WARNAWK
HEALTH SERVICES

2020-2021 COVID- 19 Vaccine Consent

Instructions: Complete and present prior to vaccine administration. (Mease Print Lagibiy).

Name of Person Receiving Vaccine: _ L_£.8] /€. ; - ‘Rbb.m

(First Name, Middle Initiai, Last Name)

Date of Birth: ()‘5'01 ' lﬂflb‘ Social Security Number: -1§£-38

phone #: 334 DR 1~ D7 [ emois_{abninsani. & d ot Stateal.us
Dr.
Patient Address: ﬂlﬂg_&mmﬁdﬂlﬁ ‘.Mnﬂiﬁm 3'_&)__3{0_!1_[
{Street) (City/ State) {Zip]

Gender: Male: Fernale: \/
Ethnicity: Hispanic: Non-Hispanic: Unspecified:
flace: White: African American: / Asian:
Amearican Indian: Native Hawailan: Cther:
Plasss anzwrer sach question listed below: Yes No

1.] Do you have 2 severa allergy (hypersensitivity) 1o any component of the vaccine?

2.

Have you ever had a life-thraatening allergic reaction to any vaccine?

3.) Do you have a hlseding disorder or are on a bicod thinner?

4.]

Are you pregnant or planning to become pregnant? (Will need written approval from
D8/GYN prior to receiving vaccine)

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

6.) Are you immunocompromised or on a medication that affects your immune system?

7.} Have you received ancther COVID-19 vaccine?

If Yes, Vaccine Name: Date Recelved:

8.) Have you tested pasitive for COVID-19 PCR or antibodies in the last ninety (90) days?

NI AN

t 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 1o receive the COVID-19 vaczine.

Leste Robinen Mﬁ_,z 4]913—1

(Print Nama)
Staff Use Only
VACCINE LOT# EXPIRATION DOSE/ROUTE SITE DATE/TIME Administered By:
DATE 7‘:!}’50
-7 O3 ml | [P "/
Pae [ERETT| 7 D Bowen
2 T | DeHod | 12138 om V. Bowe

Next Appointment Date/Time: +( 3 (E) QBO I{Hy\




