ARSTEING | COVID-19 Response COVID-19 VACCINE ADULT CONSENT FORM

COUNTY
AGED 18 AND OLDER

| Section 1 — Patient Information (please print):

Last Name First Name Middle Name
Date of Birth (MM/DD/YYYY) Age Phone Number
Street Address, City, State, Zip Code Email

Mother's Maiden Name (Maiden Last Name, First Name)

Gender: (Check one) Race: (Check one)
[ 1Female []Male [] American Indian [] Alaska Native [JAsian
[] Nonbinary [ ] Native Hawaiian [ Other Pacificlslander []Black or African American
[ ] Decline to Answer [] White [ 1Other [ 1Decline to Answer

Are you feeling sicktoday? (i.e. fever, chills, cough, shortness of breath, difficulty

breathing, fatigue, muscle or body aches, headaches, new loss oftaste or smell,sore | [ ] ] ]
throat, nausea, vomiting, ordiarrhea)
2. In the past10 days, have you tested positive for COVID-19 infection or is he/she u n O

currently being monitored for COVID-19 infection (e.g.in quarantine)?

3. Have you had an allergicreaction to a componentofa COVID-19 vaccine, including:
o Polyethylene glycol (PEG), which is found in some medications such as laxatives and

preparations for colonoscopyprocedures O 0 O
e Polysorbate, whichis found in some vaccines, film coated tablets, and intravenous N
steroids [ 0
e Aprevious dose of COVID-19 vaccine ] ] ]
4. Have you ever had an allergicreaction to another vaccine or an injectable medication?
(This would include a severe allergic reaction [e.g., anaphylaxis] thatrequired treatment
with epinephrine or EpiPen® or thatcaused you to go to the hospital. ltwould also ] O ]
include an allergicreaction thatcaused hives, swelling, orrespiratorydistress, including
wheezing.)
5. Checkallthat applyto you:
[]Female between ages 18 and 49 years old [1Have ableeding disorder
[] Male between ages 12 and 29 years old [] Take a blood thinner
[ IHave a history of myocarditis or pericarditis [0 Have aweakened immunesystem (i.e., HIV infection,
[1Had a severe allergicreaction to something otherthan a cancer) or take immunosuppressive drugs or therapies
vaccine or injectable therapysuch as food, petvenom, [] Has a historyof heparin-induced thrombocytopenia
environmental or oral medicationallergies (HIT)
[ IHad COVID-19 and was treated with monoclonal [11s currently pregnantorbreastfeeding
antibodies or convalescentserum [] Have received dermalfillers

[[] Diagnosed with Multisystem Inflammatory Syndrome [] Historyof Guillain-Barré Syndrome (GBS)
(MIS-C or MIS-A) after a COVID-19 infection

Note: Please continue to page 2 for Section 4.

FOR OFFICE USE ONLY — SARS CoV-2 VACCINATION RECORD

COVID-19 Vaccine: Date Administered:

[0 Dose1 O Dose2 ODose 3 Dose4 [0 Dose5

Manufacturer: Dose: mL  Route: Intramuscular (IM)
Lot #: Site: O Left Deltoid O RightDeltoid

Expiration Date: Vaccine Administered By:

EUA Fact Sheetor VIS Given: [0 Yes [0 No

VIS Date: Title: 0 RN O LVN O Pharmacist [
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Section 4 — Consent

| have been given a copy and have read the EmergencyUse Authorization (EUA) and reviewed the FDA Fact Sheetfor
Recipients and Caregivers for the COVID-19 vaccine product.| will be administered (check one):

[] | Moderna COVID-19 Vaccine 18 years of age and older 2 doses* 28 days
(Spikevax)

[ 1 | Pfizer-BioNTech COVID-19 Vaccine | 12years of age and older 2 doses* 21 days
(Comirnaty)

[] | Janssen(Johnson & Johnson) 18 years of age and older 1 dose* N/A

*After completion ofthe primary series, individuals may b e eligible for a booster oran additional dose

I have had the chance to ask questions thatwere answered to my satisfaction. lunderstand the benefits and risks ofthe
vaccine indicated and ask thatit be given to me.

I understand thatall vaccines have risks and side effects; and thatthere may be risks thatare not known yet.

My signature acknowledges thatl was advised to remain on site for 15 minutes after receiving the vaccine.

Those with previous anaphylactic reactions or otherrisk factors should stayfor 30 minutes.

As required by state law (Health and Safety Code, § 120440), allimmunizations will be reported to the California
Immunization Registry (CAIR2). | understand the informationin the child's CAIR2 record will be shared with the local
health departmentand State Departmentof Public Health, shall be treated as confidential medical information, and shall
be used onlyto share with each otheror as allowed bylaw.| may refuse to allow the information to be further shared and
canrequestthe CAIR2 record be locked by visiting the Requestto Lock My CAIR Record.

By signing this form, | give San Bernardino Countyand participating vaccination partner’s permission to contactme
regarding COVID-19 vaccine reminders and access to electronic vaccination records.

I will nothave to pay for eitherthe COVID-19 vaccine or the costof administering the vaccine. If | have health insurance, |
understand thatmyinsurance companymaybe billed for the costs of administering the vaccine.

By checking the box, | give consent to be vaccinated with the COVID-19 vaccine indicated in Section 4 and

understand that | am receiving the vaccine voluntarily. | release Countyof San Bernardino, its employees, and

representatives from anyliabilityor further responsibilitywith regard to receiving the vaccine.

Signature Date

| certify that | am the patient’s legal representative and/orlegal conservatorand | am authorized by the patientor other
legal authorities to sign and acceptthe listed terms on the patient’s behalf.

Signature of Legal Guardian (Medical Power of Attorney) Date

Legal Guardian printed name

Moderna (Spikevax) Pfizer (Comirnaty) Janssen (J&J)
EUA Fact Sheet EUA Fact Sheet EUA Fact Sheet
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https://cairforms.cairweb.org/SharingRequestForm/SharingRequestForm?SharingType=1&Language=En
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