WARHAWK
HEALTH SERVICES

2020-2021 COVID- 19 Vaccine Consent

instructions: Complete and present prior to vaccine adrmnlstrmon {Please Print Legibly).

Name of Person Receiving Vaccine: MOH&T a M l ahakﬁ

{First Name, Middle Initia, Laskt Name}

Date of Birth: 7[44! 'qqg Sotial Security Number: G] 6 al 66 "[ 0

Phone #:354. 728' IQDQ Email: Mﬂ"i ssaQ. m- +anaka e qm“ ! COIYI

Patient Address: 640 DC[W(DC[ Dr AUbhl‘h, AL 3(:93u0

{Street} {City/ State) {Zip)

Please Check Qne:
Gender: Made: Female: /
Ethnicity: Hispanic: _____ Non-Hispanic: Unspecified:

e
Race: White: African American- Asian:
American Indian: ___ Native Hawaiian: ______ Other:
Please snswer each questbﬁ”l’l's\t;d below: o e T

3.) Do you have z bleeding disorder or are on 3 blood thinmer?

4. Are you pregnant or planning to become pregnant? (Wil need wrilten approval from
OB/GYN prior 10 receiving vaccine)

5. ) Dovou curren:ly have an acute iiness andfor high Tever?

“”"“‘s“i”i“re you nmmunocuwﬁfomnsed of en 2 meduatlon that ‘affects your ammune system?

7. Have you received another COVID-13 vaccine?

A — S

if Yes, Va:cme Name Date Recerved-
8.) Have you tested positive for COVID-19 PCR or antibodies in the lat ninety {90) days?

I have read and understand the 2020-2021 COVID-19 VACCINE 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

questions which were answered to my satisfaction. | hereby consent to recewve the COVID-19 vaccine,

Mavissa M. TonakoThasise . Bamoke A /8 /2011

Pyt Name} Lhogrs Namae 1€xati)

Staff Use Only.

VACCINE toTe | EXPIRATION | DOSE/ROUTE | SI?EW“‘T'EKfE‘/TIM;:‘

DATE

Pﬁ%ea leotsy ’*\1\' k 08nl |y

Next Appointment Date/Time;

~ Administered By: |

| E
% RicelyeD e ———

***If you present to the Emergency Department for any treatment, piease inform the staff vou have received the

COVID-19 vactine, ***



