
COVID-19 Vaccine Consent Form

Patient Demographics

Sex

Patient Name (Last, First, Middle) Date of Birth ❐Male ❐Female

Address City State, Zip

Email Phone

Race Ethnicity

❐ Asian   ❐ Black   ❐ Native American

❐ Pacific Islander   ❐ White   ❐ Other

❐ Hispanic   ❐ Non-Hispanic

Health History

The following questions will help determine if there is any reason you should not receive a COVID immunization injection.
Answering “yes” to any question does not prevent you from being vaccinated. It means additional questions will be asked. If a

question is not clear, please ask a healthcare provider to explain.

Yes No

Has the person being vaccinated ever received a COVID-19 vaccine? ❐ ❐

If yes, what date?

What type/brand vaccine?

Does the person to be vaccinated have an allergy to any medications, food, vaccine, or latex? ❐ ❐

List all allergies:

Has the person to be vaccinated ever had a severe reaction to any vaccine or injectable therapy? ❐ ❐

Have you had a serious allergic reaction (such as anaphylaxis) to any component of a Covid-19 vaccine? ❐ ❐

Do you feel sick today with moderate to severe symptoms? ❐ ❐

Is the person to be vaccinated at least 18 years old? ❐ ❐

If not, is the person to be vaccinated at least 12 years-old? ❐ ❐

Does the person to be vaccinated have a bleeding disorder or are they taking a blood thinner? ❐ ❐

Has the person to be vaccinated received passive antibody therapy as a treatment for COVID-19? ❐ ❐

(OVER)



❐ I have read, or have had explained to me, the Emergency Use Authorization (EUA) for the COVID-19 vaccine. I have had a chance
to ask questions that were answered to my satisfaction. I believe I understand the benefits and risks of the COVID-19 vaccine and ask
that the vaccine be given to me or the person named above for whom I am authorized to make this request (parent or guardian).

❐ The above information is true to the best of my knowledge. If qualified, I authorize billing to my insurance company and release
of information required to process my claims.

❐ I have been provided the opportunity to read TCHD’s Notice of Privacy Practices and have this policy explained to me.  In
addition, I understand that I may request a copy of these practices in a reasonable alternative format. I agree that this information
may be included in a centralized, statewide database and can be shared with schools, daycare centers, health care providers, and
other health care professionals as necessary to verify immunization status, audits, and public health studies. In addition, I agree that
this information may be shared with health care personnel or public health personnel who have a legitimate need to have access to
the information in order to assist a patient or to protect the health of others closely associated with the patient.  I understand that I
have the right to revoke this authorization at any time by notifying TCHD in writing.  I understand that once my data is shared with
another individual or agency that it may lose the protections provided by the Privacy Rule, and may be subject to redisclosure by the
recipient.

❐ I HAVE BEEN ADVISED TO WAIT FOR 15-30 MINUTES BEFORE LEAVING FOR OBSERVATION AFTER RECEIVING MY VACCINE.

Print Parent/Guardian Name, if different from client

Client/Parent/Guardian Signature Date

For Clinic Use Only
TCHD  Vernal/ Roosevelt EUA Fact Sheet Provided:

Clinic Site ❐Yes     ❐No     ❐Refused

Date of first vaccine administered: Date of booster vaccine required:

Site of IM Injection Dose

❐RDT -   ❐LDT -  ❐Other _____________________ ❐  0.3ml    ❐  0.5ml

Signature of vaccine administrator Title

Brand_______________________________________

Lot#_________________________________________


