
COVID-19 Vaccine Informed Consent 

PATIENT INFORMATION 

Last Name: _________________ First Name: ____________ Mlddle Name: ______________ _ 
Birth Date: Age: _____ _ 

Month I Doy I Year Mwt be J6or0Tder 

Street Address: _____________________________ Clty: __ State:_ VA ___ Zip: __ 
County/locality of Residence:-----�-�-----
Daytime Phone: ____ ______� __ Patient's Legal Representatlve: ______________ .Relationship: _ ___________ _ 

Gender: Male Race: □American Indian/Alaska Native 0 Asian □ White Ethnicity: D Hispanic or Latino 
Female □Hawaiian Native or Other Pacific D Black/African American D Not Stated 0 Non-Hispanic 

Islander □ Unknown 

COVID-19 SCREENING QUESTIONS 

No Yes Don't 
Know 

Have you had a severe allergic reaction to this vaccine? 

Do you have a known history of a severe allergic reaction to this vaccine 

Are you under the age of 16 years? 

In the past tv.,,o weeks (14 days) have you tested positive for COVID-19 or are you currently being monitored for COVID·l9? 

In the past two weeks (14 days) have you had exposure to a person who tested positive for COVID-19? 

Have you had a new onset of fever, chills, cough, shortness of brei.lth, difficulty breathing, fatigue, muscle or body aches, headache, 
new loss of taste or smell sore throat, nausea, vomiting, or diarrhea? 

MEDICAL SCREENING QUESTIONS 

For p.itlents: The following questions will help us determine which vaccines you may be given today. If you answer 11yes" to any 
Don't question, it does not necessarily mean you should not be vaccinated. It just means that additional questions must be asked. If a No Yes 

question is not clear, please ask your health care provider to explain It. Know 

Do you have a history of severe allergic reaction (e.g., anaphylaxfs) to another vaccine or injectable medication? 

If yes, what vaccine or injectable medication: 
Do you have a bleeding disorder or are you on a blood thinner? 

Are immunocompromised or are on a medicine that affects your immune system (such ilS cortisone, prcdnisone, other steroids, or 

anticancer drugs; drugs for the treatment of rheurnatold arthritis, Crohn's disease or psoriasis; or have you had radiation 
treatments)? 
Are you pregnant or do you plan to become pregnant? 

Are you breastfeeding? 

ABOUT THE VACCINE 

For complete information about the vaccine 1his F;ict Sheet may have been updated. For the most recent Fae Sh at for R cipients and Caregivers, a copy of which is being p(ovlded 
to you with this informed consent. Current copies of the !'-act Sheet are available online at _v

__,
r.:vel_y_a_{.i;_, £! . .  01.i__, and you should look here for updates. 

The vucclne may prevent you from getting COVID-19. There is no U.S. Food and Drug Admlnistr.ilion (FDA) approved vaccine to prevent COVID-19. The FDA has authorized the 

emergency use of this vaccine to prnvent COVI0-19 in Individuals 16 years of age and older under an Emergency Use Authorization (EUA). 

The vaccine will be given to you as iln injection into the muscle. lhe vaccine Is given in a series of 2 doses given 3 weeks apart. If you receive one dose of the vaccine, you should 
receive a second dose of this same vaccine 3 weeks later to complete the vaccination series. 

Risks of the vaccine Include side effects nod there is n chance that the vaccine could cause a severe allergic reaction. If you experience a severe allergic reaction, call 9-1-1, or go to the 
neareS1 hospital. Call the vaccination provider or your healthcare provider if you have any side ettects that bother you or do not eo away. 
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.CONSENT FOR VACCIN.ATION 
DI hereby allthprize:the ad,.-ninistriit1on-of the covI0,_1Q· to my_self 6n6 th� person named. below fb{v;,�om \ am the l�gal re·pres·entative 

□ I have.read or have I ad e)(plalned. torn� the lnformatiqh cor)ta'lned In t_hE rFact Sheet .for _Recipients: an<;! Caregivers: Eme_rgency Use A,utho.flzi:itlon (EUA) of COVID· 19. Vaccln_e to 
Prevent toronavtrur Disease.2019 (COVID-19)' and· understan·d-the risks and benefits.of the vacdrie-arid :,ilternatives to the\,acdne-(that is1not receiving the·_viccine·or.w·a1ting for 
othervers_ions_·of-th_e.vacclne); 

□ -lhave·had the opportunity to as·k questions aboufthls.Immun1zatIon iand any quesil
.
ons t'had abo0·t the COVID-19 vaccine have-been ans,.;vered·to my satlsfacl1on. 

□ I be(leve_-theb_eneflts out,velgh the.risks,- and I ac�ept full responsitillllY for any Jeactlons that may.fesult fronr h1y rece]pt oftlle l(llmunlzatlon or the_ �e�elpt of the ln:,munfzatiqn by. 
the person named below for whom I am the ·legal representative. · 

□ l:aflree·that rny,vaccfiie-rnlafo� healtli
.
(nformatlon.may be required .to be ounay voiun_farily·-be.dls�losed to·rriy healtlnare. pr'ovlder; niy lnsu�ance plan, aria state.odede�al 

regisirles or-other public healthy autti.or_itles;· for pµrposes of treatrnent,.payrnent or·.1,�alt�·care.-operatlons1. I.also agree �hat tlrn·organlrntion providing ITIY vaccine ,_nay-_use and 
· disclose· my_hl'l�lth lnformation·as desr.rib.ed 1(1 its N·otlce of-PrlvacyW,frtice.�. · 

· · 
· 

· · · · 

x-,---------------------
s·ignature:of patient to receive vaccine '(or parent,:guardian, or authoriz.ed-representative) · °Date 

Printed-na_rne. 

Relationship to .patiGnt r:ecclving vaccine· (if not selD 

lf.slgriih� on behalf.of the patie11t, you are,stating _that you are authorize� to·provide the reqJirect_-c_qns_ent on qehalf of the patient. 

· VACCINE ADMINISTRATION INFORMATION tfOR-IMMUNIZER USE ON�Y

COVID·19 
i 12/20 Pfizer

Vaccine VIS Date -Marn..ifact'urer Adh1inlstrntlon Date- 
.. fM. L R o:3 

Lot tr fxp,o·ate, Route· S�rfes· Site Volurne_(niL) 

signa1;ure: 
: 
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Sign in front
of person who vaccinates you




