COVID-19 Vaccine Consent Form

Patient Information (Vaccine Recipient):

Name (Last) (First) Date of Birth Gender
Address
City State Zip Phone Number

Primary Care Provider Name:

Emergency Contact Name: Relation: Phone Number:

Screening Questions:

" Don’t
Question YES | NO Khiow
1. Are you feeling sick today? l:l I‘__I I:I
2. Have you ever received a dose of COVID-13 Vaccine? D D I:l
e If you have received a dose of COVID-19 Vaccine before
o Vaccine manufacturer (example: Pfizer, Moderna, Janssen):
o Date of first dose:
3. Have you ever had an allergic reaction to:
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused you to go to the hospital. it
would alse include an allergic reaction that occurred within 4 hours that caused hives, swelling, or respiratery distress, including wheezing.}
e A component of the COVID-19 vaccine, including polyethylene glycol {PEG), which is found in some I’_—] I:I E]
medications, such as laxatives and preparations for colonoscopy procedures
e Polysorbate D I:l D
e A previous dose of COVID-19 Vaccine D D D
4. Have you ever had an allergic reaction to another vaccine {(ether than COVID-19 vaccine) or an
injectable medication?
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused [j D D
you to go to the hospital. It would also include an allergic reaction that occurred within 4 hours that caused hives, swelling, or
respiratory distress, including wheezing.)
5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a
component of COVID-19 vaccine, polysorbate, or any vaccine or injectable medication? This D I:I D
would include food, pet, environmental, or oral medication allergies.
6. Have you received any vaccine in the last 14 days? D D r__l
7. Have you ever had a positive test for COVID-19 or has a health care provider ever told you that I:] I:l EI
you had COVID-19?
8. Have you received passive antibody therapy {monoclonal antibodies or convalescent serum} as
treatment for COVID-19? [note: monoclonal antibodies does not include antibiotics that would be D D D
prescribed to you and filled at a pharmacy]
9. Do you have a weakened immune system caused by something such as HiV infection or cancer I:I D I_—_I
or do you take immunosuppressive drugs or therapies?
10. Do you have a bleeding disorder or are you taking a blood thinner? L__I I:I l:l
1i. Are you pregnant or breastfeeding? D I:I I:I
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Consent {check each box below after reading and signing):

O 1understand the benefits and risks of the COVID-19 vaccine as described in the Emergency Use Authorization (EUA) Fact
Sheet, a copy of which | was provided with this Consent Form. | have had a chance to ask questions that were answered 1

my satisfaction. I request the vaccine to be given to me or to the person named above, a minor for whom | represent tha
! am authorized to sign this Consent Form.

O 1 understand that at this time, the COVID-19 vaccine requires 2 doses given 21-28 days apart depending on the
manufacturer. If this is my first dose of the COVID-19 vaccine, | intend to receive a second dose of the same vaccine in
accordance with the timeframe specified in the Fact Sheet to complete the vaccination series.

0O 1agree to stay in the vaccine administration area for fifteen {15) minutes or longer if indicated by the vaccine
administrator after receiving my vaccine to ensure that no immediate adverse reactions occur.

O 1understand that | will be receiving the vaccination at no cost to me.

[1 If insured, please bring in your prescription and medical insurance cards for your vaccine appointment. | authorize the
pharmacy to bill my insurance on my behalf for the immunization — understanding | will not incur any costs.

If uninsured, you must check the box below to attest that the following information is true and accurate:

O 1 do not have any insurance, including but not limited to, Medicare, Medicaid, or any other private or government-fundec
benefit plan.

For uninsured patients, please select at least one of the following that you will bring with you to your appointment.

This is needed in order to have your vaccine administration fee paid for by the United States Health Resources & Services Administration’s
COVID-18 Program.

O Social Security Number Pharmacy Use for Insurance Information

1 State identification number and state of issuance
O Driver's license number and state of issuance

Signature of Person to Receive Vaccine & EUA /VIS (or Signature of Parent/Guardian if Patient is < 18 years old)

Signature: Date:

**PHARMACY USE ONLY**

Vaccine Dose Route Date Dose Vaccine Lot Expiration Name of Vaccine
Administered | Manufacturer | Number Date Administrator
O 1t Dose O IM-LArm O Moderna
Colvng- OO0 2"pose | O IM-RAm OO Janssen
O 1%Dose |O IM-LAmM 0 Moderna
COl\;lD— O 2¥pose |O IM-RArm O Janssen
Pharmacist Name who reviewed this form: Pharmacist Signature:

If certified vaccinator is different than the pharmacist who reviewed the form:

Name: Signature:




\TEXAS TEXAS IMMUNIZATION REGISTRY (ImmTrac2) .
} Healthand Human | Texas Department of State -
&S Services Health Services ADULT CONSENT FORM -
(Please print cleatly)
First Name Middle Name Last Name
ri / ] Female 2 B
: Gender: -
Date of Birth (mm/dd/yyyy) ] Male Telephone Email address
Address Apartment # / Building #
City State Zip Code County
Mother’s First Name Mother’s Maiden Name
Race (select all that apply) Ethnicity (select only one)
[ American Indian or Alaska Native [ Asian 1 Black or Aftican-American [J Hispanic or Latino
LI Native Hawaiian or Other Pacific Islander ~ [] White [0 Other Race [0 Not Hispanic or Latino
I Recipient Refused [ Recipient Refused

The Texas Immunization Registry is a free service of the Texas Department of State Health Services (DSHS). The immunization registry is a
secure and confidential service that consolidates immunization records for public health purposes (e.g:, giving all doctors treating a patient a central
place to see that patient’s immunization records). With your consent, your immunization information will be included in ImmTrac2.
For a faniily mensber younger than 18 years of age, a parent, legal guardian, or #ANaging conservator may grant consent for participation
Jor that minor by completing the ImmTrac2 Minor Consent Form (# C-7) available for downloading at nwn: Isms Trac.conm.

Consent for Registration and Release of Immunization Records to Authorized Persons / Entities

L'understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further understand
that DSHS will include this information in the Texas Immunization Registry. Once in ImmTrac2, my immunization information may by law be
accessed by: a Texas physician, or other health care provider legally authodzed to administer vaccines, for treatment of the individual as a patient;
a Texas school in which the individual is enrolled; a Texas public health district or local health department, for public health purposes within their
areas of jurisdiction; a state agency having legal custody of the individual; a payor, currently authorized by the Texas Department of Insurance to

operate in Texas for immunization records relating to the specific individual covered under the payor’s policy. I understand that I may withdraw
this consent at any time.

State law permits the inclusion of immunization records for First Responders and their immediate family members (older than 18 years of age) in
the Registry. A “First Responder” is defined as a public safety employee ot volunteer whose duties include responding rapidly to an emergency. An
“immediate family member” is defined as a pareat, spouse, child, or sibling who resides in the same household as the First Responder. For a family
member younger than 18 years of age, a parent, legal guardian, or managing conservator may grant consent for participation as an “ImmTrac2
child” by completing the Immunization Registry (ImmTrac2) Consent Form (# C-7.

Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Membet.

[J 1am a FIRST RESPONDER. ] Iam an IMMEDIATE FAMILY MEMBER (older than 18 vears of age) of a First Responder.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry.

Individual (or individual’s legally authorized representative): Printed Name
Date Signature

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about
you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct any information
that is determined to be incorrect. See /#p:/ /i dshs feszar.oor for more information on Privacy Notification. (Reference: Government Code, Section
552.021, 552.023, 559.003, and 559.004)

Questions? (800) 252-9152 ° (512) 776-7284 . Fax: (866) 624-0180 . wwwImmTraccom
Texas Department of State Health Services ¢ ImmTrac Group ¢ MC1946 + P O.Box149347 < Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac2: Please enter client information in ImmTrac? and affirm that consent has been granted. DO
NOT fax to ImmTrac2. Retain this form in your client’s record.
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