________________State ___________ Zip ____________  

Yes No Did you ever smoke? How much? How long? Date Quit

Do you smoke?

Yes No How much? How often? Date Quit

Do you drink alcoholic beverages?

Did you ever drink alcohol on a daily basis?
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Name of Employer ____________________________________________

Type of Business _____________________________________________ 

Location of Job ______________________________________________

Job Description ______________________________________________

Dates of Employment  ______ Beginning  _______ Ending  ____________

Exposure to Harmful Substance/Foreign Disease(s) ____________________ 

Work-Related Illness/Injury _____________________________________

__________________________________________________________

Name of Employer ____________________________________________

Type of Business _____________________________________________

Location of Job ______________________________________________

Job Description ______________________________________________

Dates of Employment ________Beginning  ______ Ending  _____________

Exposure to Hazardous Material/Foreign Disease(s) ____________________ 

Work Related Illness/Injury______________________________________

__________________________________________________________

Past Employment 
Illness/Injury
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Check  
if yes

Name Date Age

Anemia or Blood Disease

Appendicitis

Asthma

Cancer

    Breast

    Colon

    Leukemia

    Lung

    Lymphoma

    Prostate

    Skin

    Testicular

    Thyroid

Chicken Pox

Chronic Lung/Breathing Problems

Circulatory Disease

Diabetes

Emphysema

Endometriosis

Epilepsy/Seizures

Gall Bladder Disease

Heart Disease or Murmur

Hepatitis or Jaundice

High Blood Pressure 
(Hypertension)

HIV/AIDS

Influenza (Flu)

Kidney or Bladder Disease

Health History 
 Major Illnesses
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Health History
Major Illnesses

Check  
if yes

Name Date Age

Malaria

Measles 
(Rubella, Roseola, Rubeola)

Meningitis

Mononucleosis (Mono)

Pneumonia or Pleurisy

Rheumatic Fever

Scarlet Fever

Sexually Transmitted Infections 
(Gonorrhea, Chlamydia)

Stroke or Paralysis

Syphillis

Thyroid Disease or Goiter

Whooping Cough (Pertussis)

Other:



Immunizations

Name Date Age

Chicken Pox

Tdap 
 “Diptheria, Tetanus,  
Pertussis”

Hepatitis A

Hepatitis B

HIb Vaccine 
“Hemophilus b"

HPV Human Papilloma Virus

Influenza (Flu)

Meningococcal

    MCV4

    MENB

MMR 
“Measles, Mumps, Rubella"

Mumps

Pneumonia

    PVC 13

    PPSV 23

Polio

Shingles

Smallpox

TB Skin Test

Tetanus, Diphtheria

Side Effects:

Always ask your care provider about immunization.
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Gynecological

PMS Symptoms  
(check all that apply)

Swollen Breasts

Fluid Retention

Anxiety or Tension

Present birth control 
method

Previous birth control 
method(s) Date Type

Age at onset of menstruation

Present length of cycle in days

Present regularity of cycle

Onset of menopause

Symptoms of menopause

Number of times you have been pregnant

Number of living children

Number of full-term deliveries

Number of premature deliveries

Number of Abortions?

Number of Miscarriages?

Cause(s) of miscarriage

Problems during pregnancy
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Family History 
Brothers and Sisters

Name _____________________________________________________

Relationship _________________________________________________

Date of Birth _____________________ Date of Death  _______________ 

Cause of Death ______________________________________________

Noteworthy Physical or Mental Conditions  _________________________

__________________________________________________________

Name _____________________________________________________

Relationship _________________________________________________

Date of Birth _____________________ Date of Death  _______________ 

Cause of Death ______________________________________________

Noteworthy Physical or Mental Conditions  _________________________

__________________________________________________________

Name _____________________________________________________

Relationship _________________________________________________

Date of Birth _____________________ Date of Death  _______________ 

Cause of Death ______________________________________________

Noteworthy Physical or Mental Conditions  _________________________

__________________________________________________________

Name _____________________________________________________

Relationship _________________________________________________

Date of Birth _____________________ Date of Death  _______________ 

Cause of Death ______________________________________________

Noteworthy Physical or Mental Conditions  _________________________

__________________________________________________________



Family History 
Children

Name _____________________________________________________

Date of Birth _______________________  SS # _____________________

Type of Delivery  _____________________________________________

Multigenerational Physical Traits  __________________________________

(obesity, color blindness, sickle cell anemia, etc.)

__________________________________________________________  

__________________________________________________________

Name _____________________________________________________

Date of Birth _______________________  SS # _____________________

Type of Delivery  _____________________________________________

Multigenerational Physical Traits  __________________________________

(obesity, color blindness, sickle cell anemia, etc.)

__________________________________________________________  

__________________________________________________________

Name _____________________________________________________

Date of Birth _______________________  SS # _____________________

Type of Delivery  _____________________________________________

Multigenerational Physical Traits  __________________________________

(obesity, color blindness, sickle cell anemia, etc.)

__________________________________________________________  

__________________________________________________________

Name _____________________________________________________

Date of Birth _______________________  SS # _____________________

Type of Delivery  _____________________________________________

Multigenerational Physical Traits  __________________________________

(obesity, color blindness, sickle cell anemia, etc.)

__________________________________________________________  

__________________________________________________________



1414 14

Family History 
Mother

My Mother’s Name  ___________________________________________

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)

Her Mother’s Name  __________________________________________
(My Grandmother)

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)

Her Father’s Name  ___________________________________________
(My Grandfather)

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)
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Family History 
Father

My Father’s Name  ____________________________________________

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)

His Mother’s Name  ___________________________________________
(My Grandmother)

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)

His Father’s Name  ___________________________________________
(My Grandfather)

Date of Birth _________  Date of Death ___________ Age at Death______ 

Cause of  ___________________________________________________  

Major Medical Problems  _______________________________________  

Method of Treatment  _________________________________________  

Major Illness and Mental  _______________________________________
(substance abuse, alcohol abuse, depression)
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Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Medications 
Prescription
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Medications
Prescription

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:
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Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Medications 
Prescription
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Medications
Prescription

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:
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Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Medications 
Prescription
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Medications
Prescription

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:
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Medications
Over the Counter

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:
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Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Name _____________________________________________________

Date __________________

Medication Strength How often taken Doctor/Reason

Side Effects: 

Special Instructions:

Medications
Over the Counter
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Doctor Visits
Doctor visits of  _____________________________________________

Doctor Specialty Reason for visit Date Date 
Range 
Seen



Medical Information
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Medical Information of  ________________________________________
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Doctor Visits
Doctor visits of  _____________________________________________

Doctor Specialty Reason for visit Date Date 
Range 
Seen
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Medical Information
Medical Information of  ________________________________________
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Medical History
To record mammograms, X-rays, Pap tests, blood work,  

upper or lower GI tests, CAT scans, etc. 

Medical History of  ___________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________
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Medical History
To record mammograms, X-rays, Pap tests, blood work,  

upper or lower GI tests, CAT scans, etc. 

Medical History of  ___________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________
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To record mammograms, X-rays, Pap tests, blood work,  
upper or lower GI tests, CAT scans, etc. 

Medical History of  ___________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Medical History
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To record mammograms, X-rays, Pap tests, blood work,  
upper or lower GI tests, CAT scans, etc. 

Medical History of  ___________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Date________________ Test/Procedure ___________________________

Hospital/Clinic  ______________________________________________

Physician  __________________________________________________

Results ____________________________________________________

Medical History
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Surgery
Name:  ____________________________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________
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Hospitalizations
Name:  ____________________________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________

Date__________________ Reason  ______________________________ 

Hospital______________ Surgeon  ______________________________ 

Anesthesia  _________________________________________________ 

Blood Products Received _______________________________________

Length of Recovery/Comments ___________________________________
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Examinations 
Eye

Eye Examinations of:  __________________________________________

Date Physician Vision L Vision R Recommendation (s)
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Hearing Examinations of:  _______________________________________

Date Physician Left Ear Right Ear Recommendation (s)

Examinations 
Hearing



Date Dentist Procedure X-ray Comments

Examinations 
Dental

Dental Examinations of:  ________________________________________

3636 36
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Health Notes of:  _____________________________________________

Date Sign/Symptom Noticed

 

Health Notes 
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Date Question What prompted question?

3/15 Example:  
Will eating bananas help my leg cramps?

Example:  
Article in “Family Circle Magazine”

Questions 
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Health Care Providers 
 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 

Name _____________________________________________________ 

Address ____________________________________________________ 

Phone________________________  Specialty ______________________ 
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Date Type of  
Service/ 
Provider

Paid for by  
Primary  

Insurance

Paid for by 
Secondary 
Insurance

Not Covered 
by Insurance

Health Care 
Spending Records
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Date Type of  
Service/ 
Provider

Paid for by  
Primary  

Insurance

Paid for by 
Secondary 
Insurance

Not Covered 
by Insurance

Health Care 
Spending Records 
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Blood Pressure Categories
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Appendix B
How to Read a Prescription Label
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Immunizations: 
What You Need 
to Know  
 

Information brought to you by the Caring Foundation of TexasSM 

Vaccines are recommended for children, teens, and adults based 
on different factors like age, health conditions, lifestyle, jobs, and 
travel. The Centers for Disease Control and Prevention (CDC) and 
other medical experts update vaccine recommendations every 
year based on the latest research and science.  

Immunization is important because it not only protects the person 
who gets the vaccine, but also helps to keep diseases from 
spreading to others, like family members, neighbors, classmates, 
and others in your communities. Most parents today have never 
seen first-hand the devastating consequences that vaccine-
preventable diseases have on a child, a family, or community. 
Protecting your child’s health and safety is very important. That’s 
why most parents choose immunization — it’s a powerful defense 
that’s safe, proven, and effective. 

Vaccines aren’t just for kids. They can help adults stay healthy too 
– especially if they have health conditions. Even if you got all your 
vaccines as a child, the protection from some vaccines can wear off 
over time. Adults with chronic conditions like asthma/COPD, heart 
disease, and diabetes are more likely to get complications from 
certain diseases. Getting sick is not fun at any age – and for adults 
it can mean medical bills, missed work, and not being able to take 
care of family. 

You can even make sure your baby is born with protection by 
getting vaccinated when you are pregnant. When you get 
vaccinated while pregnant, you aren’t just protecting yourself—  

you are passing some protection on to your baby in the first few 
months of life when they are too young to build immunity on their 
own. CDC recommends you get whooping cough and flu vaccines 
during each pregnancy to help protect yourself and your developing 
baby. 

Vaccine-preventable diseases can be very serious, may require 
hospitalization, or even be deadly — especially in infants and young 
children. Yet because of cost or access to care, thousands of 
children living in Texas will go without medical care and the 
immunizations needed to prevent serious disease; the same holds 
true for dental care. However, the Care Van® Program is here to 
help!  

Through mobile outreach, the Texas Care Van® Program virtually 
eliminates financial and geographic barriers to health care access. In 
collaboration with schools and community organizations serving as 
host sites, the program offers free immunizations, dental screenings 
(in targeted regions) and health education.  

Recently, the Caring Foundation launched a maternal immunization 
initiative to help provide pertussis and influenza vaccines to 
expectant mothers 19 years or older. These vaccines may help 
protect mothers and unborn children from vaccine-preventable 
diseases such as whopping cough and flu. Additionally, 
immunization services will be extended to grandparents visiting 
outreach clinics, providing flu and Tdap (tetanus and pertussis) 
vaccines to senior adults. These vaccines may help protect senior 
adults and the children they care for from vaccine-preventable 
diseases. To learn more about the Caring Foundation of Texas or 
Care Van® Program, visit www.carevan.org or call 800-258-KIDS. 

Talk to your doctor to make sure you are up to date on the 
vaccines that are right for you. 
 
   Like us! @CFCFTX   Follow Us! @carevantexas        
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Appendix C 
Immunization Recommendations
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Recommended Immunization Schedule for Adults Aged 19 Years or Older, United States, 2018

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

In February 2018, the Recommended Immunization Schedule for Adults Aged 19 Years or Older, United 
States, 2018 became effective, as recommended by the Advisory Committee on Immunization Practices 
(ACIP) and approved by the Centers for Disease Control and Prevention (CDC). The adult immunization 
schedule was also approved by the American College of Physicians, the American Academy of Family 
Physicians, the American College of Obstetricians and Gynecologists, and the American College of 
Nurse-Midwives.

CDC announced the availability of the 2018 adult immunization schedule in the Morbidity and Mortality 
Weekly Report (MMWR).1 The schedule is published in its entirety in the Annals of Internal Medicine.2

The adult immunization schedule consists of figures that summarize routinely recommended vaccines 
for adults by age groups and medical conditions and other indications, footnotes for the figures, and 
a table of vaccine contraindications and precautions. Note the following when reviewing the adult 
immunization schedule:

• The figures in the adult immunization schedule should be reviewed with the accompanying 
footnotes.

• The figures and footnotes display indications for which vaccines, if not previously administered, 
should be administered unless noted otherwise.

• The table of contraindications and precautions identifies populations and situations for which 
vaccines should not be used or should be used with caution.

• When indicated, administer recommended vaccines to adults whose vaccination history is 
incomplete or unknown.

• Increased interval between doses of a multidose vaccine series does not diminish vaccine 
effectiveness; it is not necessary to restart the vaccine series or add doses to the series because of 
an extended interval between doses.

• Combination vaccines may be used when any component of the combination is indicated and 
when the other components of the combination are not contraindicated.

• The use of trade names in the adult immunization schedule is for identification purposes only and 
does not imply endorsement by the ACIP or CDC.

Special populations that need additional considerations include:

• Pregnant women. Pregnant women should receive the tetanus, diphtheria, and acellular pertussis 
vaccine (Tdap) during pregnancy and the influenza vaccine during or before pregnancy. Live 
vaccines (e.g., measles, mumps, and rubella vaccine [MMR]) are contraindicated. 

• Asplenia. Adults with asplenia have specific vaccination recommendations because of their 
increased risk for infection by encapsulated bacteria. Anatomical or functional asplenia 
includes congenital or acquired asplenia, splenic dysfunction, sickle cell disease and other 
hemoglobinopathies, and splenectomy.

• Immunocompromising conditions. Adults with immunosuppression should generally avoid 
live vaccines. Inactivated vaccines (e.g., pneumococcal vaccines) are generally acceptable. 
High-level immunosuppression includes HIV infection with a CD4 cell count <200 cells/μL, 
receipt of daily corticosteroid therapy with ≥20 mg of prednisone or equivalent for ≥14 days, 
primary immunodeficiency disorder (e.g., severe combined immunodeficiency or complement 
component deficiency), and receipt of cancer chemotherapy. Other immunocompromising 
conditions and immunosuppressive medications to consider when vaccinating adults can 
be found in IDSA Clinical Practice Guideline for Vaccination of the Immunocompromised Host.3 
Additional information on vaccinating immunocompromised adults is in General Best Practice 
Guidelines for Immunization.4

Additional resources for health care providers include:

• Details on vaccines recommended for adults and complete ACIP statements at www.cdc.gov/
vaccines/hcp/acip-recs/index.html

• Vaccine Information Statements that explain benefits and risks of vaccines at www.cdc.gov/
vaccines/hcp/vis/index.html

• Information and resources on vaccinating pregnant women at www.cdc.gov/vaccines/adults/rec-
vac/pregnant.html

• Information on travel vaccine requirements and recommendations at www.cdc.gov/travel/
destinations/list

• CDC Vaccine Schedules App for immunization service providers to download at www.cdc.gov/
vaccines/schedules/hcp/schedule-app.html

• Adult Vaccination Quiz for self-assessment of vaccination needs based on age, health conditions, 
and other indications at www2.cdc.gov/nip/adultimmsched/default.asp 

• Recommended Immunization Schedule for Children and Adolescents Aged 18 Years or Younger at 
www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html 

Report suspected cases of reportable vaccine-preventable diseases to the local or state health 
department, and report all clinically significant postvaccination events to the Vaccine Adverse Event 
Reporting System at www.vaers.hhs.gov or by telephone, 800-822-7967. All vaccines included in the 
adult immunization schedule except 23-valent pneumococcal polysaccharide and zoster vaccines are 
covered by the Vaccine Injury Compensation Program. Information on how to file a vaccine injury claim 
is available at www.hrsa.gov/vaccinecompensation or by telephone, 800-338-2382. Submit questions 
and comments to CDC through www.cdc.gov/cdc-info or by telephone, 800-CDC-INFO (800-232-
4636), in English and Spanish, 8:00am–8:00pm ET, Monday–Friday, excluding holidays.

The following abbreviations are used for vaccines in the adult immunization schedule (in the order of 
their appearance):

IIV inactivated influenza vaccine
RIV recombinant influenza vaccine
Tdap tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis vaccine
Td tetanus and diphtheria toxoids
MMR measles, mumps, and rubella vaccine
VAR varicella vaccine 
RZV recombinant zoster vaccine
ZVL zoster vaccine live
HPV vaccine human papillomavirus vaccine
PCV13 13-valent pneumococcal conjugate vaccine
PPSV23 23-valent pneumococcal polysaccharide vaccine
HepA hepatitis A vaccine
HepA-HepB hepatitis A vaccine and hepatitis B vaccine
HepB hepatitis B vaccine
MenACWY serogroups A, C, W, and Y meningococcal vaccine
MenB serogroup B meningococcal vaccine
Hib Haemophilus influenzae type b vaccine

1. MMWR Morb Mortal Wkly Rep. 2018;66(5). Available at www.cdc.gov/mmwr/volumes/67/wr/mm6705e3.htm.
2. Ann Intern Med. 2018;168:210–220. Available at annals.org/aim/article/doi/10.7326/M17-3439.
3. Clin Infect Dis. 2014;58:e44-100. Available at www.idsociety.org/Templates/Content.aspx?id=32212256011.
4. ACIP. Available at www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html.
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Appendix C
Immunization Recommendations 

by Health Condition
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Recommended Immunization Schedule for Adults Aged 19 Years or Older, United States, 2018

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

In February 2018, the Recommended Immunization Schedule for Adults Aged 19 Years or Older, United 
States, 2018 became effective, as recommended by the Advisory Committee on Immunization Practices 
(ACIP) and approved by the Centers for Disease Control and Prevention (CDC). The adult immunization 
schedule was also approved by the American College of Physicians, the American Academy of Family 
Physicians, the American College of Obstetricians and Gynecologists, and the American College of 
Nurse-Midwives.

CDC announced the availability of the 2018 adult immunization schedule in the Morbidity and Mortality 
Weekly Report (MMWR).1 The schedule is published in its entirety in the Annals of Internal Medicine.2

The adult immunization schedule consists of figures that summarize routinely recommended vaccines 
for adults by age groups and medical conditions and other indications, footnotes for the figures, and 
a table of vaccine contraindications and precautions. Note the following when reviewing the adult 
immunization schedule:

• The figures in the adult immunization schedule should be reviewed with the accompanying 
footnotes.

• The figures and footnotes display indications for which vaccines, if not previously administered, 
should be administered unless noted otherwise.

• The table of contraindications and precautions identifies populations and situations for which 
vaccines should not be used or should be used with caution.

• When indicated, administer recommended vaccines to adults whose vaccination history is 
incomplete or unknown.

• Increased interval between doses of a multidose vaccine series does not diminish vaccine 
effectiveness; it is not necessary to restart the vaccine series or add doses to the series because of 
an extended interval between doses.

• Combination vaccines may be used when any component of the combination is indicated and 
when the other components of the combination are not contraindicated.

• The use of trade names in the adult immunization schedule is for identification purposes only and 
does not imply endorsement by the ACIP or CDC.

Special populations that need additional considerations include:

• Pregnant women. Pregnant women should receive the tetanus, diphtheria, and acellular pertussis 
vaccine (Tdap) during pregnancy and the influenza vaccine during or before pregnancy. Live 
vaccines (e.g., measles, mumps, and rubella vaccine [MMR]) are contraindicated. 

• Asplenia. Adults with asplenia have specific vaccination recommendations because of their 
increased risk for infection by encapsulated bacteria. Anatomical or functional asplenia 
includes congenital or acquired asplenia, splenic dysfunction, sickle cell disease and other 
hemoglobinopathies, and splenectomy.

• Immunocompromising conditions. Adults with immunosuppression should generally avoid 
live vaccines. Inactivated vaccines (e.g., pneumococcal vaccines) are generally acceptable. 
High-level immunosuppression includes HIV infection with a CD4 cell count <200 cells/μL, 
receipt of daily corticosteroid therapy with ≥20 mg of prednisone or equivalent for ≥14 days, 
primary immunodeficiency disorder (e.g., severe combined immunodeficiency or complement 
component deficiency), and receipt of cancer chemotherapy. Other immunocompromising 
conditions and immunosuppressive medications to consider when vaccinating adults can 
be found in IDSA Clinical Practice Guideline for Vaccination of the Immunocompromised Host.3 
Additional information on vaccinating immunocompromised adults is in General Best Practice 
Guidelines for Immunization.4

Additional resources for health care providers include:

• Details on vaccines recommended for adults and complete ACIP statements at www.cdc.gov/
vaccines/hcp/acip-recs/index.html

• Vaccine Information Statements that explain benefits and risks of vaccines at www.cdc.gov/
vaccines/hcp/vis/index.html

• Information and resources on vaccinating pregnant women at www.cdc.gov/vaccines/adults/rec-
vac/pregnant.html

• Information on travel vaccine requirements and recommendations at www.cdc.gov/travel/
destinations/list

• CDC Vaccine Schedules App for immunization service providers to download at www.cdc.gov/
vaccines/schedules/hcp/schedule-app.html

• Adult Vaccination Quiz for self-assessment of vaccination needs based on age, health conditions, 
and other indications at www2.cdc.gov/nip/adultimmsched/default.asp 

• Recommended Immunization Schedule for Children and Adolescents Aged 18 Years or Younger at 
www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html 

Report suspected cases of reportable vaccine-preventable diseases to the local or state health 
department, and report all clinically significant postvaccination events to the Vaccine Adverse Event 
Reporting System at www.vaers.hhs.gov or by telephone, 800-822-7967. All vaccines included in the 
adult immunization schedule except 23-valent pneumococcal polysaccharide and zoster vaccines are 
covered by the Vaccine Injury Compensation Program. Information on how to file a vaccine injury claim 
is available at www.hrsa.gov/vaccinecompensation or by telephone, 800-338-2382. Submit questions 
and comments to CDC through www.cdc.gov/cdc-info or by telephone, 800-CDC-INFO (800-232-
4636), in English and Spanish, 8:00am–8:00pm ET, Monday–Friday, excluding holidays.

The following abbreviations are used for vaccines in the adult immunization schedule (in the order of 
their appearance):

IIV inactivated influenza vaccine
RIV recombinant influenza vaccine
Tdap tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis vaccine
Td tetanus and diphtheria toxoids
MMR measles, mumps, and rubella vaccine
VAR varicella vaccine 
RZV recombinant zoster vaccine
ZVL zoster vaccine live
HPV vaccine human papillomavirus vaccine
PCV13 13-valent pneumococcal conjugate vaccine
PPSV23 23-valent pneumococcal polysaccharide vaccine
HepA hepatitis A vaccine
HepA-HepB hepatitis A vaccine and hepatitis B vaccine
HepB hepatitis B vaccine
MenACWY serogroups A, C, W, and Y meningococcal vaccine
MenB serogroup B meningococcal vaccine
Hib Haemophilus influenzae type b vaccine

1. MMWR Morb Mortal Wkly Rep. 2018;66(5). Available at www.cdc.gov/mmwr/volumes/67/wr/mm6705e3.htm.
2. Ann Intern Med. 2018;168:210–220. Available at annals.org/aim/article/doi/10.7326/M17-3439.
3. Clin Infect Dis. 2014;58:e44-100. Available at www.idsociety.org/Templates/Content.aspx?id=32212256011.
4. ACIP. Available at www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html.
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Using SmartER CareSM Options
If you aren’t having an emergency, knowing where to go for medical care may save you on cost and time. 

You have choices for where you get non-emergency care — what we call SmartER Care options. Try these  
places instead of the emergency room (ER). Plus, when you visit in-network providers, you may pay less for care. 
Visit the “Control Costs with SmartER Care” web page at bcbstx.com for more details.

NEED ADVICE? 
The 24/7 Bilingual Nurseline can help you identify some options. Nurses are available at 800-581-0393, 24 hours a day, seven 
days a week, to answer your health questions.  The 24/7 Bilingual Nurseline may not be available with all plans. Check your 
benefits booklet for details.

SYMPTOMS*

• Allergies
• Cold/Flu
• Depression

Virtual Visits Average Cost Average Wait

You may be able to have a live 
doctor visit by phone, online video 
or mobile app for non-emergency 
medical and behavioral health 
care.1-2

24 hours a day, 7 days a week

$ 20
Minutes

• Fever, colds and flu
• Sore throat
• Stomach ache

Doctor’s Office Average Cost Average Wait

Talk to the person who knows 
you and your medical history.

Office hours may vary $ 18
Minutes

• Infections
• Minor injuries or pain
• Sore and strep throat

Retail Clinic Average Cost Average Wait

Use for non-emergency care 
when you can’t see your doctor.

Hours based on retail store 
hours

$ 15
Minutes

• Cuts that need stitches
• Migraines or headaches
• Back pain
• Sprains or strains
• Animal bites or rashes
• Tolerable pain

Urgent Care Average Cost Average Wait

Visit when it’s not an 
emergency, but needs 
immediate attention.

Generally includes evening, 
weekend and holiday hours

$$ 16-24
Minutes

• Heart problems, heart attack
• Chest pain, stroke
• Breathing problems
• Heavy bleeding
• Broken bones
• Sudden or severe pain

Emergency Room Average Cost Average Wait

Use for life-threatening 
symptoms.

Open 24 hours, 7 days a week $$$ 4 Hours

 7Minutes

*Note: These examples are not inclusive of all symptoms and health issues.
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1 Internet/Wi-Fi connection is needed for computer access. Data charges may apply. Check your cellular data or internet service provider’s plan for details.

2  Virtual Visits, Powered by MDLIVE may not be available on all plans. Virtual Visits are subject to the terms and conditions of your benefit plan, including benefits, limitations,  
and exclusions. 

Internet/Wi-Fi connection is needed for computer access. Data charges may apply. Check your cellular data or internet service provider’s plan for details. Non-emergency medical service in Idaho, Montana and 
New Mexico is limited to interactive audio/video (video only), along with the ability to prescribe. Non-emergency medical service in Arkansas is limited to interactive audio/video (video only) for initial consultation, 
along with the ability to prescribe. Behavioral health service is limited to interactive audio/video (video only), along with the ability to prescribe in all states. Service availability depends on location at the time of 
consultation.

 Virtual visits, powered by MDLIVE, may not be available on all plans. Virtual visits are subject to the terms and conditions of your benefit plan, including benefits, limitations, and exclusions. MDLIVE operates 
subject to state regulations and may not be available in certain states. MDLIVE is not an insurance product or a prescription fulfillment warehouse. MDLIVE does not guarantee that a prescription will be written. 
MDLIVE does not prescribe DEA-controlled substances, non-therapeutic drugs and certain other drugs that may be harmful because of their potential for abuse. MDLIVE physicians reserve the right to deny care 
for potential misuse of services.  

MDLIVE, an independent company, operates and administers the virtual visit program and is solely responsible for its operations and that of its contracted providers. MDLIVE® and the MDLIVE logo are registered 
trademarks of MDLIVE, Inc., and may not be used without written permission.

Blue Cross®, Blue Shield® and the Cross and Shield symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association               234835.0518

FREESTANDING EMERGENCY ROOM OR URGENT CARE
Knowing whether to go freestanding ERs or urgent care centers can be tricky. While they may seem like the same thing, 
they do have different buildings and visit charges.

Freestanding ERs:

• Will have the word “Emergency” in the name or on the building
• Charge emergency room rates, even if the care you need is minor
• Are mostly out-of-network, so you may get a bill for the amount that your health care plan doesn’t cover

Knowing this may help you decide where to get care for health concerns or life-threatening emergencies.

NEED HELP DECIDING WHERE TO GO FOR CARE? 
Use Provider Finder® at bcbstx.com to find a network provider or call the Customer Service number on the back of your 
member ID card. If you need emergency care, call 911 or seek help from any doctor or hospital right away.

WHAT IS AN EMERGENCY?
Life happens. One minute you’re making dinner and the next you slice your finger. Luckily, your health care coverage puts 
you in control of your care – and your costs. You have choices when it comes to choosing care. Just because your finger is 
hurt doesn’t mean you need to go to the emergency room (ER). And in some cases, if you do go to the ER, your visit may 
not be covered. This means you could end up paying part or all of the bill.

Knowing what is – and isn’t – an emergency can help you plan for the unexpected.

ER

When the ER Should be Used When the ER Shouldn’t be Used

You should go to the ER for life-threatening 
symptoms, such as:

You have choices other than the ER for health  
concerns like:

Heart problems

Breathing problems

Heavy bleeding

Broken bones

Severe pain

Colds and sore throat

Ear or sinus pain

Rashes

Cuts that don’t need stitches

Constipation

Tolerable pain
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