
COVID-19 VaccLQe
INFORMATION AND CONSENT FORM

NAME (LaVW) (FiUVW) DaWe of   BiUWh:
______/______/_______

Age:

POeaVe aQVZeU Whe heaOWh TXeVWLRQV beORZ: YeV NR DR
NRW

KQRZ
1. AUe \oX feeling Vick Woda\?

2. HaYe \oX eYeU UeceiYed a doVe of COVID-19 Yaccine, if Vo, Zhen?
*If \eV, Zhich Yaccine pUodXcW: � Pfi]eU    � ModeUna        �JanVVen

� OWheU: __________________
� LiVW daWeV of all doVeV: __________________

3. HaYe \oX eYeU had a VeYeUe alleUgic UeacWion WhaW UeqXiUed WUeaWmenW ZiWh EpinephUine oU
EpiPen, oU caXVed \oX Wo go Wo Whe hoVpiWal, caXVed hiYeV, VZelling, oU UeVpiUaWoU\ diVWUeVV
inclXding Zhee]ing?

*WaV Whe VeYeUe UeacWion afWeU UeceiYing a COVID-19 Yaccine?
*WaV Whe VeYeUe UeacWion afWeU UeceiYing anoWheU Yaccine oU anoWheU injecWable

medicaWion?
4. Check all WhaW appl\ Wo \oX:
�HaYe a hiVWoU\ of m\ocaUdiWiV oU peUicaUdiWiV
�HaYe a hiVWoU\ of GXillain-BaUUe S\ndUome
�Had COVID-19 and ZaV WUeaWed ZiWh monoclonal anWibodieV   oU conYaleVcenW VeUXm
�DiagnoVed ZiWh mXlWiV\VWem inflammaWoU\ V\ndUome (MIS-C oU MIS-A) afWeU a COVID-19 infecWion
�HaYe a bleeding diVoUdeU oU Wake blood WhinneUV
�HaYe a hiVWoU\ of hepaUin-indXced WhUomboc\Wopenia (HIT)
�Am cXUUenWl\ pUegnanW oU bUeaVWfeeding
�HaYe UeceiYed deUmal filleUV
5. Check all WhaW appl\ Wo \oX:
� HaYe a Zeakened immXne V\VWem (i.e., HIV infecWion, canceU): If \eV liVW condiWion:

________________________________________________________________________

� Take immXnoVXppUeVViYe dUXgV oU WheUapieV: If \eV, pleaVe liVW:

________________________________________________________________________

� 18-64 ZiWh an XndeUl\ing chUonic healWh condiWion(V): If \eV, pleaVe liVW:

________________________________________________________________________

� A UeVidenW of long-WeUm caUe faciliW\ (nXUVing home, VenioU liYing faciliW\, aVViVWed liYing)

� AW high UiVk of occXpaWional/inVWiWXWional e[poVXUe Wo COVID-19

� 65+ ZanWing a booVWeU

� 18+ ZanWing a booVWeU12+

5+

additional dose5+

CLINICIAN NAME: ________________________
DATE: __________________________________

VACCINE: _______________
SITE OF ADMINISTRATION: ____________________
SERIES/DOSE: _______________

TO BE COMPLETED BY THE CLINICAL STAFF ON SITE

PATIENT AGE:



I ( (Name)):

Ɣ HaYe UeceiYed, Uead, and XndeUVWand Whe EmeUgenc\ UVe AXWhoUi]aWion FacW SheeW and/oU Vaccine InfoUmaWion
SWaWemenW foU Whe Yaccine I am UeceiYing;

Ɣ HaYe UeceiYed and Vigned Whe CXUogUam HIPAA AXWhoUi]aWion alloZing foU Whe UeleaVe of m\ COVID-19 Yaccine UecoUdV,
inclXding Yaccine VWaWXV;

Ɣ HaYe had Whe oppoUWXniW\ Wo diVcXVV an\ medical conceUnV ZiWh m\ healWhcaUe pUoYideU oU a healWhcaUe pUoYideU aW Whe
Wime of m\ YaccinaWion and m\ qXeVWionV ZeUe anVZeUed Wo m\ VaWiVfacWion;

Ɣ UndeUVWand Whe benefiWV and UiVkV of YaccinaWion and I YolXnWaUil\ aVVXme fXll UeVponVibiliW\ foU an\ UeacWionV WhaW ma\
UeVXlW;

Ɣ UndeUVWand WhaW I VhoXld Uemain in Whe Yaccine adminiVWUaWion aUea foU 15 minXWeV afWeU Whe YaccinaWion Wo be moniWoUed
foU an\ poWenWial adYeUVe UeacWionV;

Ɣ UndeUVWand WhaW if I haYe e[peUienced pUeYioXV anaph\lacWic UeacWionV I VhoXld VWa\ foU 30 minXWeV afWeU Whe YaccinaWion
Wo be moniWoUed foU an\ poWenWial adYeUVe UeacWionV;

Ɣ UndeUVWand WhaW if I e[peUience Vide effecWV WhaW I VhoXld do Whe folloZing:
o ConWacW docWoU;
o Call 911.

PLEASE ASK QUESTIONS BEFORE RECEIVING THE COVID-19 VACCINE.

I XQdeUVWaQd Whe ULVNV Rf WhLV YaccLQe aQd aVN WhaW WhLV YaccLQe be gLYeQ WR Pe RU WR Whe SeUVRQ QaPed abRYe fRU
ZhRP I aP aXWhRUL]ed WR PaNe WhLV UeTXeVW. ______ (INITIAL HERE)

³COVID-19 VACCINATION CONSENT AND RELEASE FORM´:
I heUeb\ giYe conVenW Wo alloZ MobileVAX LLC. Wo adminiVWeU a COVID-19 YaccinaWion Wo me oU Whe minoU foU Zhom I am legal
gXaUdian, and heUeb\ UeleaVe, indemnif\, and hold haUmleVV CXUogUam and CORE CommXniW\ OUgani]ed Relief EffoUW
(³CORE´), WheiU agenWV, officeUV, diUecWoUV, aVVignV, conWUacWoUV, VXcceVVoUV, and peUVonnel fUom an\ liabiliW\ WhaW ma\ aUiVe oXW
of WheiU acWV and omiVVionV. I XndeUVWand WhaW I ma\ aVk qXeVWionV aboXW Whe YaccinaWion oU m\ caUe, oU UefXVe WUeaWmenW aW WhiV
Wime, and WhaW I am YolXnWaUil\ pUoceeding. ______ (INITIAL HERE)

HIPAA AXWhRUL]aWLRQ FRU DLVcORVXUe Rf COVID-19 VaccLQaWLRQ RecRUdV
I heUeb\ YolXnWaUil\ aXWhoUi]e Whe diVcloVXUe of m\ COVID-19 YaccinaWion UecoUdV, inclXding YaccinaWion VWaWXV, pUoYided
b\ CORE CommXniW\ OUgani]ed Relief EffoUW (³CORE´) WhUoXgh CXUogUam Inc. (³CXUogUam´), Wo:

Ɣ Me via email� even though email is not a completely secure means of communication�
Ɣ Me via SMS� even though SMS is not a completely secure means of communication�
Ɣ CORE
Ɣ Curogram

I alVo XndeUVWand and agUee Wo Whe folloZing:

The pXUpoVe foU Zhich m\ COVID-19 YaccinaWion UecoUdV Zill be diVcloVed Wo Whe aboYe paUWieV iV pXblic healWh acWiYiWieV and
pXUpoVeV.
I ma\ UefXVe Wo pUoYide WhiV aXWhoUi]aWion.
I ma\ UeYoke WhiV aXWhoUi]aWion aW an\ Wime in ZUiWing emailed Wo CXUogUam aW UecoUdV@cXUogUam.com, e[cepW Wo Whe
e[WenW WhaW acWion haV been Waken in Ueliance on WhiV aXWhoUi]aWion.

If WhiV aXWhoUi]aWion haV noW been UeYoked, iW Zill WeUminaWe 1 \eaU fUom Whe daWe of effecWiYeneVV beloZ.
I haYe a UighW Wo UeqXeVW and UeceiYe a cop\ of WhiV aXWhoUi]aWion.

TUeaWmenW, pa\menW, enUollmenW, oU eligibiliW\ foU benefiWV ma\ noW be condiWioned on obWaining WhiV aXWhoUi]aWion if VXch
condiWioning iV pUohibiWed b\ Whe HIPAA PUiYac\ RXle.

An\ infoUmaWion diVcloVed pXUVXanW Wo WhiV aXWhoUi]aWion ma\ be VXbjecW Wo UediVcloVXUe b\ Whe UecipienW, and an\
UediVcloVXUe ma\ noW be VXbjecW Wo HIPAA.

Signature                                                                                                    Date

Printed Name Relationship to Patient ¥If Applicable¦


