)

WARHAWK
HEALTH SERVICES

2020-2021 COVID- 192 Vaccine Consent

instructions: Ccmp?ete and present prior Lo vacting admam:trahog {Please Print Legibly}

Name of Person Recaiving Vaccine: (l ll(s-l't’/' Cl M') k ’VL(

{First Name, Middle initial, Last Nante)

Date of Birti: S—Aﬂj%'_!{?_(a_a_ Social Security Number: (.) 70 Sg ,;q S- b
prore . 354 790049 mor_(hasstes Vaw kims@achoe w<
Patient Address: \\3 5m L~ ,pm‘u\/i\\"-a _Mmu“

(Streat) {City/ State) {Zip}

Please Check One:

Gender: Male: Z 1 Female:

Ethnicity: Hispanic: Non- Huspamcﬂé_ Unspecified:
Race: White: & African American: __ . Asan
American indian: _ Native Hawaitan: Other: | I

" Please answer each question listed below: Yes

"1 Do you have a severe alergy (hypersensitivity} 1o any component of the vaccire?

2] Bave you ever had a te-threatening allergic reaction 1o any vaccine?

3.} Do you have 3 bleeding disorder or are on a blood thinner?

4JNA;emyo:.5rgéﬁartt or planaing to become pregnanrt? (Wil need written approvas! from
OB/GYN prior to receiving vaccingj

7.) Have you received another COVID-19 vaccine?

f Yes, Vaccine Name: Date Received:

8.) Have Qou tested positive for COVID-19 PCR or antibodies in the last ninsty {90} days?

No
5.] Do you currently have an acute iilness and/for high fever? x

12/2020). | have had the opportunity to discuss the rigk/Penefits of ghe COVID-19 vaccine. | have had the chance ta ask

questions which were answered to my satisfaction. | / onseny fo receive the COVID-19 vaccine.
&M&i\&h& /! A9 FRebLAl
T~

iFrint dame) ILign Namel iDatey
Staff Use Only
VACCINE LOT # EXPIRATION i DOSE/ROUTE ‘ SITE DATE/TIME Administered By:

DATE § RECEIVED

PR zer ! § N & s Colin

3/_/42/9! @/ &304

***4f you present to the Emergency Department for any treatment, please inform the staff you have received the

COVID-19 vaccine. ***




