
� � ,�FHUWLI\�WKDW�,�DP���D��WKH�SDWLHQW�DQG�DW�OHDVW����\HDUV�RI�DJH���E��WKH�OHJDO�JXDUGLDQ�RI�WKH�SDWLHQW��RU��F��D�SHUVRQ�DXWKRUL]HG�WR�FRQVHQW�RQ�EHKDOI�RI�
WKH�SDWLHQW�ZKHUH�WKH�SDWLHQW�LV�QRW�RWKHUZLVH�FRPSHWHQW�RU�XQDEOH�WR�FRQVHQW�IRU�WKHPVHOYHV���)XUWKHU��,�KHUHE\�JLYH�P\�FRQVHQW�WR�:DOJUHHQV�RU�'XDQH�5HDGH�DQG�WKH�
OLFHQVHG�KHDOWKFDUH�SURIHVVLRQDO�DGPLQLVWHULQJ�WKH�YDFFLQH��DV�DSSOLFDEOH��HDFK�DQ�³DSSOLFDEOH�3URYLGHU �́��WR�DGPLQLVWHU�WKH�YDFFLQH�V��,�KDYH�UHTXHVWHG�DERYH���,�XQGHU�
stand�that�it�is�not�possible�to�predict�all�possible�side�eႇects�or�complications�associated�with�receiving�vaccine(s).��I�understand�the�risks�and�bene¿ts�associated�with�the�
above�vaccine(s)�and�have�received,�read�and/or�had�explained�to�me�the�EUA�Fact�Sheet�on�the�vaccine(s)�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.��Further,�I�acknowledge�that�I�have�been�advised�that�the�patient�should�remain�near�
WKH�YDFFLQDWLRQ�ORFDWLRQ�IRU�REVHUYDWLRQ�IRU�DSSUR[LPDWHO\����PLQXWHV�DIWHU�DGPLQLVWUDWLRQ���2Q�EHKDOI�RI�WKH�SDWLHQW��WKH�SDWLHQW¶V�KHLUV�DQG�SHUVRQDO�UHSUHVHQWDWLYHV��,�KHUHE\�
release�and�hold�harmless�each�applicable�Provider,�its�staႇ,�agents,�successors,�divisions,�aႈliates,�subsidiaries,�oႈcers,�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(s)�listed�above.

I�acknowledge�that:�(a)�I�understand�the�purposes/bene¿ts�of�my�state’s�vaccination�registry�(“State�Registry”)�and�my�state’s�health�information�exchange�(“State�HIE”);�
and�(b)�the�applicable�Provider�may�disclose�my�vaccination�information�to�the�State�Registry,�to�the�State�HIE,�or�through�the�State�HIE�to�the�State�Registry,�or�to�any�state�
or�federal�governmental�agencies�or�authorities�(“Government�Agencies”),�such�as�state,�county,�or�local�Departments�of�Health�or�the�federal�Department�of�Health�and�
Human�Services,�the�Center�for�Disease�Control�and�Prevention,�or�their�respective�designees�as�may�be�required�by�law,�for�purposes�of�public�health�reporting,�or�to�my�
healthcare�providers�enrolled�in�the�State�Registry�and/or�State�HIE�for�purposes�of�care�coordination.��I�acknowledge�that,�depending�upon�my�state’s�law,�I�may�prevent,�
E\�XVLQJ�D�VWDWH�DSSURYHG�RSW�RXW�IRUP�RU��DV�SHUPLWWHG�E\�P\�VWDWH�ODZ��DQ�RSW�RXW�IRUP��³2SW��2XW�)RUP´��IXUQLVKHG�E\�WKH�DSSOLFDEOH�3URYLGHU���D��WKH�GLVFORVXUH�RI�P\�
vaccination�information�by�the�applicable�Provider�to�the�State�HIE�and/or�State�Registry;�or�(b)�the�State�HIE�and/or�State�Registry�from�sharing�my�vaccination�information�
with�any�of�my�other�healthcare�providers�enrolled�in�the�State�Registry�and/or�State�HIE.��The�applicable�Provider�will,�if�my�state�permits,�provide�me�with�an�Opt-Out�Form.��
I�understand�that,�depending�on�my�state’s�law,�I�may�need�to�speci¿cally�consent,�and,�to�the�extent�required�by�my�state’s�law,�by�signing�below,�I�hereby�do�consent�to�the�
applicable�Provider�reporting�my�vaccination�information�to�the�Government�Agencies,�State�HIE,�or�through�the�State�HIE�and/or�State�Registry�to�the�entities�and�for�the�
purposes�described�in�this�Informed�Consent�form.��Unless�I�provide�the�applicable�Provider�with�a�signed�Opt-Out�Form,�I�understand�that�my�consent�will�remain�in�eႇect�
until�I�withdraw�my�permission�and�that�I�may�withdraw�my�consent�by�providing�a�completed�Opt-Out�Form�to�the�applicable�Provider�and/or�my�State�HIE,�as�applicable.

,�XQGHUVWDQG�WKDW�HYHQ�LI�,�GR�QRW�FRQVHQW�RU�LI�,�ZLWKGUDZ�P\�FRQVHQW��P\�VWDWH¶V�ODZV�RU�IHGHUDO�ODZ�PD\�SHUPLW�FHUWDLQ�GLVFORVXUHV�RI�P\�YDFFLQDWLRQ�LQIRUPDWLRQ�WR�RU�
through�the�State�HIE�or�to�Government�Agencies�as�required�or�permitted�by�law.��I�further�authorize���the�applicable�Provider�to:�(a)�release�my�medical�or�other�information,�
including�any�communicable�disease�(including�HIV),�and�mental�health�information,�to,�or�through,�the�State�HIE�or�Government�Agencies�to�my�healthcare�professionals,�
Medicare,�Medicaid,�or�other�third-party�payer�as�necessary�to�eႇectuate�care�or�payment;�(b)�submit�a�claim�to�my�insurer�for�the�above�requested�items�and�services;�and�
(c)�request�payment�of�authorized�bene¿ts�be�made�on�my�behalf�to�the�applicable�Provider�with�respect�to�the�above�requested�items�and�services.��I�further�agree�to�be�
fully�¿nancially�responsible�for�any�cost-sharing�amounts,�including�copays,�coinsurance�and�deductibles,�for�the�requested�items�and�services,�as�well�as�for�any�requested�
items�and�services�not�covered�by�my�insurance�bene¿ts.��I�understand�that�any�payment�for�which�I�am�¿nancially�responsible�is�due�at�the�time�of�service�or,�if�the�applica�
ble�Provider�invoices�me�after�the�time�of�service,�upon�receipt�of�such�invoice.��Walgreens�or�its�aႈliates�may�contact�you,�including�by�autodialed�and�prerecorded�calls�and�
WH[WV��DW�DQ\�WLPH�XVLQJ�WKH�FRQWDFW�LQIRUPDWLRQ�SURYLGHG�LQ�\RXU�SDWLHQW�UHFRUG�UHJDUGLQJ�KHDOWK�DQG�VDIHW\�PDWWHUV��VXFK�DV�YDFFLQH�UHPLQGHUV��UHJDUGOHVV�RI�ZKHWKHU�\RX�
KDYH�RSWHG�RXW�RI�EHLQJ�FRQWDFWHG�

9DFFLQH�$GPLQLVWUDWLRQ�5HFRUG��9$5�
,QIRUPHG�&RQVHQW�IRU�9DFFLQDWLRQ�LQ�/RQJ�7HUP�&DUH�)DFLOLW\��/7&)�

6(&7,21�$��

6(&7,21�$��

6(&7,21�%�� SCREENING�QUESTIONS.�The�following�questions�will�help�us�determine�your�eligibility�to�be�vaccinated�today.

1.�Do�you�feel�sick�today?

4.�Do�you�have�any�Chronic�Health�Conditions�such�as�Cancer,�Chronic�Kidney�Disease,�Immunocompromised,�Chronic�Lung�
Disease,�Obesity,�Sickle�Cell�Disease,�Diabetes,�Heart�Disease?
,I�\HV��SOHDVH�OLVW�

Yes�����No�����I�don’t�know

Yes�����No�����I�don’t�know

���'R�\RX�KDYH�DOOHUJLHV�WR�ODWH[��PHGLFDWLRQV��IRRG�RU�YDFFLQHV��H[DPSOHV��HJJV��ERYLQH�SURWHLQ��JHODWLQ��JHQWDPLFLQ��
polymyxin,�neomycin,�phenol,�yeast�or�thimerosal)?�Do�you�have�a�history�of�anaphylaxis�or�allergies�to�anything�other�
WKDQ�YDFFLQHV��IRRG��ODWH[��SRO\HWK\OHQH�JO\FRO��HWF��
,I�\HV��SOHDVH�OLVW�

Yes�����No�����I�don’t�know

6.�Have�you�ever�had�a�reaction�after�receiving�a�vaccination�or�injectable�therapy,�including�fainting�or�feeling�dizzy? Yes�����No�����I�don’t�know

7.�Have�you�ever�had�a�seizure�disorder�for�which�you�are�on�seizure�medication(s),�a�brain�disorder,�Guillain-Barré�
syndrome�(a�condition�that�causes�paralysis)�or�other�nervous�system�problem?

Yes�����No�����I�don’t�know

���)RU�ZRPHQ��Are�you�pregnant�or�considering�becoming�pregnant�in�the�next�month?

Yes�����No�����I�don’t�know8.�Have�you�received�any�vaccines�in�the�last�2-8�weeks?
If�so,�what�and�when?

Yes�����No�����I�don’t�know

3ULQW�1DPH��� � � 3DWLHQW�$XWKRUL]HG�SHUVRQ�VLJQDWXUH���� � � � 'DWH�

3.�Do�you�have�or�have�you�had�COVID-19?

,�ZDQW�WR�UHFHLYH�WKH�IROORZLQJ�YDFFLQDWLRQ�V���&29,'����9DFFLQDWLRQ� � � 3DWLHQW�7\SH�

)LUVW�1DPH�� � � � � � /DVW�1DPH�

'DWH�RI�%LUWK�� � � $JH�� � � *HQGHU�� � )HPDOH�������0DOH��3KRQH�

/7&)�1DPH�� � � � � � $GGUHVV�

&LW\�� � � 6WDWH�� � =LSFRGH��� (PDLO�$GGUHVV�

5DFH�

(WKQLFLW\�

2.�Have�you�been�treated�with�antibody�therapy�for�COVID-19�(monoclonal�antibodies�or�convalescent�plasma)?

Yes�����No�����I�don’t�know

Yes�����No�����I�don’t�know

$PHULFDQ�,QGLDQ�
or�Alaska�Native

$VLDQ Native�Hawaiian�or�
Other�Paci¿c�Islander

Black�or�African�
$PHULFDQ

:KLWH 2WKHU�
5DFH

Unknown 8QDEOH�WR�UHSRUW�
GXH�WR�SROLF\�ODZ

5HVLGHQW Staႇ�Member

Hispanic�or�Latino Not�Hispanic�or�Latino Unknown�ethnicity 8QDEOH�WR�UHSRUW�GXH�WR�SROLF\�ODZ
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6(&7,21�%��� � ,�FHUWLI\�WKDW�,�DP���D��WKH�SDWLHQW�DQG�DW�OHDVW����\HDUV�RI�DJH���E��WKH�OHJDO�JXDUGLDQ�RI�WKH�SDWLHQW�RU�UHSUHVHQWDWLYH�RI��RU��F��D�UHS�
resentative�of�the�LTCF�and,�based�upon�clinical�observation,�have�suႈcient�knowledge�of�the�patient’s�condition�to�answer�the�Screening�Questions.�I�
also�acknowledge�that�I�have�had�a�chance�to�ask�questions�and�that�such�questions�were�answered�to�my�satisfaction.

3DWLHQW�/7&)�5HSUHVHQWDWLYH�� � � � � � � 'DWH�

��6(&7,21�&� � ,1685$1&(�±�3$7,(17�25�$87+25,=('�3(5621�72�&203/(7(

Pharmacy�Card Medical�Card

,QVXUDQFH�3ODQ�3ODQ�,'�

0HPEHU�5HFLSLHQW�,'���

RX�BIN: N/A

RX�PCN: N/A

Group�Number:

0HGLFDUH Medicare�Part�B

Medicare�Number*:

Last�4�Digits�of�SSN**:
*Number�on�the�red,�white,�and�blue�Medicare�card
**�For�insurance�con¿rmation�purposes�only

Yes�����No�����I�don’t�knowIs�the�patient�the�cardholder?
,I�QR��SOHDVH�SURYLGH�FDUGKROGHUV�QDPH��GDWH�RI�ELUWK��00�''�<<<��DQG�UHODWLRQVKLS��

��6(&7,21�'� � � ���� ������ ($/7+&$5(�3529,'(5�21/<

Complete�%()25(�DGPLQLVWUDWLRQ

���,�KDYH�UHYLHZHG�WKH�3DWLHQW�,QIRUPDWLRQ�DQG�6FUHHQLQJ�4XHVWLRQV�

2.�I�have�veri¿ed�that�this�is�the�YDFFLQH�UHTXHVWHG�E\�WKH�SDWLHQW�

3.�This�vaccine�is�appropriate�for�this�patient�based�on�the�$JH�*XLGHOLQHV�DQG�2WKHU�*XLGHOLQHV�SURYLGHG�E\�IHGHUDO�
DQG�RU�VWDWH�UHJXODWLRQV�DQG�FRPSDQ\�SROLFLHV�

3a.�Does�this�patient�have�a�high-risk�medical�condition?
,I�\HV��SOHDVH�OLVW�PHGLFDO�FRQGLWLRQ�V��

4.�The�Vaccine�NDC�matches�the�NDC�on�the�bottom�of�this�VAR�form�and�the�NDC�on�the�patient�leaÀet.�(Perform�
��ZD\�1'&�PDWFK�

5.�I�have�veri¿ed�the�Expiration�Date�is�greater�than�today’s�date�and�have�entered�the�Lot�#�and�Expiration�Date�in�the�
VHFWLRQ�)�EHORZ

,QLWLDO�

,QLWLDO�

,QLWLDO�

,QLWLDO�

6(&7,21�( &RPSOHWH�'85,1*�WKH�SDWLHQW�LQWHUDFWLRQ

1.�I�con¿rm(ed)�the�patient’s�1DPH��'2%��DQG�UHTXHVWHG�YDFFLQH��and�veri¿ed�it�matches�the�information�on�the�VAR�form.

2.�I�have�reviewed�he�6FUHHQLQJ�4XHVWLRQV�DQG�DQVZHUV�

���,�SURYLGHG�D�(8$�)DFW�6KHHW�to�the�patient�or�LTCF�representative.

6(&7,21�)
&RPSOHWH�$)7(5�WKH�YDFFLQH�DGPLQLVWUDWLRQ

Vaccine NDC 0DQXIDFWXUHU 'RVDJH 'RVH�� 6LWH�RI�$GPLQLVWUDWLRQ (8$�)DFW�6KHHW�3XEOLVKHG�'DWH

Dose�2

&OLQLFLDQ¶V�QDPH��SULQW���� � � � &OLQLFLDQ¶V�VLJQDWXUH��� � � � 7LWOH�
,I�DSSOLFDEOH��LQWHUQ�WHFK�QDPH��SULQW���� � $GPLQLVWUDWLRQ�GDWH��� ����'DWH�(8$�)DFW�6KHHW�JLYHQ�WR�SDWLHQW�

&29,'����9$&&,1(�/27��� � � � � � &29,'����(;3,5$7,21�'$7(
',/8$17�/27��� � � � � � � ',/8$17�(;3,5$7,21�'$7(

,QLWLDO�

,QLWLDO�

,QLWLDO�

,QLWLDO�

���8SGDWH�WKH�SDWLHQW¶V�UHFRUG�ZLWK�DQ\�QHZ�DOOHUJ\��KHDOWK�FRQGLWLRQ�RU�SULPDU\�FDUH�SURYLGHU�LQIRUPDWLRQ�

2.�Enter�vaccine�lot�#,�expiration�date�and�site�of�administration,�then�scan�the�VAR�form�into�the�patient’s�record.

,QLWLDO�

,I�XQLQVXUHG��,�DWWHVW�WKDW�,�GR�QRW�KDYH�DQ\�PHGLFDO�RU�
SKDUPDF\�LQVXUDQFH� <HV

*For�veri¿cation�and�coverage

<HV
+HDOWKFDUH�3URYLGHU�2QO\��,QGLYLGXDO�UHIXVHG�WR�SURYLGH�LQVXUDQFH�LQIRUPDWLRQ�ZKHQ�,�DWWHPSWHG�WR�REWDLQ�WKH�LQVXUDQFH�LQIRUPDWLRQ�
IURP�WKH�LQGLYLGXDO�

Drivers�License/State�ID�Number*:�
�FLUFOH�RQH� ,VVXDQFH�6WDWH�


