COVID-19
Coronavirus

Douglas County Health Department

Print name as shown EXACTLY on Medicare Card: (If applicable)

NAME: SEX: M F
FIRST MI LAST
DATE OF BIRTH: / / PRIMARY PHONE #: - -
Month Day  Year Age
STREET ADDRESS CITY STATE Z1P CODE

I have read or have had explained to me the information in the Fact Sheet about the Emergency Use Authorization of the

Moderna Covid-19 vaccine( Monovalent and Bivalent). I have had a chance to ask questions that were answered to my
satisfaction. I believe I understand the benefits and risks of the Covid-19 vaccine and ask that the vaccine be given to me or the
person named below for whom I am authorized to make this request.

I, the undersigned, voluntarily agree to have the Covid-19 vaccine given to me (or the person named above). I have completed the

pre-vaccination form. The person receiving this vaccine is in good health at this time and is not allergic to latex I understand that
a physician consult is necessary prior to taking the vaccine for persons who have a history of bleeding disorder or on a blood
thinner or have ever had a serious allergic reaction or other problems after getting any vaccination.

I consent to allow information on this form, as well as the patient registration form, to be entered as necessary in the Illinois
Immunization Registry (ICARE) and LCHD’s electronic billing system.

I have been provided information on V-Safe, a safety monitoring smartphone-based tool managed by CDC, and VaxText
Messaging service for second-dose reminders.

I will not hold the Douglas County Health Dept. or the nurse giving the vaccine responsible for any adverse reaction that may

result from this vaccination.

I authorize the release of any information necessary to process a Medicare, Medicaid or health insurance claim if applicable. 1

request payment of benefits to Douglas County Health Dept.

I have been provided with Notice of Privacy Practices.

SIGNATURE: DATE:

***ARE YOU ALLERGIC TO LATEX? TELL NURSE IF YOU ARE! ***




Prevaccination Checklist
for COVID-19 Vaccination

Forvaccine recipients: Nama
The Tellewing guestions will halp us determine ¥ thers is any reason yau showdkd
rrat gt the COVID-15% vaconn today If you answsr "yei” to any question,

it doai nod necesiarily mean you should not be vaccinated, 17 just means
additional guestians may be asked. ¥ a guestion iz not dear, please ask your
healthcane prowider to axplain it

Age

1. Are you fefing sick today? I:] D

2. Have you ever received a dase of COVID-19 vacrina? D [__|
+ Ifyas, which vacdine product{s) did yeu receiva?

O Pfizer-BioMTech O Modema O Janssen O Another Product
{iohnson & Johnsor)

* How many dasas of COVID-19 vaccine have yau received]

* Did you bring your vaccination record eard or other dacurmentation?

1 O
L1 [

Do pou have a health condition er ane wiu undergaing treatment that makes you moderately

ar severaly immanocompromisad? i woud icists imdtment for cancer ar B recsi of argan Irmplant
imauncaugpressive thamoy or biph-clase corivosterakrs, CAR-T-oell shevspy bemainpoiatc ool rasggphial [RCTT. DeGeargs syncrome
o Wi Aok pndeome)

3

4. Have you raceived hematopaistic cell transplant (HCT) or CAR-T-cedl therapies sinca recesving |_ )
LOVID=14 vaccine?

-
]

E. Have you ever had an allergic reaction b
IThiz wouta' inciude o severs aNengic snctan fi ., atpibrs) that rguined raotmet sl spkephving or EnPan® or shar couned yeu
ti 30 Fo the haspatal X weuks abic ik an alleric srocton shat coues Aives, sralfing er seipinmton st Mrcliiog sfiesng

= A omponernt of 2 C0W0-19 vaccing, Including efher of the fallowing:
o Folpethyfens ghycol [PES), which i faund insome medications, such as laxatives and pregarations for
calenescopy procedures

= Pedyiorbate, which & found in some vaccines, flim coated fablets, and intravenous stersids

o A pravdous dose of COVMID-19 vaccine

OO

NN
.00

. Hawe you ever had an allergic reaction to another vaccine father than COWO- 19 waceine

or an injectable medication?
TS wroiskel inchidi 0 St alevig's neare fion [, anapfpros| Mat requived i tmen ] with spinanbnine or EaiPen ™ or Mal cocsnd yoy
fon o o that Roeipifal. I mald sl inchirde o ailergic reaonon it coosed hived, iwellng, or reyplatory ditress, inchiting hessing

7. Check all that apply to you:

OO Am & male betwean ages 12 and 39 years old O Have a bleeding disordar
O Hawe a history of myocarditis or pericarditis [ Take a blood thinnaer
O Diagnased with Multlsystem Inflammatory Syndrome O Have a history of Guillain-Barré Syndrome (GBS

(815-C ar MIZ-4) after a COVID-19 infection
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