ﬁPack

Ph arma CY COVID-19 & Flu Vaccination Screening and Consent Form

Free Rx Home Delivery & Walk-in Vaccines

iPack Pharmacy: 177000 W North Ave STE 108W Brookfield, WI 53005

Instructions: Please complete the following information for the person receiving vaccine, return to pharmacy staff.

*Last Name: *First Name: Middle Initial:
*Date of Birth: *Sex: Maled FemaleO

*Address: City: State: ZIP:
*Cell Phone: Home Phone:

I have read, or have had read to me, the written information regarding the vaccine(s) being administered. | have had the opportunity to
ask questions that were answered to my satisfaction. | understand the benefits and risks of the vaccine(s) being administered and have
received a copy of a current Vaccine Information Sheet. |, on behalf of myself, my heirs, executors, personal representatives, agents,
successors, and assigns hereby agree to release, indemnify, and hold harmless iPack Pharmacy, its subsidiaries, divisions, affiliates, agents,
officers, directors, contractors, and employees from any and all claims arising out of, in connection with, or in any way related to the
administration of the vaccine(s). | certify that | am at least 18 years old and hereby give my consent to the pharmacists of iPack Pharmacy
to administer the vaccine(s). If under 18 years old signature by parent or guardian is required. | agree to wait near the vaccination location
for approximately 15 minutes for observation by the pharmacist.

Health History (Please complete all questions below)

yes

don’t
know

1.

Is the child sick today?

O

2,

Does the child have allergies to medications, food, a vaccine component, or latex?

. Has the child had a serious reaction to a vaccine in the past?

. Does the child have a long-term health problem with lung, heart, kidney or metabolic disease

(e.g., diabetes), asthma, a blood disorder, no spleen, complement component deficiency,
a cochlear implant, or a spinal fluid leak? Is he/she on long-term aspirin therapy?
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. If the child to be vaccinated is 2 through 4 years of age, has a healthcare provider told you

that the child had wheezing or asthma in the past 12 months?

. If your child is a baby, have you ever been told he or she has had intussusception?

. Has the child, a sibling, or a parent had a seizure; has the child had brain or other

nervous system problems?

. Does the child have cancer, leukemia, HIV/AIDS, or any other immune system problem?

. Does the child have a parent, brother, or sister with an immune system problem?
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10.

In the past 3 months, has the child taken medications that affect the immune system such
as prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid
arthritis, Crohn’s disease, or psoriasis; or had radiation treatments?
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1.

In the past year, has the child received a transfusion of blood or blood products, or been
given immune (gamma) globulin or an antiviral drug?

12.

Is the child/teen pregnant or is there a chance she could become pregnant during the
next month?

13.

Has the child received vaccinations in the past 4 weeks?

Signature: Date:




