WIS AU

2020-2021 COVID- 19 Vaccine Consent

Instructions: CMWMH( prior to vaccine administration. (Please Print 1%
Name of Person Receiving Vaccine: ﬂ mﬂ' D H

{First Name, Middie initial, Last Name)
Date of Birth: \‘\ \i\ go Social § SC{ 09..

rity Number:
Phone #: '))%\-f' ULT"I —7)0 D Email: ?bwm m,l)%’ﬂw
Patient Address: @O ENG WOWWWY AIL L%Z 7

{Street} (City/ State} {Zip)
\/VM:
Gender: Male: Female: = /
Ethnicity: Hispanic: Non-Hispanic: Unspecified:
Race: White: African American: Asian:
American indian: Native Hawaiian: Other:
Pleage alvcwer each question #sted below: Yes No
i
1.} Do you have a severe allergy (hypersensitivity) to any component of the vaccine? \/
i
2.] Have you ever had a life-threatening allergic reaction to any vactine? V
/‘1
3.) Do you have a bleeding disorder or are on a biood thinever? /
4.) Are you pregnant or planning to become pregnant? {Will need written approval from /
OB/GYN prior to receiving vaccine)
/’
5.) Do you currently have an acute illness and/or high fever? \/
o
6.) Are you immunocompromised oc on 3 medication that affects your immune systerm? \//
7.} Have you received another COVID-193 vacane ? \/
if Yes, Vaccine Name: Date Received: /
8.} Have you tested positive for COVID-19 PCR or antibodies in the Last ninety {30) days? /

12/2020]. | have had the opportunity to discuss the
ruiestions which were answere my satisfacti

N
AN
{Print Name) ‘/
Staff Use Only
VACONE LOT # EXPRRATION DOSEMROUTE STE DATE/TIME Adwinistered By:
DATE RECEIVED

t _ oW . ozt : bi
R e™ wp) [T |1t %5 Paion

Next Appointment Date/Time:

COVID-19 vaccine. ***



