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First Name: Middle Initial Last Name:

Gender: Male: Female:L_ Date of Birth: Employer:

Ethnicity: Race:
Hispanic or Latino White Native Hawaiian or Pacific Islander
None Specified Black or African American Unknown
Not Hispanic or Latino American Indian or Alaskan Native Other

Patient Home Street Address:

City: State: Zip:

INSURANCE INFORMATION: Do you have insurance? Yes

No

Social Security Number:

AL Medicaid # (if applicable):

Please list medical and drug insurance card information in the box below:

MEDICAL Insurance Company Name Contract/ Member ID #

Red, White and Blue Medicare # (if applicable):

DRUG Insurance Company Name:

BIN #: PCN#:

Contract/ Member ID#:

Patient Phone Number:

Group # Relationship to cardholder
Select
Relationship to cardholder
Select
RX Group#:
Cell Home Work
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. Date of Last Dose Received via
[J 5- 11 years of age COVID-19 Vaccine Consent ImmPRINT or COVID19 Card

OFirst Dose [ second Dose [ Third Dose  IMMUNOCOMPROMISED CYes ONo--Verified_ [ ] BOOSTER S S S
Vaccine of choice today : U Pfizer U Moderna O Janssen (Johnson & Johnson) Date of first and/or second dose received:
Name: Date: Date of Birth:
Address:
Email: Phone Number:
Facility/Organization where you primarily work: History of anaphylactic reaction? []JY [JN <<<<----

If you had a severe allergic reaction to the first dose, tell your vaccine administrator and DO NOT TAKE THE SECOND DOSE.

EEO: OWhite CAsian OHispanic/Latino CIBlack/African American CJAmerican Indian/Alaskan Native ~— <<<<===
ONative Hawaiian/Pacific Islander OTwo or More Races Gender: OMale OFemale OOther <<<g----

EEO tracking information is required by states and will not be used for any other purposes

Coronavirus disease 2019 (COVID-19) is an infectious disease caused by the novel coronavirus, SARS-CoV-2, that appeared in late 2019. It is predominantly a respiratory
illness that can affect other organs. People with COVID-19 have reported a wide range of symptoms, ranging from mild symptoms to severe illness.

Symptoms may appear 2 to 14 days after exposure to the virus. Symptoms may include: fever or chills; cough; shortness of breath; fatigue; muscle or body aches;
headache; loss of taste or smell; sore throat; congestion or runny nose; nausea or vomiting; diarrhea.

You should not get this vaccine if you:
. had a severe allergic reaction after a previous dose of this vaccine
. had a severe allergic reaction to any ingredient of this vaccine
. are under 18 years of age, as the Moderna and Janssen (Johnson & Johnson) COVID-19 vaccines are only indicated for individuals 18 years of age or older
. are under 5 years of age, as Pfizer COVID-19 vaccine is only indicated for individuals 5 years of age or older.
Talk to your doctor about whether you should receive the COVID-19 vaccine if you have any of the following:
have any allergies
have a fever
have a bleeding disorder or are on a blood thinner
are immunocompromised or are on a medicine that affects your immune system
are pregnant or plan to become pregnant
are breastfeeding
have received another COVID-19 vaccine

Serious, unexpected and unknown adverse events could occur from receiving the COVID-19 vaccine. The EUA states that side effects that have been reported include:
injection site pain, tiredness, headache, muscle pain, chills, joint pain, fever, injection site swelling, injection site redness, nausea, feeling unwell, and swollen lymph nodes
(lymphadenopathy). There is a remote chance that the COVID-19 Vaccine could cause a severe allergic reaction. A severe allergic reaction would usually occur within a
few minutes to one hour after getting a dose of the COVID-19 Vaccine.

If after vaccination you experience any complications that may be related to the COVID-19 vaccine, contact your doctor and vaccine administrator for potential reporting.

I have read and understand this COVID-19 vaccine consent form.

| have received, read, and understand the FDA Approved and/ or Emergency Use Authorization Fact Sheets for Recipients.
I have had the opportunity to discuss any concerns with my doctor.

The administration of the vaccine does not create a patient provider relationship between administrator and recipient.
I understand the risks and benefits of the COVID-19 vaccine.

I am 18 years of age or older for Moderna or Janssen (Johnson and Johnson) vaccine.

| am 5 years of age or older for Pfizer vaccine.

I did not have a severe allergic reaction after a previous dose of any COVID-19 vaccine.

I do not have a severe allergy to any part of this vaccine.

| understand that my information and vaccination status will be reported to the state.

| freely and voluntarily request to receive the COVID-19 vaccine and do not feel sick today.

® O o o o o o o o o o

Patient Signature or Legal Guardian Signature: Date:
OFFICE USE ONLY BELOW

Manufacturer Lot # Exp. Date Provider #:
051558502

Route IM (circle one) Left deltoid Right deltoid Date/Time Vaccine Given

Printed Name of Vaccine Administrator

Date uploaded to InmPRINT
ImmPRINT data enterer Name
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FMS Pharmacy

anthonybolus
English Plaza Pharmacy

anthonybolus
Montevallo Drug
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Ross Bridge
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