Medley Pharmacy, Inc COVID-19 Vaccine Form
Patient's Full Name: ________________________________
Date of Birth: _____________________

Age: _______

Address, City, State, Zip:____________________________
_________________________________________________
Phone Number: ___________________________________
Email: ___________________________________________
Gender: Male____

Female _____

Race:
____ African American
____ American Indian
____ Asian
____ Caucasian
____ Native Hawaiian/Other Pacific Islander
____ Prefer not to answer/Unknown
Ethnicity:
____ Hispanic
____ Unknown

Your 2nd Dose is Scheduled for:

____ Non Hispanic/Latino
____ Prefer not to answer

For Clinic Use:
Date:
Time:
Administration Site:
R-Deltoid
L-Deltoid

Other: ______

EUA/Patient Fact Sheet: Pfizer 2/25/21; JJ 2/27/21;
Moderna 12/2020
Administered By:_______________________________
Supervising Pharmacist:_________________________
Pharmacist acknowledges verification of patient screening
questions, patient counselling, and EUA/Fact sheet
provided.

End of Observation:__________
Card Provided:_____________
I hereby certify that I meet the following criteria (please select one) :

o Phase 1A: Hospitals, LTC facilities/residents, patient-facing healthcare provider including family caregivers
providing in-home care for those at increased risk (adult or child with specialized medical needs)

o Phase 1B- Tier 1: First responder, non-patient facing public health infrastructure, or emergency services
o Phase 1B-Tier 2: Age 65 or older or chronic health condition (cancer, COPD, intellectual/developmental
disabilities, Heart Conditions, Immunocompromised from solid organ transplant, severe obesity (BMI >40),
pregnancy, Sickle Cell Disease, or Type 2 Diabetes)

o Phase 1B-Tier 3: Critical infrastructure worker
o Phase 2: Chemical, commercial facilities, critical manuf., defense industrial base, financial services, higher
education, disproportionately affected, homeless, government, or food/agriculture sector

o Phase 3: residents who do not fall into the above phases/tiers
Patient Consent:
I understand the benefits and risks of the COVID-19 vaccine as described in the Emergency Use Authorization (EUA), a copy of which I was
provided with this Consent and Release. I have had a chance to ask questions that were answered to my satisfaction. I request the vaccine to be
given to me or to the person named above, a minor for whom I represent that I am authorized to sign this Consent and Release.
I have received a copy of the notice of Privacy Practices. I understand the notice of Privacy Practices provides an explanation of the ways in
which my health information may be used or disclosed by the pharmacy and of my rights with respect to my health information. I have been
provided with the opportunity to discuss concerns I may have regarding the privacy of my health information.

Billing:

_____ I have insurance. (Please provide a copy of your insurance card. For Medicare recipients, please provide a copy of
your red, white and blue card even if you are on a Medicare Advantage Plan.)
_____ I do not have any insurance, including but not limited to Medicare, Medicaid or any other private or
government-funded health benefit plan.
In order to have your vaccine administration fee paid for by the United States Health Resources & Services
Administration's COVID-19 Program for uninsured patients, please provide:

Social Security Number: __________________________________________
I authorize the pharmacy to bill my insurance on my behalf for the immunization administration.
Signature of consent for the above:
Patient: ____________________________________________________

Date: _________________________

Prevaccination Checklist
for COVID-19 Vaccines
For vaccine recipients:

Patient Name _________________________________________

The following questions will help us determine if there is
any reason you should not get the COVID-19 vaccine today.
If you answer “yes” to any question, it does not necessarily mean you
should not be vaccinated. It just means additional questions may be asked.
If a question is not clear, please ask your healthcare provider to explain it.

Age _______________

Yes

No

Don't
know

1. Are you feeling sick today?
2. Have you ever received a dose of COVID-19 vaccine?

• If yes, which vaccine product did you receive?
Pfzer

Moderna

Another product

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.)

• A component of the COVID-19 vaccine, including polyethylene glycol (PEG), which is found in
some medications, such as laxatives and preparations for colonoscopy procedures

• Polysorbate
• A previous dose of COVID-19 vaccine
4. Have you ever had an allergic reaction to another vaccine (other than 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 a
component of COVID-19 vaccine, polysorbate, or any vaccine or injectable medication? This would
include food, pet, environmental, or oral medication allergies.
6. Have you received any vaccine in the last 14 days?
7. Have you ever had a positive test for COVID-19 or has a doctor 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 a weakened 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. Are you pregnant or breastfeeding?
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Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists
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