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COVID-19 VACCINE CONSENT FORM
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	If you select “Yes” for any of the following, it is recommended that you speak with your healthcare provider before receiving the COVID vaccine.
	Yes
	No
	Unknown

	Are you feeling sick today or had a fever within the past 24 hours?
	(
	(
	

	Are you currently on isolation or quarantine for a COVID-19 infection or exposure?
	(
	(
	(

	Have you been treated with antibody therapy for COVID-19 in the past 90 days (3 months)? If yes, when did you receive the last dose?
	(
	(
	(

	Have you ever had an immediate allergic reaction (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?
	(
	(
	(

	Are you moderately or severely immunocompromised due to one or more of the medical conditions or receipt of immunosuppressive medications or treatments?
	(
	(
	(

	Which primary COVID-19 vaccine series did you receive?

( Pfizer          ( Moderna          ( Other          Date(s): ____________, ____________
(FOR IMMUNOCOMPROMISED / 3RD DOSE: Was the most recent dose at least 28 days ago?)

(FOR BOOSTER DOSE: Was the most recent dose at least 8 months ago?)
	(
	(
	(

	Are you pregnant or considering becoming pregnant?
	(
	(
	(

	Do you have a history of myocarditis (inflammation of the heart muscle) or pericarditis (inflammation of the lining around the heart)?
	(
	(
	(

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


I have been provided the FDA’s Fact Sheet for FDA-licensed Pfizer vaccine or the Emergency Use Authorization (EUA) of the Moderna COVID-19 Vaccine to Prevent Coronavirus Disease 2019 (COVID-19) for the vaccine that I am receiving.  
I understand the benefits and potential risks of receiving this vaccine and have had the opportunity to ask questions. I consent to receive the COVID-19 vaccine. 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.
	Signature:
	
	Today’s date:
	
	
	
	
	
	
	
	
	
	

	
	
	
	Month
	
	Day
	
	Year
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