
Vaccine Intake Consent Form
 NAME: ____________________________________________________________________________For vaccine recipients:

The following questions will help us determine if
there is any reason you should not get the
vaccine today. If you answer “yes” to any question, 
it does not necessarily mean you should not be vaccinated.

DATE OF BIRTH: _____________________________________________________________________________ 

ADDRESS: _____________________________________________________________________________
CITY/STATE/ZIP: _____________________________________________________________________________ 

PHONE NUMBER: _____________________________________________________________________________ 
RACE (circle response): American Indian or Alaska Native,   Asian,   Native Hawaiian or Other Pacific Islander  

Black or African American,      White,    Unknown,    Other  __________________   

YES NO I DON'T KNOW

1. Have you been diagnosed with, experienced symptoms of, or had close contact with anyone who 
has tested positive for COVID-19 in the last 14 days?
2. Are you feeling sick today?
3. Have you ever received any other vaccinations or skin tests in the past 8 weeks?
4. Have you ever had an allergic reaction to latex, medications, food or vaccines?(This would include a

severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that 
     caused you to go to the hospital. it would also include an allergic reaction that caused hives, swelling, or respiratory distress, including wheezing.)

•  Examples (not all inclusive):
○  Polyethylene glycol (PEG), polysorbate, eggs, gelatin, bovine protien, gentamicin, polymixyn, neomycin, phenol yeast or thimerosal

If yes please list:_______________________________________________________________

5. Have you ever had a reaction to any vaccine or an injectable medication, including fainting or
dizziness?

6. Have you ever had a seizure disorder, a brain disorder, history of Guillian-Barre syndrome or any 
other nervous system problem?

7. Do you have any chronic health conditions? If yes please list:____________________________________
8. For women: Are you pregnant or may become pregnant in the next month?
9. Do you have a condition that may weaken your immune system?

Examples: Cancer, leukemia, lymphoma, HIV/AIDS, transplant

10. Do you currently take any medications that may weaken your immune system 
Examples: Humira, Remicade, Enbrel, high dose steroid therapy, methotrexate, azathiprine, antivirals, anticancer drugs or radiation

12. Are you currently taking any medication to thin the blood?

Vaccine Administration Information For Immunizer/Pharmacist Use Only

Admin Date      Vaccine NDC VIS Date Date VIS Given Lot Number Expiration Date      Manufacturer

Site/Route Dose Immunizer Name (print) Immunizer Signature

Ethnicity (circle response): Hispanic or Latino,     Non-Hispanic or Latino,   Unknown   

Gender (circle response):  Male,     Female

Examples: monoclonal antiboides or convalescent plasma
11.11. For COVID-19 Vaccine Only: Have you been treated with antibody therapy for COVID-19?

Vaccine Administration Information For Immunizer/Pharmacist Use Only

Admin Date      Vaccine NDC VIS Date Date VIS Given Lot Number Expiration Date      Manufacturer

Site/Route Dose Immunizer Name (print) Immunizer Signature
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