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Tirst Name: L ‘ L Last Name: _ DOB: ___ Gender:
Address: ' ‘ . City: ' Stater ..
' Zip Code: __ Phone #:
Thie followiog quiestions vifll help Us determine your eligibility to be vaccinated Today. YES T NG | UNSURE
1. Doyou have fever, diarrhea or have you vomited today? '
2. Doyouhave allergies to medieations, foods, or any vaccine?
3. Have you ever had 4 serious ze action after recelving any vaceination? ) K
4. Have ~y0i1 aver had a seimire d;'sordef, brain disorder, Guiliain-Barre Synd:ome}‘ (2 eondition that cauges
. pavalysis) or any other neryous systeni problems?_ o . ) :
5, Do you have lmune system problems, caucer, loukernia, Jymphoma, or HIV/AYDS? ,
6. Aveyou carrently on home infusiony, weeky injections, and/or taking medications such as Remicate®,

Huimira®, or Kineret@? -Please vefer to your Pharmaeistif you are wnsure of this.

7. 'Doyoutake cortisone, prednisone, other steroids, emticancgai drug or have had x-ray tre atments?

Have you reccived a transfasion of blood or any ‘blood products; or been given a medieing catled
immune (gamma} globulin in the past year? T

9, Haveyourecpived any vaceipations in the past 4 weeks?

10. WOMEN: Are you p;egﬁgnt or cons:ider?ng becoming preguant in the next sonth?

11. AGES 65 YEARS OF AGE OR OLDER: Have you ever had a pueamocotesl or “Preumonia” "
_vaccination? . L. DT .

I certify that Tym: T the Patieat and afloast 18 years of age; 1 the parent or legal guardian of the minor Patient who is at least 9 years of age or older as
reqisired by statelaw; or Il the legal guardian of the Pationt, Turther, 1 hereby give my corisentto the pharmacist of Access Drugs, LI.C to administer the
viccine(s) that I have requested above, Tunderstand that itis not possible to predict all possible side effects or complieations associated with receiving
vaceine(s). T understand the risks and benefits associated with the above vaceine(s) and have received, vead, and/or had explained to me the Vaccine
“Information Statements on the vaceirie(s) T have elected to receive, L also acknowledge that T have had a chance £6 ask questions and that such questions
were answered to wiy satisfaction, Farther, E acknowledge that T have heen advised to remain near the vaccination location for approxmately 15 minutes
after administratior for ohservation by the administering pharmacist, On hehalf of myself, my heirs, and personal representatives, Thereby release and
hold hariless Access Drizgs, TLG, its staff, agents, successors; divisions, affiliates, subsidiaries, offiess, directors, contractors, and employees from any
and a]l iabilities or claims whether known ox tmkinown. axising outof, in eonnection with, or in anyway related to the adminisiration of the vaecine(s)
Ysted above. 1 anthorize Access Drugs, LLC ko releage atiy medical or other information to health care professionals; Medicare, Medicaid, or other thivd
party payor necessary fo effectuite care or payment and request that payment of authorized benefits be made on my behalf to Access Drugs, LLOwith

respect to the vaedne(s) listed sbove,

Signature: i _ - Date:
{(Parson receiving vaceine(s) or Parent or Guardian, if recipient is a minor)
Pharmacy Use Only: '
Immunizer Name (print): ' . RPh/PharmD
Tosnunizer Signature: ' . : 3 R¥h/ PharinD
Tntern Name (if applicable):
Véccine Administration Date: . Date VIS Given to Recipient:
Vacciné Tiotg | ¥sp Date | Maufactarer Doéage Site of Inyj e_cﬁon VIS Date Date PHL Sent




