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Where PATIENTS meet EXPERT CARE.
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<Pharmacy Letterhead or Name and Contact Information>

Vaccine Administration Consent Form 

Surname: _______________________________ Given: _______________________________ Gender: _________

Birthdate (MM/DD/YYYY): __________________________Care Card #: ___________________________________

Address: ______________________________________________________ Phone #: _______________________

Emergency Contact: ____________________ Relationship: __________________ Phone #: __________________

Please note a 15-minute wait in the clinic following your vaccination is recommended

	Check all that apply. Please direct any questions regarding answers below to your vaccine provider.

	In the past, have you had any problems tolerating a vaccine (e.g., Guillain-Barre syndrome)?
	☐ Yes
	☐ No

	Are you experiencing an acute illness accompanied by a high fever today?
	☐ Yes
	☐ No

	Are you allergic to eggs or latex?
	☐ Yes
	☐ No

	Are you allergic to any component of vaccines including Thimerosal (a preservative)?
	☐ Yes
	☐ No

	Do you currently take a blood thinner or have a severe bleeding disorder?
	☐ Yes
	☐ No

	Do you have a history of seizure disorder?
	☐ Yes
	☐ No

	For live vaccines only:

	Do you have a weakened immune system due to illness or medication?
	☐ Yes
	☐ No

	Are you pregnant, breastfeeding, or planning to become pregnant in the next 3 months?
	☐ Yes
	☐ No

	Have you received any vaccines or blood transfusions in the past 4 weeks?
	☐ Yes
	☐ No

	Do you have a long-term medication condition? If so, please specify: _____________________
	☐ Yes
	☐ No


To be completed by immunization provider:

Date: _______________________________     Administered by: ______________________________________________
Vaccine provided: _________________________     Dose:______________        Route: ☐IM   ☐SC   ☐ID    ☐IN   
Lot #: _____________    Exp: ______________ 
Site:  ☐Left Deltoid    ☐Right Deltoid    ☐Other ______________

Record of Vaccination – Pharmacy Name (phone: xxx-xxx-xxx)





Patient: ____________________     Date: _________________    Administered by:  ___________________





Vaccine provided:___________________________	              	Dose: ____________
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