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Patient lmmunization Consent and Administration Form
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1 Are you 5icl today? (For example: a cold, fever, cough, diarrhea, vomitin& or acute iltnessi

2 Have you ever fainted orfelt di2zy after receivinS a vaccination?

3 Have you ever had a r€action after receiving a vaccination?

4 Oo you have allergies or reactions to any foods, medications, vaccines or latex? (For example: eggs, gelatin,
neomycin, phenol, yeast, or thtmerosai) List:

5 Do you take anticoagulation medication? (For example: warfarin, Coumadin or other btood thinner)

6 Do you have a long-term health problem with heart disease, lung disease, asthma, kidney disease,
neurologic, metabolic disease (e.8. diabetes), an€mia or other blood disorder?

7 Have you ever had a seizure disorder for which you are on seizure medications, a brain disorder, Guillaln
Earre' syndrome or other nervous system problems?

8 For women: Are you pregnant or nursing? Could you become pregnant during the next month?

9 Have you taken any anti-varals (For example: Temiflu, Valacyclovir) within the pan 48 hours?

10 ForShingnx Only: Do you have a weakened immune system or in the past 3 month5, raken medacations thal
weaken the immune system such as coritisone, prednisone, other steroids, anticancer drugs, or radiation
treatments?
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This pharmacy is providing necessary vaccines to you in a safe and convenient setting in ord€r to promote adherence to cur€nt immunization
guidelines recommended by the CDC and ACIP. lt does 6ot take the place of an ongoing relationship with your p.imary care provider to
a dd ress ongoing medica I issues a nd other types of preventive care. We a re provid ing your p rimary ca re provide r with re of the vaccin€(,
administered her€ so that your medical records may be complete, but be gLrre to take your personal record with you to your next appoantmen

Please review the statement below confirminByour consent for vaccination and provide the iniormation requested.

I have read, or had explained to me, the Vaccine information Statement for the corresponding vaccine(s) that I am receiving. I understand the
risks and benefits and have been provided an opportunity to ask questions, which have b€en answered to my satisfaction. I wi5h to receive t
corresponding vaccine(sland hereby Eive consent to administer the vaccine(s) and communicate the administration of the vaccine(s) to my
primary care practitioner, who is listed above. I understand and agree that My Pharmacy may be required by applicable law to report certarn
information without notice to me about my vaccination to the appropriate state and federal regulatory authorities for purposes such as
reporting adverse events or immunization registries,

lfunher agree to hold harmlessMy Pharmacy, and its officers, employees, agents, representatives, contractors, successors, and assignee!
from any claim or action arising out of or, in any way incidentai to this vaccination. I am 18 years or older, under no duress, and have read and
understand this informed consent forthe corresponding vaccine(s).

Print: Nome ofpotient to receive voccine ot percon outhoized to moke the rcquest (porent/guordion)

x
Signoture of patient to receive voccine or person outhorized to moke the rcquest (porcnt/guotdion)

Vocclne Addini1iotion ln otmdtion:

Administration Date:

trp. Date:

VIS Date:

RXf:

site

ume (mLl: Date vls Given to Patient

AdministerinS lmmunirer Name & Title Administering lmmuni2er SiSnature
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Date:


