Prevaccination Checklist
for COVID-19 Vaccines

accine recipients: Nane
The following questions will help us determine if there is
any reason you should not get the COVID-19 vaccine today. Age

If you answer "yes" to any question, it does not necessarily mean you
should not be vaccinated. Itjust means additional questions may be asked.
If aquestion is not clear, please ask your healthcare provider to explain it. °n

1. Are you feeling sick today?
2. Have you ever received adose of COVID-19 vaccine?
« Ifyes, which vaccine product did you receive?

01 Pfizer D Moderna D Janssen (Johnson & Johnson) HJAnotherproduct e

3. Have you ever had an allergic reaction to:
(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 occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.)
« Acomponentofa COVID-19 vaccine including either of the following:

o Polyethylene glycol (PEG), which isfound in some medications, such as laxatives and preparations
for colonoscopy procedures

o Polysorbate, which isfound in some vaccines, film coated tablets, and intravenous steroids.
* A previous dose of COVID-19 vaccine.

¢« Avaccine or injectable therapy that contains multiple components, one of which isa COVID-19
vaccine component, but it isnot known which component elicited the immediate reaction.

4. Have you ever had an allergic reaction to another vaccine (otherthan COVID-19 vaccine) or an
injectable medication?
(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 occurred within 4 hours that caused hives,
swelling, or respiratory distress, including wheezing.)

5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than acomponent
of COVID-19 vaccine, or any vaccine or injectable medication? This would include food, pet, venom,
environmental, or oral medication allergies.

6. Have you received any vaccine in the last 14 days?

7. Haveyou ever had a positive test for COVID-19 or has adoctor ever told you that you had COVID-19?

8. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as
treatment for COVID-19?

9. Do you have aweakened immune system caused by something such as HIV infection or cancer or do
you take immunosuppressive drugs or therapies?

10. Do you have a bleeding disorder or are you taking a blood thinner?
11. Do you have a history of or arisk factor for a blood clotting disorder?
12. Areyou pregnant or breastfeeding?

13. Do you have dermal fillers?
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P Disaster Information Retention Consent Form

Health and Human
Services Health Services

(Please print clearly)
*A parent, legal guardian or managing conservator must sign this form if the client is younger than 18 years of age.

First Name Middle Name Last Name
0 Male
/ /
Date of Birth (mm/dd/yyyy) 0 Female Telephone Email address
Clients Address Apartment # / Building #
City State Zip Code County
Mother’s First Name Mother’s Maiden Name
Race (select all that apply): Ethnicity (select only one):

O American Indian or Alaskan Native Q Asian I Black or African American 0 Hispanic or Latino

0 Native Hawaiian or Other Pacific Islander 0  White 0 Other Race 0 Not Hispanic or Latino

D Recipient Refused O Recipient Refused

The Texas Immunization Registry (ImmTrac2) has been designated as the disaster-related reporting and tracking system for
immunizations, antivirals, and other medications administered to individuals in preparation for, or in response to, a disaster or public
health emergency. From the time the event is declared over, ImmTrac2 will retain disaster-related information received from health-
care providers for a period of 5years. Atthe end of the 5 year retention period, client-specific disaster-related information will be
removed from the Registry unless consent is granted to retain the client information in ImmTrac2 beyond the 5 year retention period.
The Texas Department of State Health Services (DSHS) encourages your
voluntary participation in the Texas Immunization Registry.

Consent for Retention of Disaster-Related Information and Release of Information to Authorized Entities
I understand that, by granting the consent below, | am authorizing retention of my (or my child’) disaster-related information
by DSHS beyond the 5 year retention period. | further understand that DSHS will include this information in the state’ central
immunization registry (“ImmTrac2”). Once in ImmTrac2, my (or my child’) disaster-related information may by law be accessed by:
« a state agency, for the purpose of aiding and coordinating communicable disease prevention and control efforts, and / or
 aphysician or other health- care provider legally authorized to administer immunizations, antivirals, and other medications, for
treating the client as a patient;
I understand that | may withdraw this consent to retain information in the ImmTrac2 Registry beyond the 5 year retention period
and my consent to release information from the Registry, at any time by written communication to the Texas Department of State
Health Services, ImmTrac2 Group - MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below, | GRANT consent to retain my disaster-related information (or my child’s information if
younger than age 18) in the Texas immunization registry beyond the 5 year retention period.

Client (or parent, legal guardian, or managing conservator:)

‘Printed Name

Date Signature

PRIVACY NOTIFICATION: With few exceptions, you have the right to request and be informed about information that the State of
Texas collects about you. You are entitled to receive and review the information upon request. You also have the right to ask the state
agency to correct any information that is determined to be incorrect. See http://www.dshs.state.tx.us for more information on Privacy
Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003 and 559.004)

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.

Questions? (800) 252-9152 e (512) 776-7284 . Fax:(866) 624-0180 ¢ www.ImmTrac.com . ImmTrac DC
Texas Department of State Health Services ¢ ImmTrac2 Group —MC 1946 « P. O. Box 149347 « Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac?2
Please enter client information in ImmTrac2 and affirm that consent has been granted.
DO NOT faxto ImmTrac2. Retain this form in your client’s record.
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http://www.dshs.state.tx.us
http://www.ImmTrac.com

O tto Kaiser
memorial hospital
COVID-19 VACCINE CONSENT FORM
Name Date of Birth Date:

Email address: Phone Number:
Place of employment: _

Coronavirus disease 2019 (COVID-19) is an infectious disease caused by the novel coronavirus, SARS-CoV-2, that appeared in late
2019. It is predominantly a respiratory illness that can affect other organs. People with COVID-19 have reported a wide range of
symptoms, ranging from mild symptoms to severe illness.

You should not get the vaccine if you:
. had a severe allergic reactionafter a previous dose of this vaccine
. had a severe allergic reaction to any ingredient of this vaccine
. are under 12 years of age, as the Pfizer COVID-19 vaccine is only indicated for individuals 12 years of age and older.

Talk to your doctor about whether you should receive the COVID-19 vaccine if you have any of the following:
. have any allergies
. have afever
. have a bleeding disorder or are on a blood thinner
. are immunocompromised or are on a medicine that affects your immune system
. are pregnant or plan to become pregnant
. are breastfeeding
. have received another COVID-19 vaccine

Serious, unexpected and unknown adverse events could occur from receiving the COVID-19 vaccine. The EUA state that side effects
that have been reported include: injection site pain/redness/swelling, tiredness, headache, muscle pain, chills, joint pain, fever,
nausea, feeling unwell, and swollen lymph nodes (lymphadenopathy). There is a remote chance that the COVID-19 vaccine could
cause a severe allergic reaction. A severe allergic reaction would usually occur within a few minutes to one hour after getting a dose
of the COVID-19 vaccine. If after vaccination you experience any complications that may be related to the COVID-19 vaccine,
contact your doctor and vaccine administrator for potential reporting.

. | have read and understand this COVID-19 vaccine consent form.

. | have received, read, and understand the Emergency Use Authorization Fact Sheet for Recipients.

. | have had the opportunity to discuss any concerns with my doctor.

¢« The administration of the vaccine does not create a patient provider relationship between administrator and recipient.
. I am 12 years of age or older.

. I do not have a severe allergy to any part of this vaccine.

. I understand that my information and vaccination status will be reported to the state.

. I understand that OKMH will attempt to contact me at the number I've provided above to schedule a 2rddose at the

appropriate time, and it is my responsibility to be reachable at that number. Failure to do so could result in forfeiture of my
2rd dose through OKMH.
. | freely and voluntarily request to receive the COVID-19 vaccine.

You will be monitored for 15-30 minutes (criteria specific) after receiving the COVID-19 vaccine. If you leave prior to the specified
monitoring time you are leaving against medical advice.

Signature: Date:

FOR ADMINISTRATIVE USE ONLY
Vaccine: COVID-19 Manufactured by: Pfizer-Bio-NTech Vaccine Lot: EP7533 Expires: 07/31/2021

Route IM (circle one): Left Deltoid Right Deltoid Date/time administered: @

Printed Name of Vaccine Administrator: @ First Dose 0 Second Dose




