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Practice Fusion

FIRST NAME MIDDLE INITIAL

DATE OF BIRTH AGE 170RUNDER? } RACE ETHNICITY
/ / [ Yes [ Alaskan Native (5} 3 Hispanic/Latino (1)
[ o 5 ‘ [l American Indian {5} 3 Mot Hispanic/atino (2)
PHONE NUMBER OKTOTEXT? Yes No | EMAIL OKTO EMAIL? Yes No g ';Is'i‘: {{;} 03 Unknown (3}
Ha ¥
1 Native Hawaiian (7} SEX
£1 Pacific islander {7} I Female (7}
STREET ALIDRESS 1 White (1) T Male (M}
1 Other (6) I Other (0}
12 Untrrerm ) T Uriknewn {U)

ciTy

COUNTY OF RESIDENCE

TCIAIER Vi

Have you had any type of vaccine in the last two weeks? J No [1 ves

Have you ever had a severe allergic reaction to a vaccine or any injection in the past? L] No L] Yes

Hawve you gver tested positive for COVID-19 or had a dactor tefl you that you had COVID-19? 1 No [] Yes

Have you been identified as either a probable or confirmed case of COVID-19 inthe Jast two weeks? 1 No [ Yas

Have you received antibody therapy {monoclonal or convalescent plasma} for COVID-19 inthe last 3 months? [ No [] Yes

Do you have any serious health conditions {often called co-morbidities)? 1 No (1 Yes

Do you have a weakened immune system (ie, fram HIV or cancer} or are yoi on immunosuppressive drugs? ™ No [] Yes

Do you have a bleeding disorder or are you taking a blood thinner? O No [0 Yes

Are you pregnant or breastfeeding? 1 Mo [ Yes

Do you feel sick today? 1 No [ Yes

Is this your first or second dose in the last month? [ First dose [0 Second.dose

What group are you in? {select only one} Firstdose manutacturer
First. dose date

[ Assisted Living Facility Resident (TPV1} [ Congregate Care Facility Resident (TPV13), 7 individuals age 65 ta 69 years of age (TPVES)

[ Assisted Living Facility Staff {TPVZ} 1 Congregate Care Facility Staff (TPV14) O individuals w/congenital discrders of early oriséet

[3 Skilted Nursing Facility Resident (TPV3) +ospital warker Clinical Staff {TPV15} cenditions (TPV22}

O Skilled Nursing Facility Staff {TPV4) Hospital worker Administrative Staff (TPV16) 0 individuals working in K-12 schoals (TPV23}

[ State of Ohio DODD Resident (FPVS}

[ state ef Chio DODD Staff (TPV6)

[ State of Ohid Veterans Home Resident {TPV7)
[0 srate of Ohio Veterans Home Staff {TPVE)

L1 State of Ohio MHAS Resident (FFvS}

[J Srate of Ohio MHAS Staff (TPV10)

[ state of Chite DRC LTC Resident (TPV11}

{3 state of Ohio DRC LTC Staff (TPV12)

Hospital worker Ancillary Staff (TPV17}

Non-Hospital healthcare worker Clinical Staff (TPV18)
Non-Hoespital healthicare worker Administrative Staff (TPV19)
Non-Hespital healtheare worker Ancillary Staff (TPV20}
mergency Medical Services EMTs/Paramedics {TPV21}
individuals over- B years of age {TPVB0)

individuals age 7510 79 years of age (TPV75)

indivituals age 70 1o 74 years of age {FPV70)

oooCooOoogooo

Please visit the COC website ede.gov/coronavirus/2018-ncovfvaccines/finde.html to tearn about the benefits and risks {VIS) of the COVID-19 vaccine. Please visit our website (posted at the
dinickto read cur Privacy Policy (PP}, By signing below, you agree that 1) you reviewed bath the VIS and PP, 2} you understand the benefits and risks of the vaccine and you are asking that the
vactine be given 10 yau ot the pérsan naried on this form for whom you are authorized to make this request, 3) you hereby tonsent that-we can bill your insuiance, if applicablé, 4) you
authorize the release of this vacdnation record and all information en this forn to your state’s Immunization Peogram and the CDC, and 5) we can release this recerd 1o your dector; school,
or employer if requested. if the person who'is being vactinated is age 17 or under, by signing below you agree that you are authorized to consent to the vaccination of the patient and the
patient on this form may receive vaccine with or without you, as the parent or guardian, present at the time of vaccination. After receiving your vaccine we recomimend you wait at feast 15
minutes. if you leave the vaccination site before 15 minutes has passed after your ractination you assume any risks associated with net waiting the recemimended amount ¢f time. Please he
aware that staff may be taking pictures for social media-and glinicimprovemant purpeses, if yoiur de not want your pictiure 1o be taken please let us kmow at the dlinie.

PATIENT CONSENT/SIGNATURE (ot parent/guardian if patient Is age 17 orunder) DATE OF CONSENT

VACCINE NAME LOT NUMBER' EXPIRATION DATE DOSE SIZE MANUFACTURER
Full {1.0
COVID-19 - Halfi(o-s)) [J Moderna (MOD] [ Johnson & Johnson {1}
il O Pfizer {PFR) O Merck
ROUTE OF ADMIN SITE OF INIECTION DOSE l{\l SERIES | SERIES COMPLETE? O] AstrazenecalAS?) [ Novavax
M CIte v Ons | OIra DJRD DI RT [ Gther {3 First 1 ves O GiaxoSmithiline. O Sanof
ithKli i
Osc die Do Doan { OA QL OLT [3 Second 0 Mo
VACCINATOR NOTES DATE OF VACCINATION
/ /
CLINIC LOCATION CLINIC TYPE CLINIC ADDRESS STATE VACCINE SYSTEM DATA ENTRY
3 By clinic/agency GIVING vaccine {N}
[3 By clinicfagency NOT giving vaccine {Y)




