
Roster Form for Pneumococcal Polysaccharide Vaccine (PPV) Submissions 
WARNING: If patients are uncertain whether they have been vaccinated within the past five years, administer the vaccine. 
If patients are certain they have been vaccinated within the past five years, do not revaccinate. 

Provider Name: _________________________________  

Provider Billing Number: __________________________  

Date of Service: ________________________________  
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Insurance 

Claim # 

Patient’s Last Name First Name MI Sex 
(M/F)
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Birth 

(MM/DD/ 
YYYY) 
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You may not list more than 10 patients per page. 


