
lnformed Consent for lmmunization with lnactivated Vaccine

OM OF oother
Last Name First Name Middle Date of Birth Age 

-

Gender

HomeAddress

Medicare Part B lDfl:

City

tast 4 digits of SSN:

State zip Phone # Home Cell

Driver's License #:

Race: OAsian DBlackorAfricanAmerican DHispanic OAmericanlndian DCaucasian OPacificlslander OTwoorMore DOther:
Ethnicity: D Hispanic or Latino 0 Non-Hispanic or Latino 0 Decline to State (Unknown)

Vaccine(slrequested: DFlu OCOVID-19 OPneumonia OShingles flTetanus OOther:(PleaseSpecify)

Which arm do you prefer for vaccine? Enter weight lt LESS than 56 pounds:
(Please circle) teft Right

th< Primary Care Provider Name:
Primary Care Provider Address:

NOTE: lF REVIEW PATIENTTO ENSURE NO CHANGES Yes No

1. Are you sick today? o o

2.
Do you have a serious allergy to ANY medications, food, pet, environmental allergens, oral medication or latex? (e.g. egss, selatin,

thimerosal, neomycin, gentamicin, polyethylene glycol {PEG), polysorbate et€.)? lf yeS, pleaSe list
D tr

3. Have you ever had a serious reaction or fainted after receiving any vaccination or injectable medication? D tr

4.
Have you ever received a dose of COVID -19 vaccine? {COVID-19 only)
lf yes, which product did you receive? D Pfizer O Moderna O J&J Date:

o D

5.
Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as a treatment for COVID-19

within the last 90 days? (covtD-lg only)
o o

5. Do you have a seizure disorder or a brain disorder? (Tdap only) n o

7
Do you have a medical condition or take medication(s) that may weaken your immune system? lf yes, please list:

D o

8. For women: Are you pregnant or are you considering becoming pregnant in the next month? o 0
lmmunazation Needs Yes No Unsure

9.
Please check all that apply to you: 0 Asthma D Diabetes fl Heart Disease fl Tobacco Smoker 0 65 Years or older,
- lf you checked any of the above, have you ever received a PNEUMONIA vaccine? lf yes, when?

o o o

10. Patients 50 and older: Have you ever received the SHINGLES vaccine? a o D

11. How many years has it been since your last TETANUS vaccine? _ yrs o
L2. Patients 45 and under: Have you received the HPV (Human Papillomavirus) vaccine? o 3 D

13. Patients aged 11 to 23: Have you received a meningitis vaccine? o o o

14.
Please indicate which vaccine(s) you would like more information about?
I Hepatitis A D Hepatitis B O MMR (Measles, Mumps, Rubella) 0 Travel Vaccines 0 Other:

lnformed Consent: Please read and sign,

Ookoto ohd Mossochusetts only: I understond I hove the rightto objectto the shoting of my doto to the obove-mentioned pofties through such rcgisties.)

x
Signature of Patient or Parent/Guardian of Minor Patient Date

O NPP Offered RPh Counseling (please circle): Accepted / Declined

Dispense as Written: _

For Pharmacy Use Only

Name of Administrator: Administration Date:
RPh Signature [lndicates (1) vlS/EUA Provided (2) Counseling Offered and (3) Patient Eligibility Verified]
WA ONLY: Substitution Permitted:
RxBIN: PCN: 

- 

Group #: tD#:
Medical (Name, lD#, Group#, Payer lD - if UHC| :

Vaccine Name tot # Expiration Date Manufacturer Dose (ml) Dose # Route Site (circle) VIS/EUA Publication Date

R / L Deltoid

R / L Deltoid

R / L Deltoid

Billing lnfo (off-site only) Clinic Name:

Ver.1202l
Clinic Address:


