Vaccine Administration Record (VAR)

Informed Consent for Vaccination in Long Term Care Facility (LTCF)

m Please print clearly.
First name C wide

Whrlgreesnt

Last name: /A/'J G

Date of birth: | (i /[ 0/ C ] Age: 00

*) ] N B )
Gender: 48 Female CJMale Phone: 231-3 / 5 <'/J &/o?

LTCF Name: E—O\S'}’r Tovdon /%%\\i?

.\{Vitv‘}ddress: Q\BOW 'H/\‘a‘(d %ﬁ\’

City:‘Eﬂﬁi’ E;}Yé&%tate:m i ZIP coge: Lj.(j'f}

L _‘B Patient Email address: dﬁ/ébj‘d e liife 80 refcid, ey

I want to receive the following vaccination(s): COVID-19 Vaccination

tify that  am: (a) the patient and at/!
of the patient where the patien
onsent to Walgreens or Duane

ast 18 years of age; (b) the legal guardian of the patient; or (c} a person authorized to
is not otherwise competent or unable to consent for themselves. Further, |
eade and the licensed healthcare professional administering the vaccine, as

n “applicable Provider’), to administer the vaccine(s)) | have requested above. | understand that it is not possible to

predict all ipolssible |side effects or complications assotiated with receiving vaccine(s). | understand the risks and benefits associated with

the above! vaccine(s) and have received, read and

r had explained to me the EUA Fact Sheet on the vaccine(s) | have elected

to receive. [l also acknowledge that | have hag a chance to ask questions and that such questions were answered to my

satisfaction. Further, | acknowledge that | have b

en advised that the patient should remain near the vaccination location for

observation for approximately 15 minutes after agministration. On behalf of the patient, the patient's heirs and perscnal
representativgs, | |hereby release and hold harmless each applicable Provider, its staff, agents, successcrs, divisions, affiliates,

subsidiaries, pfficers, directors, contractors and emplo
connection wijth, orl in any way related to the admin

ees from any and all liabilities or claims whether known or unknown arising out of in
tration of the vaccine(s) listed above.

| acknowledge that: (a) | understand the purposesi/beneﬁts of my state's vaccination registry (“State Registry”) and my state’s healith

information ekchange (“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. jor to any state or federal governmental agencies or authorities (“Government

Agencies”), guch a§ state, county, or local Departme
Disease Conjrol and Prevention, or their respective
my healthcarg providers enrolied in the State Registr

Out Form") furnished by the applicable Provider: (a) t

ints of Health or the federal Department of Health and Human Services, the Center for

esignees as may be required by law, for purposes of public health reporting, or to
and/or State HIE for purposes of care coordination. | acknowledge that, depending

e disclosure of my vaccination information by the applicable Provider to the State HIE

upon my state’s law, | may prevent, by using a stat:e.tapproved opt-out form or, as permitted by my state law, an opt-out form (“Opt-

and/or State Registry; or (b) the State HIE and/or Sta

e Registry from sharing my vaccination information with any of my other healthcare

providers enrplled in the State Registry and/or State HIE. The applicable Provider will, if my state permits, provide me with an Opt-Out Form_ |

understand that, depending on my state’s law, | may n
below, | hereby do consent to the applicable Provide

eed to specifically consent, and, to the extent required by my state’s law, by signing
r reporting my vaccination information to the Government Agencies, State HIE, or

through the State HIE andior 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, | understand that my consent will remain in effect until | withdraw my permission
and that | rnay withdraw my consent by providing a completed Opt-Out Form to the applicable Provider and/or my State HIE, as applicable.

| understand|that gven if | do not consent or if | wit}

the app!icébe Provider to: (a) release my medicafl
mental health information, to, or through, the State H
or other thirg-party payer as necessary to effectuate
services. ~%:mc (c) request payment of authorized b

above requebted items and services. | further agree

coinsurance and deductibles, for the requested items

draw my consent, my state’s laws or federal law may permit certain disclosures of

my vaccinatign information to or through the State HIE or to Government Agencies as required or permitted by law. } further authorize

or other information. including any communicable disease (including HlV),' and
IE or Government Agencies to my healthcare professionals. Medicare, Medicaid,
care or payment; (b) submit a claim to my insurer for the above requested items and

cnefits be made on my behalf to the applicable Provider with respect to the

to be fully financially responsible for any cost-sharing amounts, including copays.
and services, as well as for any requested items and services not covered by my

insurance benefits.| 1 understand that any payment for which | am financially responsible is due at the time of service or, if the

applicable | Pfovider invoices me after the time of
information ffom this visit for public health purposes

~ ;
Print Name: (,Q‘J-—b ey GO Patient/Authorized Person signature: K% .

service, upon receipt of such invoice. Waigreens may disclose your vaccination
and will send this information to the Medical Director or Administrator of the

fi Date: &/ /RS /o

LTCF identifigd above. If you are an employee of the LTCF, Walgreens will send your vacginat;oym?uyd your employer as required.
)
e )

SECTION B.1 SCREENING QUESTIONS. The follow

ing guestions will help us determine your eligibility to be vaccinated today.

1. Do youfeglsick taday?

CYes ONo O Don't know

, diabetes orasthma? ' dYes [INo ODon't know

2 Do you hale any health conditions, such as heart di
Ifyes, pleapelist:

3 Doyou haye allergies to latex. medications. food or vaccines (examples: eggs, bovine protein. gelatin, gentamicin, polymyxin,

neomycin, |phenol, yeast or thimerosal)?
lfyes, pleape list:

COYes CONo ODon't know

4 Have you gver had areaction after receiving a vaccination

5 Haveyou gverhad a seizuredisorder forwhichyou are on

ncluding fainting or feeling dizzy? OYes ONo ODon'tknow

bizure medication(s). a brain discrder, Guiliain-Barré syndrome OYes TNo ODon'tknow
{a conditioh that causes paralysis) or other nervous system problem?
6 For womdn: Are you pregnant or considering becoming pregnantin the next month?

OYes ONo O Don'tknow




>

. | certify that I am: {a) the-patient and at least 18 years of age: (b) the legal guardian of the patient or representative of: or (c) a representative of the LTCF and,
| obse rvqtlon, have sufficient knowledge of the patient's condition to answer the Screening Questions. | also acknowledge that | have had a chance to ask
uch questions were answered to my satisfaction.

presentative: @M /Z?ylz(j/ 7 Date: Oi/O’S / J [

INSURANCE = PATIENT TO COMPLETE IF APPLICABLE
I

Please ensure tp record BOTH pharmacy AND medical insurance information since there are multiple ways immunizations can be billed at Walgreens.

based upon
questions and

Patient/LTCF #

Non-M ed?care: Pharmacy Card Medicat Card Medicare: Medicare Part B j

f
Insurance Pign/Plan ID: | Medicare Number*: }
“Medicare Claim Number for cards distributec earlier than 2018

Member/Recipient 10 #:
RX BIN: N/A
RX PGN: N/A

Group Number:

Is the patient the cardholder? O Yes  4IMNo P /
i / : A
If no, please prqvide cardholders name, date of birth (MM/DD/YYY) and relationship: /’%p;{;g 71/)"‘ )4;/21/@} ] 74{,2 £.0a f/ 6’/7 7

'SECTION D HEALTHCARE PROVIDER ONLY

Complete BERORE vaccine administration

1 I'have revigwed the Patient Information and Screening Questions. Initial here:

Z  Ihave verified thatithis is the vaccine requested by the pa ient. Initial here:

3 This vaccing is appropriate for this patient based on the Agi Guidelines and Other Guidelines provided by federal and/or initial here:
state regulations and company policies.
3a. Does this patient have a high-risk medical condition? OYes ONo

ifyes, pleagelistmedical condition(s):

4 The Vaccine NDC matches the NDC on the bottom of this VAR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) Initial here:

o

I have verified the Expiration Date is greater than today's gate and have entered the Lot # and Expiration Date in the field below. Initial here:

YIS IeTTHS Complete DURING the patient interaction

1 I confirm(ed) the patient's Name, DOB and Requested Vaccine and verified it matches the information on the VAR form. Initial here:
2 ihave reviewed the Screening Questions and answers. Initial here
3 | provided a EUA Fact Sheetto the patient or the LTCF representative. Initial here:
'SECTION

Complete AFTER vaccine administration

Vaccine » inufacturer' Dosage. O Dose 1 Site of administration | EUA Fact Sheet published date
2 ) : O Dose2 | ;
Clinician’s nagne (print): Clinician’s signature: Title:
If applicable, intern/tech name (print): Administration date: Date EUA Fact Sheet given to patient.
COVID-19 VAGCINE LOTH COVID-18 VACCINE EXPIRATION DATE

1. Update the patient’s record with any new allergy, health condition or primary care provider information.
2. Entervaccine lot #, expiration date and site of administratign, then scan the VAR form into the patient's record.
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ch a
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further,
or approximately 15
s, | hereby
sfficers, directors, contractors and emplo
th, oriin any way related to the admin

tify that | am: (a) the patient and at
of the patient where the patien
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n “applicable Provider”), to admin
side effects or complications ass
s) and have received, read and
p acknowledge that | have ha
I acknowledge that | have b
minutes after 2

e that: (a) | understand the purpose
change (“State HIE"); and (b) the applica
gh the State HIE to the State Registry,
uch as state, county, or local Departm
rol and Prevention, or their respective

providers enrolled in the State Registr
c's law, | may prevent, by using a state
rnished by the applicable Provider: (a)
Registry; or (b) the State HIE and/or Stz
lled in the State Registry and/or State H
at, depending on my state’s law, | may

by do consent to the applicable Provid
tate HIE and/or State Registry to the
plicable Provider with a signed Opt-Out
withdraw my consent by providing a corr

that even if 1 do not consent or if | wit
n information to or through the State H

Provider ta: (a) release my medica
information, to, or through, the State k
-party payer as necessary to effectuate
(c) request payment of authorized b
ted items and services. | further agre
nd deductibles, for the requested items
nefits. | understand that any payment
ovider| invoices me after the time of
om this visit for public health purpose
d above. If you are an employee of the LT

e

SECTION B-

ANoStoasio. Coppentre patient

o]
e
-1
release and hold harm
i7
9

least 18 years of age; (b) the legal guardian of the patient; or (¢) a person authorized to
t is not otherwise competent or unable to consent for themselves. Further, |
Reade and the licensed healthcare professional administering the vaccine, as
ister the vaccine(s)) | have requested above. | understand that it is not possible to
siated with receiving vaccine(s). | understand the risks and benefits associated with
r had explained to me the EUA Fact Sheet on the vaccine(s) | have elected
a chance to ask questions and that such questions were answered to my
en advised that the patient should remain near the vaccination location for
iministration. On behalf of the patient, the patient's heirs and personal
ess each applicable Provider, its staff, agents, successors, divisions, affiliates,
ees from any and all liabilities or claims whether known or unknown arising out of, in
tration of the vaccine(s) listed above.

¢
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B

benefits of my state's vaccination registry ("State Registry”) and my state’s health
le Provider may disclose my vaccination information to the State Registry, to the State
br to any state or federal governmental agencies or authorities (“Government
nts of Health or the federal Department of Health and Human Services, the Center for
esignees as may be required by law, for purposes of public health reporting, or to
and/or State HIE for purposes of care coordination. I acknowledge that, depending
approved opt-out form or. as permitted by my state law, an opt-out form (“Opt-
e disciosure of my vaccination information by the applicable Provider to the State HIE
e Registry from sharing my vaccination information with any of my other healthcare
E. The applicable Provider will, if my state permits, provide me with an Opt-Out Form. |
need to specifically consent, and, to the extent required by my state’s law, by signing
er reporting my vaccination information to the Government Agencies, State HIE, or
sntities and for the purposes described in this Informed Consent form. Unless |
Form, | understand that my consent will remain in effect until I withdraw my permission
bleted Opt-Out Form to the applicable Provider and/or my State HIE, as applicable.

d
4
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il

hdraw my consent, my state's laws or federal law may permit certain disclosures of
£ or to Government Agencies as required or permitted by law. | further authorize
or other information. including any communicable disease (including HIV), and
E or Government Agencies to my healthcare professionals, Medicare, Medicaid,
care or payment; (b) submit a claim to my insurer for the above requested items and
nefits be made on my behalf to the applicable Provider with respect to the
to be fully financially responsible for any cost-sharing amounts, inciuding copays.
and services, as well as for any requested items and services not covered by my
for which | am financially responsible is due at the time of service or, if the
tervice, upon receipt of such invoice. Walgreens may disclose your vaccination
and will send this information to the Medical Director or Administrater of the

F, Walgreens will send your vaccipation information t¢ your employer as required. )
puthorized Person signaturfmm& QM@(’/\A&# pate: |25 - 2|
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! SCREENING QUESTIONS. The foliowing questions will help us determine your eligibility to be vaccinated today.
1. Doyou ee‘g sick today? OYes ONo JDon'tknow
|
2  Doyou 1a+1e any health conditions, such as heart disease, diabetes orasthma? COYes ONo JDon't know
Ifyes. pleage list:
3 Doyou nave allergies to latex. medications, food or vaccines (examples: eggs. bovine protein, gelatin, gentamicin, polymyxin, CYes ONo ODon't know
neomycin,:phenol, yeast or thimerosal)?
Ifyes. pleagelist:
4 Have yousyer hadla reaction after receiving a vaccination, including fainting or feeling dizzy? CYes ONo ODon't know
5 Haveyoldyerhadh seizure disorder for which you are on sgizure medication(s), a brain disorder, Guillain-Barré syndrome CYes ONo O Don't know
(a condition that causes paralysis) or other nervous system problem?
8 Forwomen: Are you pregnant or considering becoming pregnant in the next month? OYes [ONo D Don'tknow
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rvation, have sufficient knowledge of the pat
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fy that | am: (a) the patient and at least 18 years of age: (b) the legal guardian of the patient or representative of; or (c) a representative of the LTCF and
ent's condition to answer the Screening Questions. | also acknowledge that | have had a chance to ask

DQX\JVE,( Date: i- 25 - 21

j BOTH pharmacy AND medical insuran
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9 A N 0 D ADPD A

Medical Card

Medicare:

ce information since there are multiple ways immunizations can be billed at Walgreens.

Medicare Part B

Insurance PIJ
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iD:

| Medicare Number*:
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ient ID #:

RX
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N:

N/A

RX

PG

N:

N/A

Group

NU

mber:

is the patient

if no, please prg
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cardh

vide ca

oider? [ Yes N\No

*Medicare Ciaim Number for cards distributed earlier than 2018

rdholders name, date of birth (MM/DD/AYYY) and retationship:@\\i‘{\t\(ﬁ\ COV\Dm"cef Na-zi-b, Fathey

'SECTION L HEALTHCARE PROVIDER ONLY
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Complete A

e is appropriate for this patient based on the Age
tions and company policies.

is patient have a high-risk medical condition?
e listmedical condition(s):

Complete DURING the patient interaction

wed the Screening Questions and answers.

accine administration

e Patient information and Screening Q

this is the vaccine requested by the pa

uestions.

ient.

Guidelines and Other Guidelines provided by federal and/or

initial here
Initial here:

initial here:

OYes ONo

Expiration Date is greater than today's d

EUA Fact Sheet to the patient or the LTCF representative.

Vaccine |-

Clinician’s name (print): C
If applicable, i’rtem/tech name (print):

!
COVID-19 VACCINE LOT# co
1. Update the patient’
2. Enter vaccine lot #, expiration date and site of administrati

ER vaccine administration

atient’s Name, DOB and Requested Vaccine and verified it matches the information on the VAR form.

nufacturer: Dosage. O Dose 1 Site of administration

matches the NDC on the bottom of this VAR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) initial here:

ate and have entered the Lot # and Expiration Date in the field below. initial here:

Initial here:
Initial here:

Initial here:

EUA Fact Sheet published date

O Dose? |

nician’s signature:

Title:

Administration date:

VID-19 VACCINE EXPIRATION DATE

s record with any new allergy, health condition or primary care provider information.

n, then scan the VAR form into the patient's record.

Date EUA Fact Sheet given to patient:
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I want to recgive the following vaccination(s}: covig

-19 Vaccination
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cast 18 years of age; (b) the legal guardian of the patient; or (c) a person authorized to
is not otherwise competent or unable to consent for themselves. Further, |
2eade and the licensed healthcare professional administering the vaccine, as

| certify that | am: (a) the patient and atjl
ehalf of the patient where the patient

hereby give |my consent to Walgreens or Duane R

applicable | {each an ‘“applicable Provider”), to administer the vaccine(s)) { have requested above. I understand that it is not possible to

predict all possible side effects or complications associated with receiving vaccine(s). | understand the risks and benefits associated with
ccine(s) and have received, read andjor had explained to me the EUA Fact Sheet on the vaccine(s) | have elected
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e's law, | may prevent, by using a state;e approved opt-out form or,

om this visit for public health purposes

LTCF identifidd above. If you are an employee of the LTG

I also acknowledge that | have had|a chance to ask questions and that such questions were answered to my
further, | acknowledge that | have bﬁen advised that the patient should remain near the vaccination location for
or approximately 15 minutes after administration. On behalf of the patient, the patient's heirs and personal
s, | -hereby release and hold harmless each applicable Provider, its staff, agents, successors, divisions, affiliates,
fficers, directors, contractors and emplo%es from any and all liabilities or claims whether known or unknown arising out of, in
th, or in any way related to the admin§ tration of the vaccine(s) listed above.

e that: (a) | understand the purposesibenefits of my state’s vaccination registry (“State Registry”) and my state's health
change ("State HIE"); and (b) the applica: le Provider may disclose my vaccination information to the State Registry, to the State
r to any state or federal governmental agencies or authorities (“Government
the Center for
rol and Prevention, or their respective d signees as may be required by law, for purposes of public health reporting, or to
providers enrolled in the State Registry| and/or State HIE for purposes of care coordination. | acknowledge that, depending
as permitted by my state law, an opt-out form {(“Opt-
rnished by the applicable Provider: (a) § e disclosure of my vaccination information by the applicable Provider to the State HIE
Registry; or (b) the State HIE and/or State Registry from sharing my vaccination information with any of my other healthcare
lied in the State Registry and/or State H% . The applicable Provider will, if my state permits, provide me with an Opt-Out Fornj. !
at, depending on my state's law, | may n ed to specifically consent, and, to the extent required by my state's law, by signing
by do consent to the applicable Provider reporting my vaccination information to the Government Agencies, State HIE, or

btate HIE and/or State Registry to the§ ntities and for the purposes described in this Informed Consent form. Unless |

pplicable Provider with a signed Opt—Out§ iorm, | understand that my consent will remain in effect until 1 withdraw my permission
withdraw my consent by providing a completed Opt-Out Form to the applicable Provider and/or my State HIE, as applicable.

that even if | do not consent or if | witz draw my consent, my state’s laws or federal law may permit certain disclosures of
n information to or through the State HIE or to Government Agencies as required or permitted by law. | further authorize
Provider to: (a) release my medical | or other information, including any communicable disease (including HIV). and
information, to, or through, the State HIE or Government Agencies to my heaithcare professionals, Medicare, Medicaid,
-party payer as necessary to effectuate rare or payment; (b) submit a claim to my insurer for the above requested items and
(¢) request payment of authorized benefits be made on my behalf to the applicable Provider with respect to the

sted items and services. | furtther agree to be fully financially responsible for any cost-sharing amounts, including copays.

nd services, as well as for any requested items and services not covered by my
or which | am financially responsible is due at the time of service or, If the
service, upon receipt of such invoice. Walgreens may disclose your vaccination
and will send this information to the Medical Director or Administrator of the
F, Walgreens will send your vaccination information to your employer as required.

I GIIcats pate: L 257}

nd deductibles, for the requested items
nefits. | understand that any payment
ovider invoices me after the time of

oo (02 nnCipatient

Authorized Person signature:

Print Name:

SECTION B-1

ng questions will help us determine your eligibility to be vaccinated today.

SCREENING QUESTIONS. The follow
1. Do you feq]sick today? OYes ONo ODon't know
2 Do youhape any health conditions, such as heart disease, diabeles orasthma? OYes [ONo ODon't know
Ifyes, pleagelist:
3 Doyouhave allergies to latex, medications, food or vaccines (examples: eggs. bovine protein, gelatin, gentamicin, polymyxin, OYes ONo ODon't know
neomycin, jphenol. yeast or thimerosal)?
Ifyes, pleagelist:
4 Have you dver had a reaction after receiving a vaccination, including fainting or feeling dizzy? ClYes ONo O Don't know
5 Have youdverhad a seizure disorder for which you are on seizure medication(s). a brain disorder, Guillain-Barré syndrome OYes ONo DODon't know
(2 condjtioh that causes paralysis) or other nervous system problem?
OYes ONo ODon't know

For wo!

men: Are you pregnant or considering becoming ¢

regnant in the next month?

¢




SETION I certify that | am: (a) the patient and at least 18 ye 15 of age; (b) the legal guardian of the patient or representative of; or (c) a representative of the LTCF and,
baseq upon clinical observation, have sufficient knowledge of the patient's condition to answer the Screening Questions. | also acknowledge that | have had a chance to ask
questions and that Such questions were answered to my satisfaction.

bPatient/LTCF R:Epresentative: —X\:; (‘1 ‘? m '8 Date: \ ] Z‘;_) : Z..\

() NSURA 5 A 0 0) D ADD AR

Please ensure tfj record BOTH pharmacy AND medical insurange information since there are multiple ways immunizations can be bilied at Walgreens.

Non-Med|¢are: Pharmacy Card Medical Card Medicare: Medicare Part B

! ] H >
Insurance Plap/Plan 1D: | Medicare Number™

Member/Recigient (D #:
RX BIN: N/A
RX PON: N/A

*Medicare Claim Number for cards distributed earlier than 2018.

Group Number:

Is the patient the cardholder? @/Yes O No
If no. please pravide cardholders name, date of birth (MM/DD/YYY) and relationship:

'SECTION D HEALTHCARE PROVIDER ONLY
Complete BERDRE vaccine administration

1 have revigwed the Patient information and Screening Questions. Initial here:
2 Ihave verified that this is the vaccine requested by the pafient. initial here:
3 Thisvacgi e is appropriate for this patient based on the Age Guidelines and Other Guidelines provided by federal and/or {nitial here:
state regulgtions and company policies.
OYes ONo

3a. Does this patient have a high-risk medical condition?
lfyes, please list medical condition(s):

4 The Vaccine NDC matches the NDC on the bottom of this VAR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) Initial here:

5 Ihave verified the Expiration Date is greater than today's date and have entered the Lot # and Expiration Date in the field below. Initial here:
[S13e# (0] T 3 Compiete DURING the patient interaction

| confirm(ed) the patient's Name, DOB and Requested Vaccine and verified it matches the information on the VAR form. Initial here:

2 I havereviged the Screening Questions and answers. Initial here:

Initial here:

3 Iprovided § EUA Fact Sheet to the patient or the LTCF representative.

R vaccine administration

Complete A:

Sile of administration | EUA Fact Sheet published date

Vaccine hufacturer: Dosage: O Dose 1 |
] ‘ O Dose2 |

Clinician’s name (print): Clinician’s signature: Title:,

If applicable, internftech name (print): Administration date: Date EUA Fact Sheet given to patient:

COVID-19 VACCINE LOT# CQOVID-19 VACCINE EXPIRATION DATE

1. Update the patient's record with any new allergy, health condition or primary care provider information.
2. Enter vaccine lot #, expiration date and site of administratign, then scan the VAR form into the patient's record.




Vaccine Administration Record (VAR)
Wlgreernd

informed Consent for Vaccination in Long Terri'l Care Facility (LTCF)

IR Please print clearly.
First name: EF&.COV\ Last name: Z’ aysika

Date of birth Oq /@7,/‘}::, Age: Jl Gender: O Female ZMale Phone:w -0737
LTCF Name: VST Socd cu’\f S‘)\\\ii‘(\l VAN Address: O?)C)\O\ = Jl BC ?’OC\C\
a -

city:Bost erd%tte: M | ZIP code: L ('t: T 771 patient Email address:__Jﬂm__gmﬂ.&l'—Qﬂm————————

I want to receIive the following vaccination(s): COVID-19 Vaccination

i
11

a person authorized to

| certify that | am: (@) the patient and at least 18 years of age; (b) the legal guardian of the patient; or {(c}
half of the patient where the patient|is not otherwise competent or unable to consent for themselves. Further, |
my consent to Walgreens or Duane Reade and the licensed healthcare professional administering the vaccine,. as
applicable (efdch an “applicable Provider”), to administer the vaccine(s)) | have requested above. | understand that it is not possible to
predict all pogsible side effects or complications assogiated with receiving vaccine(s). | understand the risks and benefits associated with
the above vakcine(s) and have received, read and/gr had explained to me the EUA Fact Sheet on the vaccine(s) ! have elected
tc recelve. also acknowledge that | have hadj a chance to ask questions and that such questions were answered to my
satisfaction. Further, | acknowledge that | have been advised that the patient should remain near the vaccination location for
observation kr approximately 15 minutes after a'mimstratim On behalf of the patient, the patent's heirs and personal
representatives, | hereby release and hold harmless each applicable Provider, its staff, agents, successors. divisions, affiliates.
subsidiaries, fifficers, directors, contractors and employ§ es 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.

consent on
hereby give

H
| acknowledgle that: (a) | understand the purposestbenefits of my state’s vaccination registry (‘State Registry”) and my state’s health
information leXchange ("State HIE"); and (b) the applicable Provider may disclose my vaccination information to the State Registry. to the State
HIE, or throuigh the State HIE to the State Registry, |or to any state or federal governmental agencies of 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 Prevertion, or their respective d signees as may be required by law, for purposes of public health reporting, or to
my healthcarg providers enrolied in the State Registry|and/or State HIE for purposes of care coordination. | acknowledge that. depending
upon my state's law, | may prevent, by using a stateqapproved opt-out form or, as permitted by my state law, an opt-out form ("Opt-
Out Form™) fiyrnished by the applicable Provider: (a) the disclosure of my vaccination information by the applicable Provider to the State HIE

andior State Registry: or (b) the State HIE and/or State Registry from sharing my vaccination information with any of my other healthcare

providers enrplled in the State Registry and/or State HIE. The applicable Provider will, if my state permits, provide me with an Opt-Out Form. |

understand thiat, depending on my state's law, | may 7 ed to specifically consent, and, to the extent required by my state’'s law, by signing
below, | hergby do consent to the applicable Provider reporting my vaccination infarmation to the Government Agencies, State HIE, or
through the Btate HIE and/or State Registry to the jentities and for the purposes described in this informed Consent form. Unless |
provide the applicable Provider with a signed Opt-Out{Form, | understand that my consent will remain in effect until | withdraw my permission
and that | may withdraw my consent by providing a com leted Opt-Out Form to the applicable Provider and/or my State HIE, as applicable.

i understand [that even if | do not consent or if 1 wit draw my consent, my state’s laws or federal law may permit certan disclosures of
my vaccinatidn information to or through the State HIE or to Government Agencies as required or permitted by law. | further authorize
the applicable Provider to: (a) release my medicall or other information, including any communicable disease (including HIV), and
mental healt information, to, or through, the State HIE or Government Agencies to my healthcare professionals, Medicare, Medicaid,
or other thirg-party payer as necessary to effectuatel [care or payment; (b) submit a claim to my insurer for the above requested items and
services; and (c) request payment of authorized henefits be made on my behalf to the applicable Provider with respect to the
above requelted items and services. | further agree to be fully financially responsible for any cost-sharing amounts, including copays.
coinsurance and deductibies, for the requested items; and services, as well as for any requested items and services not covered by my
insurance bdnefits. | understand that any payment for which | am financially responsible is due at the time of service or, if the
applicable Pfovider invoices me after the time of |service, upon receipt of such invoice. Walgreens may disclose your vaccination
information flom this visit for public health purposes and will send this information to the Medical Director or Administrator of the
LTCF identifidd above. If you are an employee of the LTCF, Waigreens will send your vaccination information to your employer as required.

Print Name 30 celo { ousha patient/Authorized Person signature: Jfﬁ{f}—— Date:_L:_&S_-_&L_

SECTK)N 8 I SCREENING QUESTIONS. The follo ing questions will help us determine your eligibility to be vaccinated today.
OYes ONo 03Don't know

CYes ONo ODon't know

1. Do you fedlsick today?
Do you hale any heaith conditions, such as heart disease, diabetes orasthma?
Ifyes, pleapelist:
3 Doyouhaye allergies tolatex. medications. food or vaccines (examples: eggs, bovine protein, gelatin, gentamicin, polymyxin,
neomycin, phenol, yeast or thimerosal)?
Ifyes, pleapselist:
4 Haveyougverhad areaction after receiving a vaccination, including fainting or feeling dizzy?
S5 Haveyoudverhad aseizure disorder forwhich you are on deizure medication(s), a brain disorder, Guillain-Barré syndrome OYes N0
(a conditioh that causes paralysis) Of other nervous system problem?

& Forwomen: Are you pregnant or considering becoming pregnant in the next month?

|
|

™

CYes ONo ODon't know

D/Yes ONo O Don't know
O Don't know

OvYes ONo JDon'tknow




SECTION &2

based upon clini
questions and th

Fatient/LTCF R

Please ensure

—

observation, have sufficient knowledge of the pati
ch questions were answered to my satisfaction.
——rr——

| certify that | am: {a) the patient and at least 18 yqals

/]

T

of age; {b) the legal guardian of the patient or representative of; or (c) a representative of the LTCF and
nt's condition to answer the Screening Questions. | also acknowledge that | have had a chance to ask

[:25 - Al

Date:

presentative:

<

record BOTH pharmacy AND medical insuran

Non-Medjcare: Pharmacy Card Medical Card
Insurance Plan/Plan |D:
Member/Recipjent iD #:
RX BIN: N/A
RX PGN: N/A
Group Ndmber:

Is the patient thei cardholder?

If ne. please pr

OYes O No

avide cardholders name. date of birth (MM/DD/Y

YY) and refationship:

e information since there are muitiple ways immunizations can be billed at Yvalgreens.

Medicare: Medicare Part B

f
| Medicare Number™:

*Medicare Claim Numoer for cards distributed eadier than 2018

SECTION D HEALTHCARE PROVIDER ONLY

Complete BER

DRE vaccine administration

| have revigived the Patient Information and Screening ¢

[

w

This vacci

state regulgtions and company policies.

3a. Does

ifyes, pleaselist medical condition(s):

4 TheVacgi

5 Ihave verified the Expiration Date is greater than today's d

Sidennlel\Fd Complete DURING the patient interaction

i confirm

2 ihaverevig

Croviderd 8

Vaccine

| have verif]

Compicte AF

jestions.

=d that this is the vaccine requested by the pat

ne is appropriate for this patient based on the Age

this patient have a high-risk medical condition?

ent.

Guidelines and Other Guidelines provided by federal and/or

Initial here:
Initial here:

Initial here:

OvYes CNo

ine NDC matches the NDC on the bottom of this

ved the Screening Questions and answers.

EUA Fact Sheetto the patient or the LTCF re

vaccime administration

efl) the patient's Name, DOB and Requested Vag

presentative.

nufacturer: Dosage! O Dose 1

ate and have entered the Lot # and Expiration Date in the field below.

zcine and verified it matches the information or the VAR form.

Site of administration

AR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) Initial here:

{nitial here:

Initial here:
Initial here:

Initial here:

| EUA Fact Sheet published dal

Clinician’s narfne {print):

If applicable,

COVID-19 VAC

1. Update t
2. Enterva

O Dose 2

intern/tech name (print):

Cti

nician’s signature:

Title:

e

|
&
|
I

Administration date:

CINE LOT# ol

DVID-19 VACCINE EXPIRATION DATE

cine lot #, expiration date and site of administrati

e lpatient’s record with any new allergy, health cor

Date EUA Fact Sheet given to patient:

dition or primary care provider information.
n, then scan the VAR form into the patient's record.




Vaccine
informe

First name:
Date of bin

LTCF Name:
cny:EOr

f want to rec

m | certify that | am: (a) the patient and a

consent on |behalf of the patient where the patient is not otherwise competent or unable to consent for themselves. Further, |

hereby give
applicable (e
predict all pg
the above v

to

satisfaction.
coservation
representati
subsidiaries,
connection

I acknowledge that:
information e
HIE, or throu
Agencies”), §
Disease Con
my healthca
upon my state’s law. | may prevent, by using a stat
Qut Form!)
and/or State
providers en
understand th
below, | hers
through the
provide the
and that | ma

SECTION B-1

understand
my vaccinatig
the applical
mental health
or other thi
services; ang
above reque|
Goinsurance
insurance| bg
applicable R
information
LTCF identifig

Print Name:

Al
d G

ministration Record (VAR}
nsent for Vaccination in Long Te

Piease print ciearly.

1226b€\\

Whilgreons

rm Care Facility (LTCF)

Last name: ("OQé @5‘

L3

Gender: [Z{;emale OMale Phone: Z%l O;MQGC[/(P

-y

th:si)cj /OS{/ZU o° Age: Z O

Fost Tovdan / Silve iy

ks

NordaBtate: m !

7 ;
ZIP code: "{O‘

LU Address:#@%\ \ D \D,(\ Q\/—‘ rﬁ
U W

”1 7.1 Patient Emait address: IZZ\J @S@ija . ey

receive.

;

eive the following vaccination(s): COVI

D-19 Vaccination

my consent to Walgreens or Duane
ach an “applicable Provider”), to admin
sible side effects or complications assa
ccine(s) and have received, read ang
| also acknowledge that | have ha
urther, | acknowledge that | have

or approximately 15 minutes after
s, | hereby release and hoid har
pfficers, directors, contractors and empl
ith, or in any way related to the admir

a
O]
e
M
D

(a) | understand the purpose
change ("State HIE"); and (b) the applic
gh the State HIE to the State Registry
uch as state, county, or local Departm
rol and Prevention, or their respective
e providers enrolled in the State Regist

irnished by the applicable Provider: (a)
Registry; or (b) the State HIE and/or S
blled in the State Registry and/or State H
at, depending on my state’s law. | may

|

least 18 years of age; (b) the legal guardian of the patient; or (¢) a person authorized to

Reade and the licensed healthcare professional administering the vaccine, as
ster the vaccine(s)) | have requested above. | understand that it is not possible to
ciated with receiving vaccine(s). | understand the risks and benefits associated with
or had explained to me the EUA Fact Sheet on the vaccine(s) | have elected
1 a chance to ask questions and that such questions were answered to my
een advised that the -patient should remain near the vaccination location for
dministration. On behalf of the patient, the patient's heirs and personal
nless each applicable Provider, its staff, agents, successors, divisions, affiliates,
yees from any and all liabilities or claims whether known or unknown arising out of, in
stration of the vaccine(s) listed above.

s/benefits of my state’s vaccination registry (“State Registry”) and my state’s health

ble Provider may disclose my vaccination information to the State Registry, to the State
or to any state or federal governmental agencies or authorities (“Government
nts of Health or the federal Department of Health and Human Services, the Center for
esignees as may be required by law, for purposes of pubiic health reporting, or to

and/or State HIE for purposes of care coordination. | acknowledge that, depending
-approved opt-out form or, as permitted by my state law, an opt-out form (“Opt-
he disclosure of my vaccination information by the applicable Provider to the State HIE
te Registry from sharing my vaccination information with any of my other healthcare
E. The applicable Provider will, if my state permits, provide me with an Opt-Out Form. |
eed to specifically consent, and, to the extent required by my state's law, by signing

by do consent to the applicable Provider reporting my vaccination information to the Government Agencies, State HIE, or

State HIE and/or State Registry to the

withdraw my consent by providing a co

n information to or through the State H

i-party payer as necessary to ef'fectuat,;

(c) reguest payment of authorized I
sted items and services. | further agre
and deductibles, for the requested items
nefits. | understand that any paymenti
ovider invoices me after the time of
om this visit for public health purpose
d above. If you are an employee of the L1

z2ee |\ \WNOoXeS

= Provider to: (a) release my medical or other information,
information, to, or through, the State HIE or Government Agencies to my

benefits be made on my behalf to the gpplicable Provider

Patienéf!Authorized Person signaturey

entities and for the purposes described in this Informed Consent form. Unless |

oplicable Provider with a signed Opt—Ou':LForm, | understand that my consent will remain in effect untit | withdraw my permission

pleted Opt-Out Form to the applicable Provider and/or my State HIE, as applicable.

that even if | do not consent or if | withdraw my consent, my state’s laws or federal law may permit certain disclosures of

E or to Government Agencies as required or permitted by law. | further authorize
including any communicable disease (including HIV), and
healthcare professionals, Medicare, Medicaid,
(b) submit a ciaim to my insurer for the above requested items and
with respect to the
to be fully financially responsible for any cost-sharing amounts, inciuding copays.
and services, as well as for any requested items and services not covered by my
for which | am financially responsible is due at the time of service or, if the
service, upon receipt of such invoice. Walgreens may disclose your vaccination
and will send this information to the Medical Director or Administrator of the
F, Walgreens will send your vgegination information to your employer as required.

) > e 212 ]
AT

care or payment;

SCREENING QUESTIONS. The following questions will help us determine your eligibility to be vaccinated today.

1. Do you feelsick today? fYes ONo ODon't know

2 Do you haye any health conditions, such as heart disease, diabetes orasthma? OYes ONo ODon't know
Ifyes, please list:

3 Doyouha\e aliergies to latex, medications. food or vaccines (examples: eggs. bovine protein. gelatin, gentamicin, polymyxin, OYes ONo ODon't know
neomycin.|phenol, yeast or thimerosal)?
Ifyes, pieapelist:

4 Have ypulgver had a reaction after receiving a vaccinationj including fainting or feeling dizzy? TOYes ONo ODon'tknow

5 Have youdverhad a seizure disorder for which you are on seizure medication(s), a brain disorder, Guillain-Barré syndrome OYes TNo DDontknow
(a conditibn that causes paralysis) or other nervous system problem?

&  Forwompn: Are you pregnant or considering becoming pregnant in the next month? Cives ONo ODon't know




% | certify that | am: (a) the patient and at least 18 years of age; (b) the legal guardian of the patient or representative of: or (c) a representative of the LTCF and,
based upon clinifzai observation, have sufficient knowledge of the patient's condition 1o answer the Screening Questions. | also acknowledge that | have had a chance to ask
guestions and that puch questions were answered to my satisfaction.

g ;m) Date: Z—IQZ‘
o <

Patient/LTCF Representative: €

INSURANCE ~ PATIENT TO COMPLETE IF APPLICABLE

Piease ensure tb record BOTH pharmacy AND medical insurdnce information since there are muiltiple ways immunizations can be billed at Walgreens.

Non-Med|care: Pharmacy Card Medical Card Medicare: Medicare Part B

[
| Medicare Number™:
“Medicare Claim Number for cards distributed earlier thar 2018.

Insurance| Plgn/Plan 1D:

Member/Redipient ID #:
RX BIN: N/A

RX PN: N/A

Group Number:

Is the patient the cardhoider? O Yes IE& No

dvide cardholders name, date of birth (MM/DD/YYY) and relationship: \eyoni (A \;’\}OCXYVC;S 3 C}Z/() 9 / } q T
ooy

ifno, please p

3

SECTION.D HEALTHCARE PROVIDER ONLY
Compiete BERORE vaccine administration
1. | have revigéwed the Patient Information and Screening Questions. |nitial here
2 |have verlfied that this is the vaccine requested by the patient. initial here:
3 This vaccing is appropriate for this patient based on the Age Guidelines and Other Guidelines provided by federal and/or initial here:
state regulations and company policies.
OYes T No

3a. Does this patient have a high-risk medical condition
ifyes. pleage listmedical condition(s):

4 The Vaccite NDC matches the NDC on the bottom of this VAR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) Initiaihere:

5 1 have verified the Expiration Date is greater than today's date and have entered the Lot # and Expiration Date in the field below. Initial here
o] '] 5 Complete DURING the patient interaction

1. | confirm(gf) the patient's Name, DOB and Requested Vaccine and verified it matches the information on the VAR form. Initial here:

2 lhave revigwed the Screening Questions andanswers. initiat here:

3 1 provided & EUA Fact Sheetto the patient or the LTCF representative. initial here:

i engle]

Compiete / iER vaccine administration

Vaccine oo NDC Minufacturer: Dosage! O Dose 1 Site of administration EUA Fact Sheet published dqtei
. O Dose2 ]

Clinician’s/name (print): Clinician’s signature: Title:

if applicable, linternftech name (print): Administration date: Date EUA Fact Sheet given to patient:

COVID-19 VACCINE LOT# COVID-19 VACCINE EXPIRATION DATE

1. Update the patient's record with any new aliergy, heaith gondition or primary care provider informatilon.
2. Enter vactine lot #, expiration date and site of administration, then scan the VAR form into the patient's record.




Informed (

First name! O
Date of birth: Ol /iq ! QCG( Age: 8*@

— 7 g —
LTCF Name: || COST \)C‘Y(ﬁ(’l i / C‘)\ N2
City%p&}n‘e if\&\ij state: 1Y | ZIPIcode: 4G

I want to regeive the following vaccination(s): COV.

|
|
Vaccine Actninistration Record (VAR)

nsent for Vaccination in Long Te

Plegse pri(t clearly.
\

Walgteent

rm Care Facility (LTCF)

Last name: M 0\ \'(—V-

Gender: %:emale OMale Phone: Qg (- 634{ - 6/ 5 'é
\\!E‘ngAddress: 71!(@! i(' ‘5(/% %)P D

—l ‘ % Patient Emailaddress]‘/\‘msi ‘i{"\&\(\( i @(%@4&5 {1 e (ﬂ{/‘ @/(_/

D-19 Vaccination

| certify that | am: (a) the patient and at

least 18 years of age; (b) the legal guardian of the patient; or (c) a person authorized to

consent on |pehalf of the patient where the patient is not otherwise competent or unable to consent for themselves. Further, |

hereby give|/my consent to Walgreens or Duane
applicable (gach an "applicable Provider”), to admirn

Reade and the licensed healthcare professional administering the vaccine, as
ster the vaccine(s)) | have requested above. | understand that it is not possible to

predict all paissible side effects or complications assdciated with receiving vaccine(s). | understand the risks and benefits associated with

| . .
the above vaccine(s) and have received, read and

to

satisfaction. \Further, | acknowledge that | have b
observation (for approximately 15 minutes after

or had explained to me the EUA Fact Sheet on the vaccine(s) | have elected

receive. |l also acknowledge that | have had a chance to ask questions and that such gquestions were answered to my

een advised that the patient should remain near the vaccination location for
dministration. On behalf of the patient, the patient's heirs and personal

representatives, | hereby release and hold harmless each applicable Provider, its staff, agents, successors, divisions, affiliates,

subsidiaries, [pfficers, directors, contractors and emplo

ees from any and ali 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.

1 acknowléd e that: (a) | understand the purposes/benefits of my state’'s vaccination registry (“State Registry”) and my state's health

information ekchange (“State HIE"); and (b) the applica
HIE, or thriodgh the State HIE to the State Registry.

hie Provider may disclose my vaccination infermation to the State Registry, to the State
or to any state or federal governmental agencies or authorities (‘Government

Agencies”). fuch as state. county, or local Departments of Health or the federal Department of Health and Human Services, the Center for

Disease Con
my healthcare providers enrolled in the State Registr
upon my state’s law, | may prevent, by using a state
Out Form") furnished by the applicabie Provider: (a)
and/or State |Registry; or (b) the State HIE and/or St
providers enrplied in the State Registry and/or State H
understand that, depending on my state’s law, | may
pelow. | hergby do consent to the applicable Provid
through the Btate HIE and/or State Registry to the
provide the gpplicable Provider with a signed Opt-Out|

trol and Prevention, or their respective @lesignees as may be required by law, for purposes of public health reporting, or to

and/or State HIE for purposes of care coordination. | acknowledge that, depending
_approved opt-out form or, as permitted by my state law, an opt-out form (“Opt-
e disclosure of my vaccination information by the applicable Provider to the State HIE
te Registry from sharing my vaccination information with any of my other heatthcare
. The applicable Provider will, if my state permits, provide me with an Opt-Out Form. |
eed to specifically consent, and, to the extent required by my state’s law, by signing
r reporting my vaccination information to the Government Agencies, State HIE, or
Tentities and for the purposes described in this Informed Consent form. Unless |
Form, | understand that my consent will remain in effect until | withdraw my permission

and that | mal withdraw my consent by providing a conipleted Opt-Out Form to the applicable Provider and/or my State HIE. as applicable.

| understandjthat even if | do not consent or if | witﬂw
my vaccinatign information to or through the State H;IE or to Government Agencies as required or permitted by law.
the applicable Provider to: (a) release my medicalj or other information. including any communicable disease (including HiV), and
mental health information, to, or through, the State &
or other third-party payer as necessary to effectuate

services; and (c) request payment of authorized b

|
draw my consent, my state’s laws or federal law may permit certain disclosures of
| further authorize

JIE or Government Agencies to my healthcare professionals, Medicare, Medicaid.
care or payment; (b) submit a claim to my insurer for the above requested items and
enefits be made on my behalf to the applicable Provider with respect {0 the

above requebted items and services. | further agree to be fully financially responsible for any cost-sharing amounts, including copays,

coinsurance and deductibles, for the requested items
insurance benefits. | understand that any payment
applicable [ Pfovider invoices me after the time of
information, flom this visit for public health purpose

LTCF identifiﬂabo e. fyoy are :7 ployee of the LT
Print Name: #71 f}{/; & { Patient
| A

S B SCREENING QUESTIONS. The folio

and services, as well as for any requested items and services not covered by my

for which | am financially regponsible is due at the time of service or, _if @he
service, upon receipt of jsugh igvoice. algreens may disclose your vaccination

s and will send this inforriatibn t edical Director or Administrator of the

CF, Walgreens will send yourha cipafion kfo @@\jn ur emp!oyer?i rg f ?E; !‘
\u \ / Date: [
N I

Authorized Person signat e'\ \
i

] L .
ng questions will help us determine your eligibility to be vaccinated today.

1

Do you fedisick today?

S Yes ONo ODon't know

2 Do you habe any health conditions. such as heart disease, diabetes or asthma? OYes ONo ODon'tknow
ifyes. pleage list:

3 Doyouhaye allergies to latex, medications. food or vaccines (examples: eggs, bovine protein. gelatin, gentamicin, polymyxin, OYes CINo ODon't know
neomycin, [phenol, yeast or thimerosal)?
Ifyes, pleaselist:

4. Haveyougverhadareaction after receiving a vaccination, including fainting or feeling dizzy? DYes ONo O Don't know

5 Haveyoueverhad a seizure disorder for which you are on seizure medication(s), a brain disorder, Guillain-Barré syndrome CiYes ONo ODon'tknow
(a condition that causes paralysis) or other nervous systefn problem?

6 Forwom n: Are you pregnant or considering becoming pregnant in the next month? OYes ONo ODon't know




I certify that | am: (a) the gtient and at least 18 ypars ofgge: (b} the legal guardian of the patient or representative of: or (¢} a representative of the LTCF and,
fficignt kno ge of the, patient'd/condition to answer the Screening Questions. | also acknowledge that | have had a chance to ask

Zrdd to my katisfaction. (
( i< @SR

ONC NSURA —~PATIENT TO COMPLETE IF APPLICABLE

Please ensure tp record BOTH pharmacy AND medical insurdnce information since there are multiple ways immunizations can be billed at Walgreens.

Non-Mediicare: Pharmacy Card Medical Card Medicare: Medicare Part B i

: s

{
Insurance Plan/Plan 1D: | Medicare Number™: ]
“Mecicare Claim Number for cards distriouted earlier than 2018.

Member/Redipient 1D #:
RX BIN.: N/A
RX PON: N/A

Group Number:

Is the patient the cardholder? O Yes ﬂ\No

If na. piease provide cardholders name, date of birth (MM/DD/YYY) and relationship: M&VU‘M ovy @8/0” /6‘(> Y‘(\O’\ V\Q’f

'SECTION HEALTHCARE PROVIDER ONLY
Complete BERORE vaccine administration

=

1 Thave reviewed the Patient Information and Screening Questions. Initial here

2 Ihave verified that this is the vaccine requested by the patient. Initial here:

2 This vaccine is appropriate for this patient based on the Agr Guidelines and Other Guidelines providec by federal and/or Initial here:
state regulations and company policies.

3a. Does this patient have a high-risk medical condition? JYes ONo
ifyes, pleagelistmedical condition(s):

4 The Vaccifie NDC matches the NDC on the bottom of this VAR form and the NDC on the patient leaflet. (Perform 3-way NDC match.) Initial here:

o

I'have verified the Expiration Date is greater than today'sifate and have entered the Lot # and Expiration Date in the field below. Initial here:

i
Siegf{e]/RiComplete DURING the patient interaction

I confirm(ed) the patient's Name, DOB and Requested Vadccine and verified it matches the information on the VAR form. Initial here:
2 Ihave revigwed the Screening Questions and answers. Initial here
3 Iprovided i EUA Fact Sheetto the patient or the LTCF rdpresentative. Initial here:
ON

Complete AFTER vaccine administration

Vaccine - NDC | Mdnufacturer Dosage’ O Dose 1 Site of administration  [EUA Fact Sheet published date |
I | . O Dose2 A

Clinician’s name (print): Clinician’s signature: Title:

If applicable, ihtern/tech name (print): Administration date: Date EUA Fact Sheet given to patient:

COVID-19 VACCINE LOT# CQOVID-19 VACCINE EXPIRATION DATE

1. Upﬁate the patient’s record with any new allergy, health condition or primary care provider information.
2. Entervacgipe lot #, expiration date and site of administration, then scan the VAR forminto the patient’s record.




BEACON

Specialized Living

COVID-19 Declination Form

Name:%ﬂmiﬁrf’v" Vucinhore Datezz"'%‘zi}

If you work in a patient care area, and you did hot receive your COVID-19 vaccine through your family physician, local
pharmacy, or county health department, you must fill out section | or section 1l of this form.

Section I. Contraindication to Vaccine

U Ihave been advised by my physician not to receive the vaccine due to an allergy or medical
contraindications.

Persons with severe allergies should not get the vaccine. If you have a history of anaphylactic reactions related to certain
allergies, you should consult with your physician to determine the risk/benefit of receiving the vaccine.

Section ll. Refusal/Declination of Vaccine

U Based on recommendations from the Centers for Disease Control (CDC), Beacon Specialized Living advises me to get a
COVID-19 vaccine in order to protect myself, my co-workers and the patients | serve from the virus and its
comphcatlons including death. | acknowledge the following facts:

* The COVID-1g vaccine is not recommended for
women who are pregnant or breastfeeding, and
anyone with a high risk and has had any anaphylactic

e COVID-1g9 is a serious respiratory disease that has
killed many people across the United States. If | get

COVID-19, | could spread the virus to patients, reactions to an allergy. if | have any concerns, | have

staff, or my family, for up to 5 days. before, been encouraged to consult with my physician to
symptoms appear. decide.

¢ COVID-1g strains may change over the course of
time, and the vaccine received previously | may not
prov:de immunity. :

* Icannot get COVID-19 from the vaccine. |

* lunderstand that by not receiving the COVID-19
vaccine, I continue to be at risk for the COVID-19
infection, which could endanger my health, the
health of my patients, and the health of my
coworkers.

The organization may reassign me and / or requxre that | wear a mask on an ongoing basis in the interest of patient
safety as well as my own safety.

Despite these facts, | choose not to receive the vaccine for the follow reason(s):

O Had a previous anaphylactic reaction [E/Received it from another provider
O Afraid of getting COVID-19 from the vaccine O Spiritual belief

I Nursing andfor pregnant

O Other

I ohopiaizaca s 2
Ysignararl ghoroyee i, on i % -

NOTED This form should be sent 1o {ormy tadical

beaconspecialized.org | 1.888.527.0012 | 890 North 10th Street, Suite 110, Kalamazoo, M| 49009




