Informed Consent for Immunization with Inactivated & Live Vaccines

Om_ 0Of O other

Last Name first Name Middle Date of Birth Age Gender
{ ) 0
anet e e City State Zip Phone if (3 Home (O Cell
) Ethnicity: (J Hispanic or Latino | !f less than 66 Medicare Part B (D#:

0 covip-19 O Non-Hispanic or Latino Pmlm:s list Last 4 digits of SSN (Medicare patients only):
O shingles O Tetanus () Decline to State (Unknown) | WelBhti __tbs. | Email address:
O other{s): i .
Race: [ Asian [ American Indian Primary Care Provider
Which arm do you prefer for [ Pacific 1slander [J Black or African American Name:
vaccine? (1 Left O Right O caucasian {3 Two or More O Other Phone: Address:
kscreening Questions — IF COMPLETED ONLINE, REVIEW ANSWERS WITH PATIENT TO ENSURE NO CHANGES | Yes | No Informed Consent: Please read and sign.
By my signature below, | consent to the administration of tha vaccinejs)
1. | Areyou skck today? o|0o by a pharmaclst or a supervised student pharmaclst or techniclan, ar
- - - other authorlzed person, where permitted by law or state/federal
2. { Do you have any allergies to medications, food or vaccines? If yes, please list: ajo guidance, employed or contracted by Albertsons Companles ar one of
3. | Have you ever had a serious reaction or fainted after recelving a vaccination? ala ;:::2"““5'“'::;:'::"‘1 tobe cnn:::t::;; rh: ;:mebz: 2:.:73:?
41 L i U (]
4 Do you have a medical condition or take medication(s) that may weaken your immune system? (e.g. ala receive. The above Infarmation is true and correct. | attest | meet
* | cancer, leukemia, HIV, active shingles, take prednisone, oral steroids, anticancer or antiviral drugs) :lflf::l:l:::::; '°’l“|""t‘t"°:"'r':""'l‘ ‘"‘"‘:l“ ":I an ‘t"' I;'“IL'I:;"“;“"I““
. ) e n attes e minar patient meets eligl ty criterla
c Have you ever received a dose of COVID -19 vaccine? {COVID-19 only) alo for the vaccination. | also release Albertsons Companles and its
" | If yes, which product did you receive? €1 Pfizer 0 Moderna CJ i&J Date(s): S:JI‘T:'::’"HJ""'M=- offlcers, directors, empluyees, and agents from
: - ty, Including acts of oml
6. | For women: Are you pregnant or are you considering becoming pregnant in the next month? o|a :m.:g f,:mn,:,, mr.:;,i :,om‘:,mms,f:::;::T;T;’;ﬁ:;’::::,';m;:f |
: n understand: 1) | have voluntarily chosen to recelve the vacelnation, 2)
7. | Do you have a seizure disorder ar a brain disorder? (Tdap only) o|a Non-COVID vaccing: | authorize Albertsons Companles 1o submbt a clalm|
mmunization Needs Yes No Unsure for relmbursement an my behalf 10 Medicare or any cther contracted
- - third-party payor; if the clalm is denled, | understand | will be
Please check all that apply to you: [J Asthma or lung disease O] Diabetes responsible for payment; 3) | am of legal age and autherized 10 execute
2 {J Heart Disease O Tobacco Smaker CJ 65 Years or older. g a a thIII: .wmegt '°:m :’” am the parent/guardian of the minor patient, 4) |
" |If you checked any of the above, have you ever received a PNEUMONIA vaccine? xav:].;:;,:r::"::? ,.::epz::r::ﬂ:;::.?eﬂsfm:::,d:::: :;T;:e
If yes, when and what kind{s)? 5) 1 have been counseled about potential side effects after vacclnation,
9 patients 50 and older or immunocompromised: Have you ever received the a a o ::f;::::sm: ::: ::h:a‘:n::?v;?: :::':v:z::':l’:":rk::::l:';":l'::' !
* | SHINGLES vaccine? If so, what date(s): experience any slde effects. 6) | should remaln In the area for
. - - chservation for 15 minutes unless 1 have a history of an immedIate
10. | How many years has it been since your last TETANUS vaccine? ¥yrs 0 allergle reaction of any severlty to a vaccine or injectable therapy or il 1
11. | Patlents 19 to 59 years old: Have you received a hepatitis B series? o (] 0 have a history of anaphylaxis due to any cause, | should remain in the
area for observation for 30 minutes after the vaccinatton, If | leave the
12. | Patients under 46: Have you received the HPV {Human Paplllomavirus) vaccine? m | m 0 area without walting, ! acknowledge that | am dolng 5o at my own rlik
. S - and against the advlce of the professional who adminlstered the
13. | Patients aged 11 to 23: Have you received a meningitis vaccine? (| m 0 vaccine. 7) | have read, or have had read to me, the Vaccine Information
- = s Statement(s) (“VIS") or Emergency Use Authorlzatlon {"EUA") provided
Please indicate which vaccine({s) you would like more information at?OUt? . for the vaccine{s) 10 be administered. | have had the apportunity to ask
14, | O Hepatitis& O MMR {Measles, Mumps, Rubella) O Travel Vaccines [J Childhood Vaccines questlons, and all my questions have been answered to my satlsfaction.
O Other: (7 Unsure: would like an assessment done of potential vaccination gaps or needs L;:‘::;’;::;’,;:‘;:’I‘;;:’ and """’t:' L "‘“';“:"' :’ | Dave baen
a copy of the company’s Notlce of Privacy
Live Vaccines Only {chickenpox, cholera, intranasal flu, MMR® Il rotavirus, oral typhoid, and yellow fever) | Yes [ No Practices In compliance with the Health Insurance Portabllity and
. . Accountabllity Act [HIPAA). 9) This vaccination, Including any
15. | Have you recelved any vaccination in the past 4 weeks? If yes, please list: o|a vacclnation granted addltional privacy protections under state or
e During the past year, have you received a transfusion of blood or blood products, been given a alao fedef-"ﬂ' law, Is ﬂliblect llo ernrtln:: by my pharmacy or Its business
: * : . assoclate to an Immunlzatlon reglstry, which may share my
medicine called immune {gamma) globulin, or hacll radiation therapy? : immunization data with-athers, and to my primary care physician, the
. Have you had your thymus gland removed or a history of problems with your thymus such as ala authorlzing physiclan, or the local Department of Health, If applicable,
U myasthenia gravis, DiGeorge syndrome, or thymoma? {yellow fever only) and | authorize these disclosures. (New Jersey Only: | outhorize __ do
- T— S = not authorize ___ reporting of my receipt of this vaccinotion to my
18. | Are you currently taking any antibiotics or antimalarial medications? foral typhoid only) oo primary care provider | understand that fallure to check authorize/do
N 3 & not authorize will serve os outhorizotion.) (South Dokota, Maine,
19. | Do you have a history of thrombocytopenia or thrombocytopenia purpura? {(MMR® If only) ol|ao Massachusetts, and New Hampshire only. | understand I have the right
20, | For age under 18: Are you taking aspirin or an aspirin containing medication? fintranasal flu only) oo :: ﬂbk;f to ;ht' S""::'inu )al my data ta the abave-mentioned partles
raugh such registries.
X
Signature of Patient or Parent/Guardian of Minor Patient Printed Name ‘Date
For Pharmacy Use Only
Vaccine Name Lot # Expiration Date Manufacturer Dose (ml) Dose # Route Site (circle)  |[VIS/EUA Pub. Date
| COVID-19( ) | # I R / L Deltoid
Flul ) M | R / L Deltoid
Shingrix® 1 GSK 05 0102 IM | R / L Deltoid 2/4/2022
Prevnar 20* Pfizer 0.5 1 M | R / L Deltoid 2/4/2022
R /L
] a5
! R /L
Ordering RPh Signature: RxBIN: PCN:__ Group #: |Di#:
Name of Administrator:_ = Medical (Name, ID#, Groupi, Payer 1T - if UHC):
Administration Date: 3 npp Offered Billing Info {off-site only)
i Counseling {Please circlel:  Accepted / Declined Clinic Name: Clinic Address:
WA ONLY: Substitution Permitted: Dispense as Written: ICIMZIV 202203




