Y

CommunityCare Clinics
Minnesota

COVID-19 VACCINE SCREENING AND AGREEMENT FOR PFIZER-FDA EUA (5-11 YRS
OLD). EUA (12-15). FDA APPROVED/BOOSTER/3R?> DOSE (16YRS AND ABOVE).

CONTACT INFORMATION — PERSON BEING VACCINATED.

LAST NAME: FIRST NAME: MIDDLE-IN
AGE (THE CHILD HAS TO BE 5§ YEARS AND ABOVE. 4 YRS PLUS A FEW MONTHS DO NOT QUALIFY)
DATE OF BIRTH / /.

PRIMARY PHONE NUMBER:

ADDRESS (STREET OR P.O. BOX):

CITY:

STATE:
ZIPcopbE:

MOTHER’S NAME (LAST, FIRST, MIDDLE - IF YOUNGER THAN 18 YEARS):

MOTHER’S MAIDEN NAME (IF YOUNGER THAN 18 YEARS):

AGREEMENT

BY SIGNING BELOW, | UNDERSTAND, RECOGNIZE, APPROVE, AND AGREE THAT:

L] | HAVE RECEIVED AND READ OR HAD EXPLAINED TO ME THE FDA APPROVED (16 YEARS AND OLDER) AND EUA (5-11 AND
12-15 YEARS) FACT SHEET FOR THE FOLLOWING COVID-19 VACCINE: [PFIZER-BIONTECH VACCINE].

L4 | HAVE HAD THE CHANCE TO ASK QUESTIONS WHICH WERE ANSWERED TO MY SATISFACTION, AND | UNDERSTAND THE
BENEFITS AND RISKS OF THE COVID-19 VACCINE AS DESCRIBED.

L4 | AGREE TO RECEIVE THE COVID-19 VACCINE FOR MYSELF OR FOR THE PERSON NAMED ABOVE.

SIGNATURE OF PATIENT OR PARENT/GUARDIAN:

DATE: / /

INFORMATION COLLECTED ON THIS FORM WILL BE USED TO DOCUMENT THAT YOU HAVE RECEIVED VACCINE(S).
INFORMATION ABOUT YOUR VACCINE(S) MAY BE SHARED THROUGH THE MINNESOTA IMMUNIZATION INFORMATION CONNECTION
(MIIC) WITH OTHER HEALTH CARE PROVIDERS, SCHOOLS, HEALTH DEPARTMENTS, AND OTHERS AUTHORIZED UNDER LAW TO
RECEIVE IT.

HEALTH HISTORY

IF YOU ANSWER YES TO ANY OF THESE QUESTIONS, THE PERSON GIVING YOU THE VACCINE MAY NEED MORE INFORMATION FROM
YOU BEFORE YOU GET THE VACCINE:

YES No UNKNOWN QUESTION

ARE YOU THE CORRECT AGE TO RECEIVE THE COVID-19 VACCINE?

YEsS No . PFIZER-BIONTECH VACCINE: YOU MUST BE 5 YEARS OR OLDER.




COVID-19 VACCINE SCREENING AND AGREEMENT

YES No UNKNOWN QUESTION

SEVERE ALLERGIC REACTION (E.G., ANAPHYLAXIS) AFTER A PREVIOUS DOSE OR

YES No UNKNOWN
TO A COMPONENT OF THE COVID-19 VACCINE?
IMMEDIATE ALLERGIC REACTION (WITHIN 4 HOURS) OF ANY SEVERITY TO A
PREVIOUS COVID-19 VACCINE DOSE OR KNOWN (DIAGNOSED) ALLERGY TO A
YES No UNKNOWN COMPONENT OF THE VACCINE OR ANY OF ITS INGREDIENTS (INCLUDING
POLYETHYLENE GLYCOL [PEG] OR POLYSORBATE OR TROMETHAMINE FOR 5—11-
YEAR OLD’S)?
IMMEDIATE ALLERGIC REACTION TO ANY OTHER VACCINE OR INJECTABLE THERAPY
(E.G., SHOTS IN THE MUSCLE (INTRAMUSCULAR), IN THE VEIN (INTRAVENOUS),
YES No UNKNOWN
OR INTO THE FATTY TISSUE (SUBCUTANEOUS)? DOES NOT INCLUDE ALLERGY
SHOTS.
YES No UNKNOWN ARE YOU FEELING SICK TODAY?
RECEIVED MONOCLONAL ANTIBODIES OR CONVALESCENT PLASMA AS PART OF
YES No UNKNOWN
COVID-19 TREATMENT IN THE PAST 90 DAYS?
YES No UNKNOWN EXPOSED TO ANOTHER PERSON WITH KNOWN COVID-19 DISEASE?
NoT HAVE YOU EVER RECEIVED A DOSE OF COVID-19 VACCINE?
YES No

APPLICABLE IF YES, LIST VACCINE PRODUCT AND DATE RECEIVED:

v N NoT DID YOU HAVE A DELAYED ALLERGIC REACTION AT THE INJECTION SITE (E.G.,
ES o
APPLICABLE REDNESS, ITCHING) AFTER A FIRST DOSE OF COVID-19 VACCINE?
HAVE YOU RECEIVED ANY OTHER VACCINES (THAT WERE NOT COVID-19 VACCINE)
YES No UNKNOWN
WITHIN THE PAST 14 DAYS?
N DO YOU CARRY AN EPI-PEN FOR EMERGENCY TREATMENT OF ANAPHYLAXIS
oT
YES No AND/OR HAVE ALLERGIES OR REACTIONS TO ANY MEDICATION, FOODS,

APPLICABLE
VACCINATIONS, OR LATEX? 30-MINUTE POST VACCINATION WAIT REQUIRED.

DO NOT WRITE BELOW THIS LINE

VACCINE INFORMATION

FACT
COVID-19 VACCINE LoT

SHEET ROUTE MANUFACTURER ADMIN SITE PERSON ADMIN
PRESENTATION' NUMBER

DATE
COVID-19 IM PFR LEFT

DELTOID/RIGHT

(PFIZER)
DELTOID

1. COVID-19 VACCINE PRESENTATION = LISTS SPECIFIC PRODUCT NAME (E.G., PFIZER BIONTECH.)

SIGNATURE OF PERSON (OR CLINIC) ADMINISTERING VACCINE: (ODAM MEDICAL GROUP/ccc-MN)

DATE ADMINISTERED: /. /.



