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Vaccine Administration Record Informed Consent for Vaccination

First Name_________________________________________ Last Name_________________________________

Home Address________________________________City_____________State______ Zip Code_______________

Home Phone ____________________________________Date of Birth	_________ Age_____ Gender   M  /   F

Ethnicity:     Hispanic Origin          Non-Hispanic Origin          Decline  

Race:      Native American or Alaskan      African American or Black       Declined      Native Hawaiian or Pacific 

Islander        White         Other or Multiracial 

Primary Insurance ____________________  Name Insurance ID# ______________________________

Group Number__________________________   Medicare Part B Number________________________

Primary Care Physician/Provider ___________________ Physician/Provider Phone Number___________________

Physician/Provider Address______________________ City_____________ State_____ Zip Code ______________


	The following questions will help us determine your eligibility to be vaccinated today.
	YES
	NO
	Don’t Know

	1. Are you sick today?
	
	
	

	2. Do you have allergies to medications, food or vaccines? (Examples: Polysorbate-80, 2-hyrdroxypropryl-B-cyclodextrin, citric acid monohydrate, trisodium citrate dihydrate, sodium chloride, sodium hydroxide, Hydrochloric acid, Ethanol, ) If yes, please list allergies:

	
	
	

	3. Have you received any vaccinations or skin tests in the past 14 days? 
    If yes, please list vaccinations:

	
	
	

	4. Have you ever had a serious reaction after receiving a vaccination?
	
	
	

	5. In the last 10 days, have you ever had a COVID-19 test because you had symptoms and are still awaiting your test results or been told by a health care provider or health department to isolate or quarantine at home due to COVID-19 infection, exposure or travel?  
	
	
	

	6. Have you received passive antibodies therapy (monoclonal antibodies or convalescent serum) as treatment for COVID-19 in the past 3 months (90 days)?
	
	
	

	7. Have you ever had an immediate allergic reactions (e.g., hives, facial swelling, difficulty breathing, anaphylaxis) to any vaccine, injection, or shot or to any component of the COVID-19  vaccine, or a severe allergic reaction (anaphylaxis) to anything?
	
	
	

	8. Do you have a chronic condition or long-term health problem? If yes, please check all that apply: Anemia ____ Asthma____ COPD____Diabetes____ Heart Disease___ Kidney Disease____ Liver Disease___ Lung Disease___ AIDS____ Cancer ____ Leukemia____Other__________________
	
	
	

	9. Do you take prednisone, other steroids, or anticancer drugs, or have you had radiation treatment?
	
	
	

	10. Do you have a bleeding disorder or are you taking a blood thinner?
	
	
	

	11. During the past year, have you received a transfusion of blood or blood products, 
	
	
	

	12. Have you received a previous dose of the COVID-19 vaccine?  If yes, which vaccine?  Moderna  or Pfizer
	
	
	

	13. For women only: are you pregnant or considering becoming pregnant in the next month?
	
	
	

	
	
	
	


Emergency Use Authorization 
The FDA has made the COVID-19 vaccine available under an emergency use authorization (EUA).  The EUA is used when circumstances exist to justify the emergency use of drugs and biological products during an emergency, such as the COVID -19 pandemic.  This Vaccine has not undergone the same type of review as an FDA approved or cleared product.  However, the FDA’s decision to make the vaccine outweigh the know and potential risks. 
Consent
I have read or have had read to me to the Vaccination Information Sheet (VIS) regarding the vaccines(s). I have had the opportunity to ask questions that were answered to my satisfaction and understand the benefits and risks of the vaccines(s).  I understand that if the vaccine requires two doses, I will need you be administered (given) two doses of this vaccine in order to be effective.  I consent to, or give consent for, the administration of the vaccine(s). I fully release and discharge Riverdale Drugs & Surgical, Inc. DBA Riverdale Specialty Pharmacy, from all liabilities or claims whether known or unknown arising out of, in connection with, or in any way related to the administration of the vaccine(s) listed below. I acknowledge that the pharmacist recommends that vaccinated patients should remain in the waiting area for 15 minutes, after the administration of the immunization. I authorize the release of whether known any medical information necessary to process Medicare or other insurance claim or to health care professionals regarding patient care.  I authorize release of all information needed ( including but not limited to medical records, copies of claims and itemized bills) to verify payment and as needed for other public health purposes, including reporting to applicable vaccine registries.


Patients Signature: _________________________________________Date/time: _______________________

For Pharmacist Use Only

	Vaccine Name
	Lot #
	Dosage
0.5 ml,
0.3 ml
	Manufacturer
	Dosage
	Route of Administration
	Site of Injection
	EUA Fact Sheet Date
	Exp:
Date

	Janssen 
	


	
	
	0.5ml
	IM
	L   /   R
Deltoid
	
	

	Pfizer/BioNTech
	


	
	
	0.5ml
	IM
	L   /   R Deltoid
	
	

	Moderna

	
	
	
	0.5ml
	IM
	L   /   R
Deltoid

	
	




Name of Administering Pharmacist: ________________________________________________________________



Signature of Administering Pharmacist: ________________________________________Date:________________
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