Covid-19 Immunization Consent Form


[bookmark: _Hlk177475779]Patient’s Name:_________________________________Patient’s Date of birth:_____________________Age:________
Allergies: __________________________________   Reaction:__________________________________

I GIVE AUTHORIZATION FOR PAYMENT OF INSURANCE BENEFITS TO BE MADE DIRECTLY TO VILLAGE PEDIATRICS. I UNDERSTAND THAT I’M FINANCIALLY RESPONSIBLE FOR ALL THE CHARGES WHETHER OR NOT THEY ARE COVERED BY INSURANCE. SOME INSURANCE PLANS ONLY PAY FOR ITEMS THEY DEEM “REASONABLE AND NECESSARY”. IF YOUR INSURANCE DETERMINES THAT AN ITEM DOES NOT MEET THIS DEFINITION UNDER THEIR STANDARDS, THEY WILL DENY PAYMENT FOR THIS ITEM. I AUTHORIZE VILLAGE PEDIATRICS TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I AGREE THAT A PHOTOCOPY OF THIS AGREEMENT SHALL BE AS VALID AS THE ORIGINAL.

· COVID-19 vaccines ARE NOT FDA APPROVED for people ages 6 months-64 years unless the individual has at least one underlying risk factor for severe COVID-19. 
· The AAP recommendations are:
· all children 6-23 months of age who do not have contraindications. 
· Children 2-18 years of age with increased risk of severe Covid-19, regardless of prior vaccinations status.
· Children 2-18 years of age not included in the risk groups above whose parent or guardian desires their protection from COVID-19.

COST: The cost of each vaccine is listed below and will include a $40.00 administration fee. If you feel like this vaccine is not appropriate for your child, please inform the nurse or provider at this time.Moderna (Spikevax 6m-11Y 26-27): $150.00
Pfizer (Comirnaty 5Y-11Y Ped): $100.00

Pfizer (Comirnaty 12Y+ PFS): $180.00



By signing below, I understand the benefits and risks of the Covid vaccine to be given today. I fully release and discharge, Village Pediatrics, its affiliates, officers, directors, and employees from any liability related to the administration of this medication. I consent to the administration of the COVID-19 vaccine today following individual/shared clinical decision-making with my healthcare provider. 

        Patient/Guardian Print name:  ________________________________________   Date: __________________
        Patient/Guardian, Signature:  _________________________________________________________________
	-----FOR OFFICE USE ONLY-----



GIVEN TODAY:
      Moderna (Spikevax 6m-11Y 26-27)                Pfizer (Comirnaty 5Y-11Y Ped)                    Pfizer (Comirnaty 12Y+ PFS)

  	Nurse: _____________________         RA   LA   RV   LV         Date: _____________
  	Nurse: _____________________         RA   LA   RV   LV         Date: _____________
  	Nurse: _____________________         RA   LA   RV   LV         Date: _____________
