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Comprehensive Certification Form 
for American Indians and Alaskan Natives 

 
This form may be substituted for individual VFC screening records when 100% of the persons 
to be immunized at this facility are American Indians or Alaskan Natives. 
 
Provider enrollment and Provider Profile forms for this practice must be on file with the State 
Health Department or public health agency of record.  Certification must be re-issued 
annually when provider profile is submitted. 
 
 
Date: _____________________________ 
 
 
Facility Name:  _____________________________________________________________ 
 
 
Address:  _________________________________________________________________ 
 
 
City:  ________________________________  State:  ______  Zip Code:  ______________ 
 
 
Telephone:  (      )  _________________________ Fax: (     )  ______________________ 
 
 
E-mail:  __________________________________ 
 
 
Authorizing Official:  _________________________________________________________ 

(Please Print the Authorizing Official’s Name) 
 
 
_________________________________________________________________________ 

(Signature of Authorizing Official) 
 
 
 
 
 
 

Retain a copy of this form at your facility and send the original to the  
State Health Department or state public health agency of record. 




