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?
Pfizer

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?
Form reviewed by
01/05/2021

CS321629-E

Date
Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists

1

Prevaccination Checklist
for COVID-19 Vaccines
Information for Healthcare Professionals

For additional information on COVID-19 vaccine clinical guidance, see: https://www.cdc.gov/vaccines/
covid-19/info-by-product/clinical-considerations.html.
For additional information on ACIP general recommendations, see: https://www.cdc.gov/vaccines/hcp/
acip-recs/general-recs/index.html.
Two COVID-19 vaccines are currently authorized for use in the United States. These vaccines are
authorized for use among different age groups.
PRODUCT

AUTHORIZED AGE GROUPS

Pfizer-BioNTech COVID-19 Vaccine

16 years of age and older

Moderna COVID-19 Vaccine

18 years of age and older

Anyone outside of the authorized age groups for a product should not receive the vaccine.

Postvaccination Observation Times for Persons without Contraindications to COVID-19 Vaccination


30 minutes: Persons with a history of an immediate allergic reaction of any severity to a vaccine or injectable therapy
or a history of anaphylaxis due to any cause



15 minutes: All other persons

Are you feeling sick today?

There is no evidence that acute illness reduces vaccine efficacy or increases vaccine adverse events. However, as a precaution with
moderate or severe acute illness, all vaccines should be delayed until the illness has improved. Mild illnesses (e.g., upper respiratory
infections, diarrhea) are NOT contraindications to vaccination. Do not withhold vaccination if a person is taking antibiotics.
Vaccination of persons with current SARS-CoV-2 infection should be deferred until the person has recovered from acute
illness and they can discontinue isolation. This recommendation applies to persons who develop SARS-CoV-2 infection
before receiving any vaccine doses as well as those who develop SARS-CoV-2 infection after the first dose but before receipt of
the second dose.

Have you ever received a dose of COVID-19 vaccine?

COVID-19 vaccines are NOT interchangeable. Currently authorized COVID-19 vaccines require two doses. Both doses of the series
should be completed with the same product. Product dosing schedules vary.
Check medical records, immunization information systems, and vaccination record cards to help determine the initial
product received. Those who received a trial vaccine should consult with the trial sponsors to determine if it is feasible to receive
additional doses.

PRODUCT

DOSING SCHEDULE between doses 1 and 2

Pfizer-BioNTech COVID-19 Vaccine

21 days

Moderna COVID-19 Vaccine

28 days
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COVID-19 Vaccine Components
Description

Pfizer-BioNTech COVID-19 vaccine

Moderna COVID-19 vaccine

mRNA

Nucleoside-modified mRNA encoding the viral spike
(S) glycoprotein of SARS-CoV-2

Nucleoside-modified mRNA encoding the viral spike
(S) glycoprotein of SARS-CoV-2

2[(polyethylene glycol)-2000]-N,
N-ditetradecylacetamide

PEG2000-DMG: 1,2-dimyristoyl-rac-glycerol,
methoxypolyethylene glycol

1,2-distearoyl-sn-glycero-3-phosphocholine

1,2-distearoyl-sn-glycero-3-phosphocholine

Cholesterol

Cholesterol

(4-hydroxybutyl)azanediyl)bis(hexane-6,1-diyl)
bis(2-hexyldecanoate)

SM-102: heptadecane-9-yl 8-((2-hydroxyethyl)
(6-oxo-6-(undecyloxy) hexyl) amino) octanoate

Potassium chloride

Tromethamine

Monobasic potassium phosphate

Tromethamine hydrochloride

Sodium chloride

Acetic acid

Dibasic sodium phosphate dihydrate

Sodium acetate

Sucrose

Sucrose

Lipids

Salts,
sugars,
buffers

Have you ever had an allergic reaction to:
 Any component of a COVID-19 vaccine, including polyethylene

glycol (PEG), which is found in some medications, such as
laxatives and preparations for colonoscopy procedures?
 Polysorbate
 A previous COVID-19 vaccine

History of anaphylaxis or an immediate allergic reaction (of any
severity) to any COVID-19 vaccine or any component of an mRNA
COVID-19 vaccine is a contraindication to any current COVID-19 vaccine.
Polyethylene glycol (PEG) is an ingredient in mRNA COVID-19 vaccines.
Because of potential cross-reactive hypersensitivity with the COVID-19
vaccine ingredient PEG, a history of allergic reaction to polysorbate is
also a contraindication to an mRNA COVID-19 vaccine.

Healthcare professionals should be familiar
with identifying immediate-type allergic
reactions, including anaphylaxis, and be
competent in treating these events at the time
of vaccine administration. Appropriate medical
treatment for severe allergic reactions must
be immediately available in the event that an
acute anaphylactic reaction occurs following
administration of a COVID-19 vaccine.
See Management of Anaphylaxis at COVID-19
Vaccination Sites | CDC for additional guidance.

Have you ever had an allergic reaction to another vaccine (other than COVID-19 vaccine) or another
injectable medication?

A history of any immediate allergic reaction to any other vaccine or injectable therapy (i.e., intramuscular, intravenous, or subcutaneous
vaccines or therapies not related to a component of mRNA COVID-19 vaccines or polysorbate) is a precaution to currently authorized
COVID-19 vaccines. Vaccine may be given, but counsel patients about unknown risks of developing a severe allergic reaction and
balance these risks against the benefits of vaccination. Deferral of vaccination and/or consultation with an allergist-immunologist may
be considered. Considerations for vaccination include risk of exposure to SARS-CoV-2, risk of severe disease or death due to COVID-19,
previous infection with COVID-19, unknown risk of anaphylaxis following mRNA COVID-19 vaccination, and ability of recipient to
receive care immediately for anaphylaxis if necessary. These individuals should be observed for 30 minutes after vaccination.
When vaccine recipients report an immediate allergic reaction, providers should attempt to determine whether reactions reported following vaccination
are consistent with immediate allergic reactions versus other types of reactions commonly observed following vaccination, such as vasovagal reaction or
postvaccination side effects (which are not contraindications to receiving the second vaccine dose). See page 6 for additional information.
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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, venom, environmental, or oral medication allergies.

Allergic reactions, including severe allergic reactions, NOT related to vaccines or injectable therapies, components of mRNA
COVID-19 vaccines (including PEG), or polysorbates are NOT contraindications or precautions to vaccination with currently
authorized COVID-19 vaccines. HOWEVER, individuals who have had severe allergic reactions to anything, regardless of cause,
should be observed for 30 minutes after vaccination. All others, including those with immediate allergic reactions that were not
severe, should be observed for 15 minutes.

Clinical Consideration Questions
Responses to these questions are not (on their own) contraindications or precautions to vaccination. However, healthcare professionals
should be prepared to discuss information and options with patients based on their responses to the following questions.

Have you received another vaccine in the last 14 days?

The COVID-19 vaccine series should be administered alone, with a minimum interval of 14 days before or after administration
of other vaccines. This recommendation is based on the lack of data on the safety and efficacy of mRNA COVID-19 vaccines
administered simultaneously with other vaccines.

Have you had a positive test for COVID-19 or has a doctor ever told you that you had COVID-19?

Vaccination should be offered to persons regardless of history of prior symptomatic or asymptomatic SARS-CoV-2 infection.
Vaccination of persons with known current SARS-CoV-2 infection should be deferred until the person has recovered from the acute
illness (if the person had symptoms) and criteria have been met for them to discontinue isolation. Persons with documented acute
SARS-CoV-2 infection in the preceding 90 days may delay vaccination until near the end of this period, if desired, because current
evidence suggests reinfection is uncommon during this time. Viral testing to assess for acute SARS-CoV-2 infection or serologic
testing to assess for prior infection solely for the purpose of vaccine decision-making is not recommended.

Have you received passive antibody therapy as treatment for COVID-19?

Based on the estimated half-life of monoclonal antibodies or convalescent plasma as part of COVID-19 treatment, as well as
evidence suggesting that reinfection is uncommon in the 90 days after initial infection, vaccination should be deferred for at least
90 days, as a precautionary measure until additional information becomes available, to avoid interference of the antibody treatment
with vaccine-induced immune responses.

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

Persons with HIV infection or other immunocompromising conditions, or who take immunosuppressive medications or therapies,
might be at increased risk for severe COVID-19. mRNA COVID-19 vaccines may be administered to persons with underlying medical
conditions who have no contraindications to vaccination. However, they should be counseled about the unknown vaccine safety
profile and effectiveness in immunocompromised populations, as well as the potential for reduced immune responses and the need
to continue to follow all current guidance to protect themselves against COVID-19, including wearing a mask, social distancing,
and washing hands frequently. Revaccination is not recommended after immune competence is regained in persons who received
mRNA COVID-19 vaccines during chemotherapy or treatment with other immunosuppressive drugs.

Do you have a bleeding disorder or are you taking a blood thinner?

As with all vaccines, COVID-19 vaccine may be given to these patients, if a physician familiar with the patient’s bleeding risk
determines that the vaccine can be administered intramuscularly with reasonable safety. ACIP recommends the following technique
for intramuscular vaccination in patients with bleeding disorders or taking blood thinners: A fine-gauge needle (23-gauge or
smaller caliber) should be used for the vaccination, followed by firm pressure on the site, without rubbing, for at least 2 minutes.
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Are you pregnant or breastfeeding?

If pregnant people are part of a group that is recommended to receive a COVID-19 vaccine (e.g., healthcare personnel), they may
choose to be vaccinated. For pregnant people seeking guidance in making a decision, pregnant people and their healthcare
providers should consider the level of COVID-19 community transmission, the patient’s personal risk of contracting COVID-19, the
risks of COVID-19 to the patient and potential risks to the fetus, the efficacy of the vaccine, the side effects of the vaccine, and the
lack of data about use of the vaccine during pregnancy.
A lactating person who is part of a group recommended to receive a COVID-19 vaccine (e.g., healthcare personnel) may choose to
be vaccinated. There are no data on the safety of COVID-19 vaccines in lactating people or the effects of mRNA COVID-19 vaccines
on the breastfed infant or milk production/excretion.

Potential characteristics of allergic reactions, vasovagal reactions, and vaccine side effects
following mRNA COVID-19 vaccination

In patients who develop postvaccination symptoms, determining the etiology is important to decide whether a person can receive
additional doses of mRNA COVID-19 vaccines. The following table of signs and symptoms is meant to serve as a resource but may
not be exhaustive, and patients may not have all signs or symptoms. Providers should use their clinical judgement when assessing
patients to determine the diagnosis and management.
Characteristic

Immediate allergic reactions
(including anaphylaxis)

Vasovagal reaction

Vaccine side effects
(local and systemic)

Timing after
vaccination

Most occur within 15-30
minutes of vaccination

Most occur within 15 minutes

Median of 1 to 3 days after
vaccination (with most
occurring day after vaccination)

Signs and symptoms
Constitutional

Feeling of impending doom

Feeling warm or cold

Fever, chills, fatigue

Cutaneous

Skin symptoms present in ~90%
of people with anaphylaxis,
including pruritus, urticaria,
flushing, angioedema

Pallor, diaphoresis, clammy skin, sensation of
facial warmth

Pain, erythema or
swelling at injection site,
lymphadenopathy in same
arm as vaccination

Neurologic

Confusion, disorientation,
dizziness, lightheadedness,
weakness, loss of consciousness

Dizziness, lightheadedness, syncope (often
after prodromal symptoms for a few seconds
or minutes), weakness, changes in vision
(such as spots of flickering lights, tunnel
vision), changes in hearing

Headache

Respiratory

Shortness of breath, wheezing,
bronchospasm, stridor, hypoxia

Variable; if accompanied by anxiety, may
have an elevated respiratory rate

N/A

Cardiovascular

Hypotension, tachycardia

Variable; may have hypotension or
bradycardia during syncopal event

N/A

Gastrointestinal

Nausea, vomiting, abdominal
cramps, diarrhea

Nausea, vomiting

Vomiting or diarrhea may
occur

Musculoskeletal

N/A

N/A

Myalgia, arthralgia

Yes

Yes

Vaccine recommendations
Recommended
to receive second
dose of mRNA
COVID-19 vaccine?

No

Healthcare professionals or health departments in the United States can request a consultation from the Clinical Immunization
Safety Assessment COVIDvax project for a complex COVID-19 vaccine safety question not readily addressed by CDC guidance about
an individual patient residing in the United States not readily addressed by CDC guidance.
01/05/2021
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TEXAS IMMUNIZATION REGISTRY (ImmTrac2)
ADULT CONSENT FORM
(Please print clearly)
First Name

Last Name

Middle Name

Date of Birth (mm/dd/yyyy)

Gender:

Female
Male

-

Telephone

-

Email address

Address

Apartment # / Building #

City

Zip Code

State

Mother’s First Name

County

Mother’s Maiden Name

Ethnicity (Select All That apply):
American Indian or Alaskan Native
Asian
Black or African American
Native Hawaiian or Other Pacific Islander

White

Race (Select Only One):
Hispanic or Latino

Other Race

Not Hispanic or Latino

The Texas Immunization Registry is a free service of the Texas Department of State Health Services (DSHS). The immunization registry is a
secure and confidential service that consolidates immunization records for public health purposes (e.g., giving all doctors treating a patient a central
place to see that patient’s immunization records). With your consent, your immunization information will be included in ImmTrac2. For a family
member younger than 18 years of age, a parent, legal guardian, or managing conservator may grant consent for participation for that minor by completing the ImmTrac2
Minor Consent Form (# C-7) available for downloading at www.ImmTrac.com.

Consent for Registration and Release of Immunization Records to Authorized Persons / Entities
I understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further understand
that DSHS will include this information in the Texas Immunization Registry. Once in ImmTrac2, my immunization information may by law be
accessed by: a Texas physician, or other health care provider legally authorized to administer vaccines, for treatment of the individual as a patient;
a Texas school in which the individual is enrolled; a Texas public health district or local health department, for public health purposes within their
areas of jurisdiction; a state agency having legal custody of the individual; a payor, currently authorized by the Texas Department of Insurance to
operate in Texas for immunization records relating to the specific individual covered under the payor’s policy. I understand that I may withdraw
this consent at any time.
State law permits the inclusion of immunization records for First Responders and their immediate family members (older than 18 years of age) in
the Registry. A “First Responder” is defined as a public safety employee or volunteer whose duties include responding rapidly to an emergency. An
“immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the First Responder. For a family
member younger than 18 years of age, a parent, legal guardian, or managing conservator may grant consent for participation as an “ImmTrac2
child” by completing the Immunization Registry (ImmTrac2) Consent Form (# C-7).
Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member.
I am a FIRST RESPONDER.
I am an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First Responder.
By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry.
Individual (or individual’s legally authorized representative):

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.texas.gov for more information on Privacy Notification. (Reference: Government Code, Section 552.021,
552.023, 559.003, and 559.004)
Questions?		 (800) 252-9152
•
(512) 776-7284
•
Fax: (866) 624-0180
•
www.ImmTrac.com
Texas Department of State Health Services

• ImmTrac Group

•

MC 1946

• P. O. Box 149347

•

Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac2: Please enter client information in ImmTrac2 and affirm that consent has been granted. DO
NOT fax to ImmTrac2. Retain this form in your client’s record.
Stock No. F11-13366
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ImmTrac2 Immunization Registry
DISASTER INFORMATION
RETENTION CONSENT FORM

(Please print clearly)
Client’s Last Name
Client’s First Name
Client’s Date of Birth

Client’s Middle Name

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

Client’s Address

Apartment #

City

State

Mother’s First Name (if client is younger than 18 years
of age)

Zip Code

Client’s Gender:

Male

Client’s Telephone

Female

-

County

Mother’s Maiden Name (if client is younger than 18
years of age)

ImmTrac2, the Texas immunization registry, 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 5 years. At the 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, I am authorizing retention of my (or my child’s) disaster-related information
by DSHS beyond the 5 year retention period. I further understand that DSHS will include this information in the state’s
central immunization registry (“ImmTrac2”). Once in ImmTrac2, my (or my child’s) 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
• a physician or other health-care provider legally authorized to administer immunizations, antivirals, and other medications,
for treating the client as a patient;
I understand that I 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, I 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):

Date:

Printed Name:

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.texas.gov 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 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com • ImmTrac2 DC
Texas Department of State Health Services • ImmTrac2 Group – MC 1946 • P. O. Box 149347 • Austin, TX 78714-9347
PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted.
DO NOT fax to ImmTrac2. Retain this form in your client’s record.
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ImmTrac2 Immunization Registry

FORMULARIO DE CONSENTIMIENTO
DE RETENCIÓN DE INFORMACIÓN
SOBRE EL DESASTRE

(Favor de escribir claramente con letra de molde)
Apellido del Cliente
Nombre del Cliente

Segundo Nombre del Cliente

*Uno de los padres, el tutor
legal o el custodio administrador debe firmar este
Fecha de Nacimiento del Cliente formulario si el cliente es menor de 18 años de edad.

Dirección del Cliente

Apartamento #

Ciudad

Estado

Género:

Masculino

Teléfono del cliente

Código Postal

Femenino

-

Condado

Nombre de la Madre (si el cliente es menor de 18 años de edad) Apellido de Soltera de la Madre (si el cliente es menor de 18 años de edad)

Nombre de la Madre (si el cliente es menor de 18 años de edad) Apellido de Soltera de la Madre (si el cliente es menor de 18 años
de edad) ImmTrac2, el registro de inmunización de Texas, ha sido designado como el sistema de información y seguimiento para
inmunizaciones, antivirales y otros medicamentos administrados a individuos durante la preparación o respuesta a un desastre o
emergencia de salud pública. A partir del momento en que se declare finalizado el evento, ImmTrac2 retendrá la información
relacionada con el desastre recibida por profesionales de la salud durante un periodo de 5 años. Al final del periodo de retención de 5
años, la información del cliente relacionada con el desastre se removerá del registro a menos que se dé el consentimiento para retener
la información en ImmTrac2 más allá del periodo de retención de 5 años.
El Departamento Estatal de Servicios de Salud de Texas (DSHS) le anima
a participar voluntariamente en el registro de inmunización de Texas.
Consentimiento de retención de información relacionada con el
desastre y dar a conocer la información a entidades autorizadas
Entiendo que, al dar mi consentimiento a continuación, autorizo al DSHS a que retenga mi información relacionada con el desastre
(o la de mi hijo[a]) más allá del periodo de retención de 5 años. Además entiendo que el DSHS incluirá esta información en el registro
central de inmunización del estado (“ImmTrac2”). Una vez que mi información relacionada con el desastre (o la de mi hijo[a]) esté en
ImmTrac2, puede ésta por ley ser accedida por:
• las agencias estatales, con el propósito de ayudar con los esfuerzos de prevención y control de enfermedades transmisibles y su
coordinación y
• los médicos o demás profesionales de la salud legalmente autorizados para administrar vacunas, antivirales y otros medicamentos,
para el tratamiento del cliente como paciente.
Entiendo que puedo retirar el consentimiento para retener información en el registro ImmTrac2 más allá del periodo de retención
de 5 años y mi consentimiento para dar a conocer la información del registro, en cualquier momento mediante comunicación escrita
dirigida a Texas Department of State Health Services, ImmTrac2 Group – MC 1946, P. O. Box 149347, Austin, Texas 78714-9347.

Con mi firma a continuación, DOY mi consentimiento para que se retenga mi información relacionada con el
desastre (o la de mi hijo[a] si es menor de 18 años de edad) en el registro de inmunizaciones de Texas más allá del
periodo de retención de 5 años.
Cliente (o padre / madre, tutor legal o custodio administrador):
Nombre en letra de molde

Fecha:

Firma:

Notificación Sobre Privacidad: Tan solo por unas cuantas excepciones, usted tiene el derecho de solicitar y de ser informado sobre la
información que el Estado de Texas reúne sobre usted. A usted se le debe conceder el derecho de recibir y revisar la información al requerirla.
Usted también tiene el derecho de pedir que la agencia estatal corrija cualquier información que se ha determinado sea incorrecta. Diríjase
a http://www.dshs.texas.gov para más información sobre la Notificación sobre privacidad. (Referencia: Government Code, sección 552.021,
552.023, 559.003 y 559.004)

Al rellenarlo, mándelo por fax o correo postal al Grupo ImmTrac2 del DSHS o a un proveedor de salud inscrito.
¿Tiene preguntas? (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com • ImmTrac2 DC
Texas Department of State Health Services • ImmTrac2 Group – MC 1946 • P. O. Box 149347 • Austin, TX 78714-9347
PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted.
DO NOT fax to ImmTrac2. Retain this form in your client’s record.
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COVID-19 VACCINE CONSENT FORM Moderna COVID-19 Vaccine
•

•

•

•

•

•

I certify that I am: (a) the patient and at least 18 years of age; (b) the legal guardian of the patient
and confirm that the patient is at least 18 years of age; or (c) authorized to consent for vaccination
for the patient named above. Further, I hereby give my consent to Sweeny Community Hospital
to administer the COVID-19 vaccine.
I understand that this product has not been approved or licensed by FDA, but has been authorized
for emergency use by FDA, under an EUA to prevent Coronavirus Disease 2019 (COVID-19) for
use in individuals 18 years of age and older; and the emergency use of this product is only
authorized for the duration of the declaration that circumstances exist justifying the authorization
of emergency use of the medical product under Section 564(b)(1) of the FD&C Act unless the
declaration is terminated or authorization revoked sooner.
I understand that it is not possible to predict all possible side effects or complications associated
with receiving vaccine(s). I understand the risks and benefits associated with the above vaccine
and have received, read and/or had explained to me the Emergency Use Authorization Fact Sheet
on the COVID19 vaccine I have elected to receive. I also acknowledge that I have had a chance
to ask questions and that such questions were answered to my satisfaction.
I acknowledge that I have been advised to remain at the vaccination location for approximately
15 minutes after administration for observation. If I experience a severe reaction, call 9-1-1 or go
to the nearest hospital.
On behalf of myself, my heirs and personal representatives, I hereby release and hold harmless
Sweeny Community Hospital, their staff, agents, successors, divisions, affiliates, subsidiaries,
officers, directors, contractors and employees from any and all liabilities or claims whether
known or unknown arising out of, in connection with, or in any way related to the administration
of the vaccine listed above.
I acknowledge that: (a) I understand the purposes/benefits of Texas’s immunization registry and
my personal immunization information will be shared with the Centers for Disease Control
(CDC) or other federal agencies

___________________________________________
Signature of Patient or Authorized Representative

_________________
Date

_____________________________________________
Print Name of Patient or Authorized Representative

_____________________________________________
Signature of Sweeny Community Hospital Staff

305 N. MCKINNEY | SWEENY, TX 77480 | 979-548-1500 | FAX 979-548-3105

Medication/Vaccination Administration Monitoring Consent Form

With any medication you take, especially the first time, there is a risk for adverse
reactions, or even severe allergic reactions, such as anaphylaxis (characterized by throat
swelling and difficulty breathing). These reactions usually occur in the first 15 minutes
after administration.
***FOR YOUR SAFETY, IT IS HIGHLY RECOMMENDED THAT YOU WAIT FOR
15 MINUTES AFTER BEING VACCINATED SO OUR STAFF CAN RESPOND TO
ANY POTENTIAL REACTIONS***
Please initial one:
_______

I consent to stay the recommended 15 minutes

(Initial)

________
(Initial)

I DO NOT consent to wait the recommended 15 minutes.
I understand the health risks involved and I do not hold Sweeny
Community Hospital liable.

_________________________________________
Signature of Patient or Authorized Representative

_____________
Date

_________________________________________
Signature of Sweeny Community Hospital Staff

305 N. MCKINNEY | SWEENY, TX 77480 | 979-548-1500 | FAX 979-548-3105

