
COWD-I9 VACαNE CONSENT FORM

Information about person to receive vaccine (PIease print)

Name: Birth date∴○○」_　　」　　　Age:　　　　Sex: □ Male　口Female

Race:口AsianロBlackロNative AmericanロPacifro Islander □White口Other Ethnicity:口HispanicロNon-Hispanic

Address:

Pho皿e:

State: _Zip:

Doyouhaveinsurance? □　No　□　Yes

The following questions wiIl help determine if there is any reason you should not receive a COVID

immunization injection.

Ans14,ering ’yes ” to a′砂queStion dbes notprevent yo撮みom being vaccinatecZ # means ac脇tional qz‘eStions will be asked #a

question ;s not clear, please ask a healthcare providみto explain.

Has the person to be vaccinated ever received a COVID-1 9 vaccine?

If yes, date: Type/Brand of COVID vaccine:

□No　□Yes

Does the person to be vaccinated have an allergy to any medications, food, VaCCine, Or latex?　□ No　□Yes

List all allergies:

Has the person to be vaccinated ever had a severe reaction to any vaccine or i可ectable therapy? □ No　□Yes

Is the person to be vaccinated sick today?　　　　　　　　　　　　　　　　　　　　　　□ No　□Yes

Is the person to be vaccinated at least 12 years old?　　　　　　　　　　　　　　　　　　ロNo　□Yes

Does the person to be vaccinated have ableeding disorder or are they taking a blood thimer?　□ No　□Yes

Has the person to be vaccinated received any other vaccines in the past 14 days?　　　　　　　　　□ No　□Yes

Has the person to be vaccinated received passive antibody therapy as treatment for COVID-19?　　　□ No　□ Yes

I have read, Or have had explained to me, the Emergency Use Authorization (EUA) for COVID-19 vaccine. I have had a chance to

ask questions that were answered to my satisfaction. I believe I understand the benefits and risks ofCOVID」 9 vaccine and ask that

the vaccine be given to me or the person named above for whom I am authorized t。 make this request (Parent Or guardian).

I聞AVE BEEN ADVIS臣D TO WAiT FOR 15"30 MINUTES OF OBSERVATiON AFTER RECEIV回NG MY VACCINE BEFOREしEAVING.

Print Parent/Guardian name, if di鮮料ent from client:

Client/Parent/Guardian S ignature : Date:

FOR CLINIC USE ONL

CIinic site:　　　　　　　　　　　　　　　　　　　　　　　　　　EuA Fdct Sheet Provided: yeS No

Daきe vcICChe cIdministered: 〇一′__　」　　　　Dα亡e booster required: __/___/

VαCCine mαn[1佃Cturer:

SiteqfIMi所ecfion:　RDT or LDT or

Signα書ure ond title Qf v。CCine odm加strcltOr:

Nurse!s Comments:

Lo書number:

Do5e:0.3m/ O.5ml
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