
Care4U Pharmacy Covid-19 Vaccine Clinic
Walk-In Instructions

Signup Start Time: 12:00 pm. Vaccination Start Time: 2:30 pm
Wait times may vary from 30 min - 2.5 hrs,

Please do not crowd or obstruct hallways or form any lines outside of
Pharmacy. Please wait outside the building for your turn.

Step 1. (Most Important). Go to MyTurn.ca.gov.
Make an Appointment as an “Individual” for
Care4U Pharmacy for any future available
date/time even if you’re a walk-in today.

Step 2. Scan this QR code using your camera phone and sign in to be
added to our waitlist queue. Under “party” enter the number of
people to be vaccinated. You’ll get a text and added to the queue.

Step 3. Fill out the attached two forms and sign and date at the bottom.

Step 4. Wait for our text message to say “we are ready for you”. Please come
inside the Pharmacy to get your vaccination.



Care4U Pharmacy
901 Campus drive, Ste 206
Daly City, CA 94015

Covid 19 Vaccine Consent Form

Name:

Date of Birth:

Tel:

Arm for injection:   Left     Right

Today, I have received the following vaccine at Care4U Pharmacy (please check
one for the vaccine you’ll be receiving today):

Pfizer:  1st dose      2nd Dose       Booster

Moderna: 1st Dose     2nd Dose     Booster

Signature

Date:



CS321629-E 1

Prevaccination Checklist  
for COVID-19 Vaccination

For vaccine recipients: 
The following questions will help us determine if there is any reason you should 
not get the COVID-19 vaccine today. If you answer “yes” to any question, 
it does not necessarily mean you should not be vaccinated. It just means 
additional questions may be asked. If a question is not clear, please ask your 
healthcare provider to explain it.

Name

Age

1. Are you feeling sick today?

Yes No
Don't 
know

2. Have you ever received a dose of COVID-19 vaccine?
 • If yes, which vaccine product(s) did you receive?

 � Pfizer-BioNTech  � Moderna  � Janssen  
 (Johnson & Johnson)

 � Another Product

 • How many doses of COVID-19 vaccine have you received? 

 • Did you bring your vaccination record card or other documentation?

3. Do you have a health condition or are you undergoing treatment that makes you moderately 
or severely immunocompromised? (This would include treatment for cancer or HIV, receipt of organ transplant, 
immunosuppressive therapy or high-dose corticosteroids, CAR-T-cell therapy, hematopoietic cell transplant [HCT], DiGeorge syndrome  
or Wiskott-Aldrich syndrome)

4. Have you received hematopoietic cell transplant (HCT) or CAR-T-cell therapies since receiving 
COVID-19 vaccine?

5. 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 also include an allergic reaction that caused hives, swelling, or respiratory distress, including wheezing.)

 • A component of a COVID-19 vaccine, including either of the following:
 ○ Polyethylene glycol (PEG), which is found in some medications, such as laxatives and preparations for 

colonoscopy procedures

 ○ Polysorbate, which is found in some vaccines, film coated tablets, and intravenous steroids

 • A previous dose of COVID-19 vaccine

6. Have you ever had an allergic reaction to another vaccine (other 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 you 
to go to the hospital. It would also include an allergic reaction that caused hives, swelling, or respiratory distress, including wheezing.)

7. Check all that apply to you:

 � Am a female between ages 18 and 49 years old

 � Am a male between ages 12 and 29 years old

 � Have a history of myocarditis or pericarditis

 � Have been treated with monoclonal antibodies or convalescent 
serum to prevent or treat COVID-19

 � Diagnosed with Multisystem Inflammatory Syndrome (MIS-C or 
MIS-A) after a COVID-19 infection

 � Have a bleeding disorder

 � Take a blood thinner

 � Have a history of heparin-induced thrombocytopenia (HIT)

 � Am currently pregnant or breastfeeding

 � Have received dermal fillers 

 � Have a history of Guillain-Barré Syndrome (GBS)
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