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2021 COVID-19 VACCINE
DATE 4K B #: / /
PATIENT'S NAME $4 44: DOB HABH: ____ / /
PRIMARY CARE PHYSICIAN ZR FEE 4 PHONE H3E:
Any contraindications?
Y_N_ have any allergies HBgE?

Y _N_ have a fever, sick tody SRBE, K2

Y_N _ Have you been tested positive or been diagnosed with COVID-19 in the last 90 days
HEBEORN, IR R B HREZBIEACOVID-19

Y_N _ have a bieeding disorder or are on a blood thinner | FB7 M ot A% B IE 7 IR R I S S R 7

Y_N _ areimmunocompromised or are on a medicine that affects your immune system
ﬁfﬁ%ﬁﬁfﬁéggE&“%EEE%@%’?%@%%@%’5%9’35@%

Y_N _ arepregnantor plan to become pregnant 1% T SITHE D

Y_N_ are breastfeeding BERHFLY |

Y_N _ have received 1 dose of COVID-19 vaccine B —BlcoviD-19& 1

Y_N_ hadasevere allergic reaction after a previous dose of this vaccine  JEHIR BN EERT i Y 2 AR

Y_N_ hada severe allergic reaction to any ingredient of this vaccine  $}E558 B MT A RS 5 5 T 185 ELFE

Y_N _ no any vaccine within 14 days AR N R BEFE AR S

Y_N_ severereaction to any previous vaccine: list- : B B AR A R R RE

PATIENT SIGNATURE: B4

ROUTE: LEFT/RIGHT ARM iV E/E S



PATIENT INFORMATION (Ploaco print clearty) . .. ... .
" Last Name: First Name: Mi: | D.OB. Age: | Gender:

t gortt 1 am: (a) the patient and at loast 18 years of aga or (b) the parant or legal guardian of the patient. Furthar, | horeby give my consont to the heaithcara provider of

. et S e . ’Hzadmén;&rms(?mmihuw?aig ted shove. Im* tard the taks and benefits associated with the sbove \mcr:ine{s)nndk
Wave Tesaied. rend mrdier had expiained 1o e the Vaceing Information Statements on the vaccine(s) | have eleced 1o feceive. | also acknowledgo that | have had a ”:"“ e
guestions and that such questions wore rod to my satisfaction. On bahalf of myself, my halrs and personal reprosantatives, | heraby release and hold &m i a:v:‘f: iy
Provider, its staff, agents, successors, divisions, affillatos, subsidieries, officers, diroctors, contractors and smployees from any and all liabilitios or “‘u‘:" i ol
unknown arising out of, in connestion with, or in any way related to the administration of the vaccine(s) fisted above. | acknowledge that | understand ”“‘V“’“‘b"’; mmn’*j
state's immunization rogistry (“State Reglstry”) and the may diselose my ramunization information t the State Raglstry. 1 ecknowledge g'a’» d‘#‘m‘*;,ﬂ umr:my i
law, | may prevent the disclasure of my immu Information by the applicable Provider W the State Reglatry by using the opt-out form. The | rovidar wi . m{ 8 : ?:(mf»i
provide me with an Opt<Out Form. | understend depending on my state's law, | may need to specifically consent, and to the extent required by my state’s law, by f s gfa e
1 heraby do consant to the Provider reporting my immunization information to the Btate Reglastry, | understand that even it do not gonsant or i | withdraw my congem, my stote’s
laws may parmit certain disclosures of my immunization Information as foquired or permitted by law. | voluntarily authorize and direct my hoaithoars provider at -

“ 40 uso o disclose my health information during the tarm of this Authorkzation to the physielan responsible for this prolenci v
spochic health information of paople vaceiratad at * " my Primary Gave Physiclan, my insurance andlor state of fodurd !;? gi;s:z;@::ﬂ..
whare required, for the purposs of trostmont, payrent or other healthaare oparstions. | further agreo to bo fully financlally responsible for any cest shartng smounts, r;c u\""*?g
copays, colnsurancs, and deductibles, for the requested Rems and sorvices aa well as for any regquested iteme and sevvices not covered by my insuranca benofits, | wadersian
any paymant for which | am financially responsible Is due at the time of service,

PATIENT NAME:
L9 (Please print clearly)

PATIENT SIGNATURE: . DATE:

KK Parent or guardian, if minor)
54 ( g B

MR AFY ¥ L PN



