Todays Date

GENESEE COUNTY HEALTH DEPARTMENT IMMUNIZATIONS

Please Print
. . . Middle
Patient's Patient's First nitial Insurance ID #
nitia
Last Name Name
Patient's Gender | hereby authorize my insurance benefits to be paid to the Genesee County Health Department (GCHD). |
Birthdate DF I:lM authorize the release of pertinent medical information to the insurance carrier.
Signature of client or parent/guardian
Address
City State Zip lacknowledge receiving a current Notice of Information Privacy Practices on the above date from the Genesee
County Health Department (GCHD). | understand that the Notice contains my rights and GCHD's
Mi responsbilities with regards to my protected health information.
Home Phone Cell Phone
Signature of client or parent/guardian

Email Address

Printed Name of Signer

Race |Asian American Indian | Black/African American | Caucasian or White
| Hispanic Native Hawaiian or Pacific Islander Other Race Refuse to report
YOU MUST COMPLETE THE PREVACCINATION CHECKLIST FOR THE
COVID-19 VACCINE ON THE BACK SIDE OF THIS FORM
Vaccine Site Lot # Dose CPT Admin  Admin Fee Total
st 91301 0011A $23.00 $23.00
Moderna 2nd 91301 0012A $23.00 $23.00
Vaccine Site Lot # Dose CPT Admin  Admin Fee Total
1st 91300 0001A $23.00 $23.00
Pfizer 2nd 91300 0002A $23.00 $23.00
RN:
Allergies:

Comments




Prevaccination Checklist
for COVID-19 Vaccines

For vaccine recipients: Patient Name
The following questions will help us determine if there is A
ge

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. Yes

Don't
No know

1. Areyou feeling sick today?

' 2,":AHave' th ever received adose of C,OI\/ID-1*9_vaccine? A

%1°_ If yes, which vaccine product did you recei\ie?l-

Pfizer Moderna’ ‘Another product

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 occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.)

o A component of the COVID-19 vaccine, including polyethylene glycol (PEG), which is found in
some medications, such as laxatives and preparations for colonoscopy procedures

® Polysorbate

e A previous dose of COVID-19 vaccine

Have you ever had an allergic reactlon to another vaccine (other than CoviID-19 vaccme) oran
“injectable'medication?” -l
- (This would include'a severe:allergic: reaction [e e anaphylaxls] that requlred treatment with eplnephnne or EplPen" orthat IR
.+ .calused youito’ goto the,hospltal It would also include, an aIIerglc reactlon that occurred within 4 hours that caused hlves,
el ,;;SWeIImg, or resplratory distress, |nclud|ng wheezing.). -

Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a
component of COVID-19 vaccine, polysorbate, or any vaccine or injectable medication? This would
include food, pet, environmental, or oral medication allergies.

._!jl’a\'/e you received any vaccinein the last 14 days?

7.

Have you ever had a positive test for COVID-19 or has a doctor evertold you that you had COVID-19?

8.

o treatment for COVID 197 "

Have you recelved Jpassive ant|body therapy (monoclonal antlbodles or convalescent serum) as

9.

Do you have a weakened immune system caused by something such as HIV infection or cancer or do
you take immunosuppressive drugs or therapies?

. ,‘l,O":»:_vDQ_yotj.;have;a b!ee,dingﬂdis'order,or-are. yo,tJ taking'a'blé_od.thinner?

11. Are you pregnant or breastfeeding?

Date

Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists - 1

| Form reviewed by
101/05/2021  css2i629
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