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Patient Name (Last, First): _______________________________________________________________ DOB: ____/____/________

Insurance Information:
Insurance company: _______________________________________ Are you the primary card holder?       Y          N

If no, what is the primary card holders name and date of birth? ___________________________________________

Are you Medicare eligible?   Y         N	If yes, Medicare Part A/B number: ___________________________
					Or Social Security number: ____________________________

If you are not insured and you do not want to pay for administration of the vaccine yourself, you must provide the information below. If you do not provide this information you may be billed for vaccine administration. 
I do not have any insurance, including but not limited to Medicare, Medicaid, or any other private or government-funded health benefit plan. In order to have your vaccine administration fee paid for by the United States Health Resources & Services Administration’s COVID-19 Program for Uninsured Patients please provide (a) a valid Social Security number, or (b) state identification number and state of issuance, or (c) a driver’s license number and the state of 
issuance: _______________________________________

Acknowledgements: 
· I made the choice to get the COVID-19 vaccine on my own and freely. I know I have the option to refuse the vaccine. I ask that the vaccine be given to me, or to the person named above for whom I can make this request. I was given the (Fact Sheet for Vaccine Recipients and Caregivers) for this vaccine. The fact sheet has information about side effects and adverse reactions. I read or had read to me the information provided about the COVID-19 vaccine. 
· I know the Food and Drug Administration (FDA) has authorized the emergency use of this vaccine. I know it is not a fully licensed FDA vaccine. I had the chance to ask questions that were answered to my satisfaction. I now know about the vaccine, alternatives, benefits, and risks, to the extent they are known and unknown at this time. 
· I know that I must stay in the vaccine area or an area told to me by my health care provider after I receive my immunization so I am near my health care provider if I have any adverse reactions. If I have a history of certain allergic reaction(s), I must stay for 30 minutes. If I do not have a history of such an allergic reaction(s), I must stay for 15 minutes. 
· I know that if I have a severe allergic reaction, including difficulty breathing, swelling of my face and/or throat, a fast heartbeat, a bad rash all over my body or dizziness and weakness I should call 9-1-1 or go to the nearest hospital. I know I can call my health care provider if I have any side effects that bother me or do not go away.
· I know I should report vaccine side effects to FDA/CDC Vaccine Adverse Event Reporting System (VAERS) at 1-800-822-7967 or https://vaers.hhs.gov/reportevent.html. 
· [bookmark: _GoBack]I know that with all vaccines there is no promise I will become immune (not get the virus) or that I will not have side effects.
Authorization to Request Payment: I authorize the organization providing my vaccine to release information and request payment. I certify that the information given by me in applying for payment under Medicare or Medicaid or the HRSA COVID-19 Program for Uninsured Patients, is correct. I authorize release of all records to act on this request. I request that payment of authorized benefits be made on my behalf. 

Disclosure of Records: I understand the organization providing my vaccine may be required to or may voluntarily disclose my vaccine-related health information to my primary care physician, my insurance plan, health systems and hospitals, and state or federal registries or other public health authorities, for purposes of treatment, payment or health care operations. I also understand the organization providing my vaccine will use and disclose my health information as described in its Notice of Privacy Practices which I may receive upon request.


Patient (or Parent/Guardian/Authorized Representative) Signature: ______________________________ Date: __________________

Name of Parent, Guardian or Authorized Representative: ______________________________________ Date: __________________

If you are signing on behalf of the patient, you are stating that you are authorized to make the required decisions on behalf of the patient.

All sections below are for official use only: 

	Vaccine Administration Information for Immunizer:
Administration date: _____________________ Administration time: _______ 
CVX (Product): _____________________________________________________
Dose number: ______________________________________________________
IIS Recipient ID: ____________________________________________________
IIS vaccination event ID: ______________________________________________
Lot number: ________________________________________________________
Unit of Use MVX (Manufacturer): ________________________________________
Sending organization: _________________________________________________
Vaccine administering provider suffix: ____________________________________
Vaccine administering site on the body: Left deltoid □ Right deltoid □ Other □ (indicate location) ________
Vaccine expiration date: _________________
Vaccine route of administration:  ________________________________________
Vaccination series complete (date): ______________________________________
Fact Sheet for Vaccine Recipients and Caregivers version date: _______________________
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