RUIVY

WARHAWK
HEALTH SERVICES
2020-2021 COVID- 19 Vaccine Consent
ctions: jete and pr prior to ine administration. (Please Print Legibly).

Name of Person Receiving Vaczine: Al&f\';ﬁ. E. V\)“'CEJ
(First Mame, Middie Inftizl, Last Name)

Date of Binth:_MO U - 14 (460 socatsecurymumber: 1 LG~ G2 - 0248
phone#: 334-234 22373 ema beaBe @ bellSouth- net

patient Address: 532 Winsgkon 00wve  Montaomevp. 3L 1L
{Street) (Gty/ State} @)

FPizase Check One.

Gender: Male: Femaie: l/

e e o e

Race: White: African American: _\/ Asian:

I Please answer each question fisted below: ; Yes

1) Do you have a severe aflergy (hypersensitivity) to 2ny component of the vaccine?

2} Heve you ever had 3 life-threstening aflergic reaction to any veoone?

3) Do you have a bieeding disorder or are on 2 blood thinmer?

4) Are you pregnant or planning to become pregnamt? (Wil meed written approval from
OB/GYN prior to receiving vaccine)

5.) Do you curently have an acute iliness and/or high fever?

6) Are you immunocompromised or on 2 medication that affects your immune systern?

'\K\ SISTL «

7) Have you recsived another COVID-19 vaoone?

¥ Yes, Vaccine Name- ) i ) Date Receivet 1 ~ 2~ A [ /
2) Have you tested positive for COVID-19 PCR or antibodies in the kst ninety (90) days? '

v

| hawve read and understand the 2020-2021 COVID-19 VACONE FACT SHEET FOR RECIPIENTS AND CAREGIVERS (dated
12/2020). | have had the opportunity to discuss the risk/benefits of the COVID-19 vaccine. | have had the chance to ask
guestions which were answered to my satisfaction_ | hereby consent to receive the COVID-19 vactne.

lesia F. Ware M % ae L},Q\qnal
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