
 
COVID-19 Vaccine Consent Form

 

     Section 1: Personal Information (please print) 

NAME (Last) (First) (M.I.) HOME ADDRESS 

DATE OF BIRTH 
month  day  year    

CITY, STATE, ZIP CODE                                                   

GENDER AT BIRTH 

⁭ Male     ⁭ Female 

CELL PHONE NUMBER 
(           )          

  PERSONAL EMAIL ADDRESS 

   ETHNICITY  
 Hispanic  
 Non-Hispanic  
 Unknown 

RACE  
 American Indian/Alaska Native  
 Asian  

 Asian Indian  Cambodian  Vietnamese  Laotian  Hmong 

 Chinese  Japanese  Korean  Thai   Filipino 

 Black/African American 
 Native Hawaiian/Pacific Islander  
 White 

 Other  

      Section 2: Screening for Vaccine Eligibility 

 YES NO 

Have you had a severe allergic reaction after receiving a previous dose of COVID-19 vaccine? ⁭ ⁭ 

Have you had a severe allergic reaction to any ingredient in the COVID-19 vaccine? 

 

Pfizer-BioNTech COVID-19 Vaccine contains the following: nucleoside-modified messenger RNA (modRNA) encoding the viral 

spike (S) glycoprotein of SARS-CoV-2, sodium chloride, lipids, polyethylene glycol, potassium chloride, monobasic potassium 

phosphate, dibasic sodium phosphate dihydrate, and sucrose 

Moderna COVID-19 Vaccine contains the following ingredients: messenger ribonucleic acid (mRNA), lipids (SM-102, 

polyethylene glycol [PEG] 2000 dimyristoyl glycerol [DMG], cholesterol, and 1,2-distearoyl-sn-glycero-3-phosphocholine 

[DSPC]), tromethamine, tromethamine hydrochloride, acetic acid, sodium acetate, and sucrose. 

 

⁭ ⁭ 

 

      Section 3: CONSENT FOR VACCINATION 
• The fact sheet for the COVID-19 Vaccine that I am receiving has been offered to me. 
• I have read or had explained to me the Fact Sheet for the COVID-19 Vaccine and I understand the risks and 

benefits. 
• I understand the COVID-19 Vaccine has been approved by an emergency use authorization (EUA) process and has 

not fully been FDA reviewed or approved. 
• I understand the potential risks from the therapy including serious allergic reactions (anaphylaxis). Other 

adverse reactions that have been reported include injection site pain, fatigue, headache, muscle pain, chills, 
joint pain, fever, injection site swelling, injection site redness, nausea, malaise, and lymphadenopathy. 

• I understand that there may be other potential options to prevent COVID-19. 
• I was offered the opportunity to ask questions and all questions were answered. 
• I agree to proceed with receiving the COVID-19 Vaccine. 

 
  I GIVE CONSENT to Pharmacies and its staff to vaccinate me with the COVID-19 Vaccine and bill 

administration fee to my insurance. 
   (If this consent form is not signed, then you will not be vaccinated). 

Signature of Recipient/Healthcare Proxy     

Date: month  _day  year _______ 

Section 5: Vaccination Record    
FOR ADMINISTRATIVE USE ONLY 

 

 

Vaccine Manufacturer Date Dose Administered Lot Number First Dose or Second Dose  Vaccine Administrator 

Pfizer/BioNTech ⁭

Moderna ⁭              /           /

  First Dose 

 Second Dose 

 

 

Castle Winton Pharmacy

J & J                                             /          /
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