
SMCHS FLU & PFIZER VACCINATION CLINIC 

https://www.signupgenius.com/go/30E0D4FACAA2CA13-smchs1 

Reserve your flu shot and/or Pfizer vaccination by Monday, September 20 at 10:00pm 

Date: Friday, September 24, 2021 

Time: 12:00 pm - 1:30 pm  

Location: SMCHS Nurse’s Office / Administration Building 

Pavilions Pharmacy will be on campus to provide flu shots and Pfizer vaccinations for SMCHS staff and 
students on Friday, September 24th. 

Please come to the clinic with the following forms: 

1. COVID-19 screening form
2. COPY of the driver’s license or ID card of the insur card holder and person receiving vaccination
3. COPY of the front and back of your PHARMACY insurance card
4. Copy of the front and back of your Medicare card if you have reserved a High Dose Influenza

Vaccine.

The CDC recommends that everyone 6 months of age and older get a flu vaccine every year. Remember that 
flu vaccine not only protects you, but it also can help protect those around you. Please help us keep our school 
healthy! For more information visit www.cdc.gov/flu  

FLU SHOT: Quadrivalent influenza (flu) vaccine will be offered. It is designed to protect against four different 
flu viruses, including two influenza A viruses and two influenza B viruses. Most insurance plans cover 100% of 
the cost of the flu shot; the cash cost is $44.00 by check or credit card. 

HIGH DOSE FLU SHOT FOR 65+: A High Dose Influenza Vaccine (Flublock HD/Fluad) is indicated for adults 65 
years and older. If you would like to reserve a dose of this vaccine, please write "High Dose" in the note 
section of the SignUp Genius or call the Nurse's office at (949) 279-9236. Most insurance plans cover 100% of 
the cost of the flu shot; the cash cost is $73.00. 

PFIZER COVID VACCINATION: Pfizer vaccine first and second doses will be offered. 

A third dose is available for immunocompromised people*.  Not all people who are immunocompromised 
qualify for the booster. Anyone that states they qualify for a third booster dose will have to attest to 
a document and will need to bring in their COVID vaccine card. *CDC recommendations are subject to change 

The Pfizer booster for those who have had 2 doses of Pfizer or Moderna, has not been approved at this 
time. *CDC recommendations are subject to change 

At this time, Orange County Catholic Schools are not requiring that all students and staff be vaccinated against 

COVID-19. Diocese of Orange Bishops' Statement https://www.rcbo.org/diocese-of-orange-bishops-

statement-vaccinate-to-protect-health-of-yourself-and-your-community/ . Updated CDPH guidelines state that 

fully vaccinated students may remain in school and avoid interruptions to in-person education, even if they 

are exposed to someone with COVID-19, so long as they remain without symptoms. 

https://www.signupgenius.com/go/30E0D4FACAA2CA13-smchs1
http://www.cdc.gov/flu 
https://www.rcbo.org/diocese-of-orange-bishops-statement-vaccinate-to-protect-health-of-yourself-and-your-community/
https://www.rcbo.org/diocese-of-orange-bishops-statement-vaccinate-to-protect-health-of-yourself-and-your-community/


 
PFIZER ADMINISTRATION REQUIREMENTS FOR STUDENTS - PLEASE READ 

The two-dose Pfizer vaccine is now fully approved for students age 16-17. They do NOT need a 
parent/guardian present but the consent form MUST be signed by the parent/guardian with full name 
printed next to the signature. 

Students age 12-15 will need to have a parent/guardian present.  

If you have any questions, please contact the Nurse's Office at (949) 766-6029 

Attachments: 

Inactivated Vaccine Universal Consent Form 2021 

Who Needs an Additional COVID-19 Vaccine 

Pfizer EUA Fact sheet for Recipients - Pfizer-BioNTECH COVID-19 Vaccine_FINAL 



Informed Consent for Immunization with Inactivated Vaccine 
 

                   M     F     Other 
Last Name                         First Name                                 Middle            Date of Birth                Age                        Gender  
 

  (                 )                -  
Home Address  City  State                                           Zip   Phone #      Home      Cell 
 

Medicare Part B ID#: __________________________    Last 4 digits of SSN: ____________________________   Driver’s License #: ____________________________ 

Race:    Asian    Black or African American    Hispanic    American Indian    Caucasian    Pacific Islander    Two or More    Other: ___________________ 
Ethnicity:    Hispanic or Latino    Non-Hispanic or Latino    Decline to State (Unknown) 
 

Vaccine(s) requested:    Flu      COVID-19      Pneumonia      Shingles      Tetanus      Other: (Please Specify) _________________________________________    
 

Which arm do you prefer for vaccine?       Enter weight IF LESS than 66 pounds: __________Lbs.  Primary Care Provider Name:  _____________________________ 
(Please circle)        Left              Right      Primary Care Provider Address: ____________________________ 

 

Informed Consent: Please read and sign.  

By my signature below, I consent to the administration of the vaccine(s) by a pharmacist or a supervised student pharmacist or technician, or other authorized person, where permitted by law or state/federal guidance, 
employed or contracted by Albertsons Companies or one of its affiliated pharmacies and to be contacted at the number provided above regarding other immunizations for which I am due or eligible to receive. The above 
information is true and correct. I attest I meet eligibility criteria for the vaccination (if any); if I am the parent/guardian of the minor patient, I attest the minor patient meets eligibility criteria for the vaccination. I also 
release Albertsons Companies and its subsidiaries, affiliates, officers, directors, employees, and agents from all liability, including acts of omission or commission, resulting, or arising from my receipt or the minor’s receipt 
of this vaccination.  I understand that: 1) I have voluntarily chosen to receive the vaccination and understand that I am obligated to pay for all products and services received, if applicable. 2) I may be responsible for 
payment after the date of service if the product or service is billed to my medical benefit. 3) I am of legal age and authorized to execute this consent form or I am the parent/guardian of the minor patient. 4) I will 
immediately alert the pharmacist of any medical conditions which may adversely affect my personal health or effectiveness of the vaccine. 5) I have been counseled about potential side effects after vaccination, when they 
may occur, and when and where I should seek treatment. I am responsible for following up with my physician at my expense if I experience any side effects. 6) I should remain in the area for observation for 15 minutes 
unless I have a history of an immediate allergic reaction of any severity to a vaccine or injectable therapy or if I have a history of anaphylaxis due to any cause I should remain in the area for observation for 30 minutes after 
the vaccination. If I leave the area without waiting, I acknowledge that I am doing so at my own risk and against the advice of the professional who administered the vaccine. 7) I have read, or have had read to me, the 
Vaccine Information Statement(s) (“VIS”) or Emergency Use Authorization (“EUA”) provided for the vaccine(s) to be administered. I have had the opportunity to ask questions, and all my questions have been answered to 
my satisfaction. I understand the benefits and risks of the vaccine(s). 8) I have been offered and/or provided a copy of the company’s Notice of Privacy Practices in compliance with the Health Insurance Portability and 
Accountability Act (HIPAA). 9) This vaccination, including any vaccination granted additional privacy protections under state or federal law, is subject to reporting by my pharmacy or its business associate to an 
immunization registry, which may share my immunization data with others, and to my primary care physician, the authorizing physician, or the local Department of Health, if applicable, and I authorize these disclosures. 
(New Jersey Only: I authorize ___ do not authorize ___ reporting of my receipt of this vaccination to my primary care provider I understand that failure to check authorize/do not authorize will serve as authorization.)  (South 
Dakota and Massachusetts only: I understand I have the right to object to the sharing of my data to the above-mentioned parties through such registries.)  

X 
Signature of Patient or Parent/Guardian of Minor Patient     Date 

For Pharmacy Use Only 

 

Name of Administrator: ____________________   Administration Date: _____________       NPP Offered         RPh Counseling (Please circle): Accepted / Declined   
 

RPh Signature [Indicates (1) VIS/EUA Provided (2) Counseling Offered and (3) Patient Eligibility Verified]: ________________________________________________  
 

WA ONLY: Substitution Permitted: ______________________________________   Dispense as Written: _________________________________________________  
 

RxBIN: ____________________________ PCN: ____________________________ Group #: __________________________ ID#: ______________________________ 
 

Medical (Name, ID#, Group#, Payer ID - if UHC): _______________________________________________________________________________________________ 
 

Billing Info (off-site only) Clinic Name: ________________________ Clinic Address: __________________________________________________________________ 
Ver.1 2021 

 

Screening Questions – NOTE: IF COMPLETED ONLINE, REVIEW ANSWERS WITH PATIENT TO ENSURE NO CHANGES Yes No 
1. Are you sick today?   

2. 
Do you have a serious allergy to ANY medications, food, pet, environmental allergens, oral medication or latex? (e.g. eggs, gelatin, 

thimerosal, neomycin, gentamicin, polyethylene glycol (PEG), polysorbate etc.)?  If yes, please list: _______________________________________   

3. Have you ever had a serious reaction or fainted after receiving any vaccination or injectable medication?   

4. 
Have you ever received a dose of COVID -19 vaccine? (COVID-19 only) 
If yes, which product did you receive?       Pfizer                Moderna            J&J         Date: _____________   

5. 
Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as a treatment for COVID-19 
within the last 90 days? (COVID-19 only)   

6. Do you have a seizure disorder or a brain disorder? (Tdap only)   

7. 
Do you have a medical condition or take medication(s) that may weaken your immune system?  If yes, please list:  
___________________________________________________________________________________________________       

8. For women: Are you pregnant or are you considering becoming pregnant in the next month?   

Immunization Needs  Yes No Unsure 

9. 
   Please check all that apply to you:  Asthma    Diabetes   Heart Disease   Tobacco Smoker    65 Years or older.  
   - If you checked any of the above, have you ever received a PNEUMONIA vaccine? If yes, when? ___________________    

10. Patients 50 and older:  Have you ever received the SHINGLES vaccine?    

11. How many years has it been since your last TETANUS vaccine?    ________ yrs  
12. Patients 45 and under:  Have you received the HPV (Human Papillomavirus) vaccine?    

13. Patients aged 11 to 23:  Have you received a meningitis vaccine?    

14. 
Please indicate which vaccine(s) you would like more information about?  
 Hepatitis A     Hepatitis B      MMR (Measles, Mumps, Rubella)    Travel Vaccines       Other: __________________________  

Vaccine Name Lot # Expiration Date Manufacturer Dose (ml) Dose # Route Site (circle) VIS/EUA Publication Date 

       R    /    L   Deltoid  

       R    /    L   Deltoid  

       R    /    L   Deltoid  



Currently, CDC is recommending that moderately to severely 

immunocompromised people receive an additional dose. This includes 

people who have: 

• Been receiving active cancer treatment for tumors or cancers of the 

blood 

• Received an organ transplant and are taking medicine to suppress the 

immune system 

• Received a stem cell transplant within the last 2 years or are taking 

medicine to suppress the immune system 

• Moderate or severe primary immunodeficiency (such as DiGeorge 

syndrome, Wiskott-Aldrich syndrome) 

• Advanced or untreated HIV infection 

• Active treatment with high-dose corticosteroids or other drugs that 

may suppress your immune response 

People should talk to their healthcare provider about their medical condition, 

and whether getting an additional dose is appropriate for them. 
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FACT SHEET FOR RECIPIENTS AND CAREGIVERS 
 

EMERGENCY USE AUTHORIZATION (EUA) OF 
THE PFIZER-BIONTECH COVID-19 VACCINE TO PREVENT CORONAVIRUS 

DISEASE 2019 (COVID-19) 
IN INDIVIDUALS 12 YEARS OF AGE AND OLDER 

 
You are being offered the Pfizer-BioNTech COVID-19 Vaccine to prevent Coronavirus 
Disease 2019 (COVID-19) caused by SARS-CoV-2. This Fact Sheet contains 
information to help you understand the risks and benefits of the Pfizer-BioNTech 
COVID-19 Vaccine, which you may receive because there is currently a pandemic of 
COVID-19. 
 
The Pfizer-BioNTech COVID-19 Vaccine is a vaccine and may prevent you from getting 
COVID-19. There is no U.S. Food and Drug Administration (FDA) approved vaccine to 
prevent COVID-19. 
 
Read this Fact Sheet for information about the Pfizer-BioNTech COVID-19 Vaccine. 
Talk to the vaccination provider if you have questions. It is your choice to receive the 
Pfizer-BioNTech COVID-19 Vaccine. 
 
The Pfizer-BioNTech COVID-19 Vaccine is administered as a 2-dose series, 3 weeks 
apart, into the muscle. 
 
The Pfizer-BioNTech COVID-19 Vaccine may not protect everyone. 
 
This Fact Sheet may have been updated. For the most recent Fact Sheet, please see 
www.cvdvaccine.com. 
 
WHAT YOU NEED TO KNOW BEFORE YOU GET THIS VACCINE 
 
WHAT IS COVID-19? 
COVID-19 disease is caused by a coronavirus called SARS-CoV-2. This type of 
coronavirus has not been seen before. You can get COVID-19 through contact with 
another person who has the virus. It is predominantly a respiratory illness that can 
affect other organs. People with COVID-19 have had a wide range of symptoms 
reported, ranging from mild symptoms to severe illness. Symptoms may appear 2 to 
14 days after exposure to the virus. Symptoms may include: fever or chills; cough; 
shortness of breath; fatigue; muscle or body aches; headache; new loss of taste or 
smell; sore throat; congestion or runny nose; nausea or vomiting; diarrhea. 
 
WHAT IS THE PFIZER-BIONTECH COVID-19 VACCINE? 
The Pfizer-BioNTech COVID-19 Vaccine is an unapproved vaccine that may prevent 
COVID-19. There is no FDA-approved vaccine to prevent COVID-19. 
 

http://www.cvdvaccine.com/
http://www.cvdvaccine.com/
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The FDA has authorized the emergency use of the Pfizer-BioNTech COVID-19 Vaccine 
to prevent COVID-19 in individuals 12 years of age and older under an Emergency Use 
Authorization (EUA).  
 
For more information on EUA, see the “What is an Emergency Use Authorization 
(EUA)?” section at the end of this Fact Sheet.  
 
WHAT SHOULD YOU MENTION TO YOUR VACCINATION PROVIDER BEFORE 
YOU GET THE PFIZER-BIONTECH COVID-19 VACCINE? 
Tell the vaccination provider about all of your medical conditions, including if 
you: 

• have any allergies  
• have had myocarditis (inflammation of the heart muscle) or pericarditis 

(inflammation of the lining outside the heart) 
• have a fever 
• have a bleeding disorder or are on a blood thinner 
• are immunocompromised or are on a medicine that affects your immune system 
• are pregnant or plan to become pregnant 
• are breastfeeding 
• have received another COVID-19 vaccine 
• have ever fainted in association with an injection 

 
WHO SHOULD GET THE PFIZER-BIONTECH COVID-19 VACCINE? 
FDA has authorized the emergency use of the Pfizer-BioNTech COVID-19 Vaccine in 
individuals 12 years of age and older. 
 
WHO SHOULD NOT GET THE PFIZER-BIONTECH COVID-19 VACCINE? 
You should not get the Pfizer-BioNTech COVID-19 Vaccine if you: 

• had a severe allergic reaction after a previous dose of this vaccine 
• had a severe allergic reaction to any ingredient of this vaccine. 

 
WHAT ARE THE INGREDIENTS IN THE PFIZER-BIONTECH COVID-19 VACCINE? 
The Pfizer-BioNTech COVID-19 Vaccine includes the following ingredients: mRNA, 
lipids ((4-hydroxybutyl)azanediyl)bis(hexane-6,1-diyl)bis(2-hexyldecanoate), 2 
[(polyethylene glycol)-2000]-N,N-ditetradecylacetamide, 1,2-Distearoyl-sn-glycero-3-
phosphocholine, and cholesterol), potassium chloride, monobasic potassium 
phosphate, sodium chloride, dibasic sodium phosphate dihydrate, and sucrose. 
 
HOW IS THE PFIZER-BIONTECH COVID-19 VACCINE GIVEN? 
The Pfizer-BioNTech COVID-19 Vaccine will be given to you as an injection into the 
muscle. 
 
The Pfizer-BioNTech COVID-19 Vaccine vaccination series is 2 doses given 3 weeks 
apart.  
 
If you receive one dose of the Pfizer-BioNTech COVID-19 Vaccine, you should receive 
a second dose of this same vaccine 3 weeks later to complete the vaccination series. 
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If you are immunocompromised, you may receive a third dose of the Pfizer-BioNTech 
COVID-19 Vaccine at least 1 month after the second dose. 
 
HAS THE PFIZER-BIONTECH COVID-19 VACCINE BEEN USED BEFORE? 
The Pfizer-BioNTech COVID-19 Vaccine is an unapproved vaccine. In clinical trials, 
approximately 23,000 individuals 12 years of age and older have received at least 
1 dose of the Pfizer-BioNTech COVID-19 Vaccine. 
 
WHAT ARE THE BENEFITS OF THE PFIZER-BIONTECH COVID-19 VACCINE? 
In an ongoing clinical trial, the Pfizer-BioNTech COVID-19 Vaccine has been shown to 
prevent COVID-19 following 2 doses given 3 weeks apart. The duration of protection 
against COVID-19 is currently unknown. 
 
WHAT ARE THE RISKS OF THE PFIZER-BIONTECH COVID-19 VACCINE? 
There is a remote chance that the Pfizer-BioNTech COVID-19 Vaccine could cause a 
severe allergic reaction. A severe allergic reaction would usually occur within a few 
minutes to one hour after getting a dose of the Pfizer-BioNTech COVID-19 Vaccine. For 
this reason, your vaccination provider may ask you to stay at the place where you 
received your vaccine for monitoring after vaccination. Signs of a severe allergic 
reaction can include: 

• Difficulty breathing 
• Swelling of your face and throat 
• A fast heartbeat 
• A bad rash all over your body 
• Dizziness and weakness 

 
Myocarditis (inflammation of the heart muscle) and pericarditis (inflammation of the 
lining outside the heart) have occurred in some people who have received the 
Pfizer-BioNTech COVID-19 Vaccine. In most of these people, symptoms began within a 
few days following receipt of the second dose of the Pfizer-BioNTech COVID-19 
Vaccine. The chance of having this occur is very low. You should seek medical 
attention right away if you have any of the following symptoms after receiving the 
Pfizer-BioNTech COVID-19 Vaccine:  

• Chest pain 
• Shortness of breath 
• Feelings of having a fast-beating, fluttering, or pounding heart 

 
Side effects that have been reported with the Pfizer-BioNTech COVID-19 Vaccine 
include:  

• severe allergic reactions 
• non-severe allergic reactions such as rash, itching, hives, or swelling of the face 
• myocarditis (inflammation of the heart muscle) 
• pericarditis (inflammation of the lining outside the heart) 
• injection site pain 
• tiredness 
• headache 
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• muscle pain 
• chills 
• joint pain 
• fever 
• injection site swelling 
• injection site redness 
• nausea 
• feeling unwell 
• swollen lymph nodes (lymphadenopathy) 
• diarrhea 
• vomiting 
• arm pain 

 
These may not be all the possible side effects of the Pfizer-BioNTech COVID-19 
Vaccine. Serious and unexpected side effects may occur. Pfizer-BioNTech COVID-19 
Vaccine is still being studied in clinical trials. 
 
WHAT SHOULD I DO ABOUT SIDE EFFECTS? 
If you experience a severe allergic reaction, call 9-1-1, or go to the nearest hospital. 
 
Call the vaccination provider or your healthcare provider if you have any side effects 
that bother you or do not go away. 
 
Report vaccine side effects to FDA/CDC Vaccine Adverse Event Reporting System 
(VAERS). The VAERS toll-free number is 1-800-822-7967 or report online to 
https://vaers.hhs.gov/reportevent.html. Please include “Pfizer-BioNTech COVID-19 
Vaccine EUA” in the first line of box #18 of the report form. 
 
In addition, you can report side effects to Pfizer Inc. at the contact information provided 
below. 
 

Website Fax number Telephone number 

www.pfizersafetyreporting.com 1-866-635-8337 1-800-438-1985 
 
You may also be given an option to enroll in v-safe. V-safe is a new voluntary 
smartphone-based tool that uses text messaging and web surveys to check in with 
people who have been vaccinated to identify potential side effects after COVID-19 
vaccination. V-safe asks questions that help CDC monitor the safety of COVID-19 
vaccines. V-safe also provides second-dose reminders if needed and live telephone 
follow-up by CDC if participants report a significant health impact following COVID-19 
vaccination. For more information on how to sign up, visit: www.cdc.gov/vsafe. 
 

https://vaers.hhs.gov/reportevent.html
https://vaers.hhs.gov/reportevent.html
http://www.pfizersafetyreporting.com/
http://www.pfizersafetyreporting.com/
https://urldefense.proofpoint.com/v2/url?u=http-3A__www.cdc.gov_vsafe&d=DwMF-g&c=UE1eNsedaKncO0Yl_u8bfw&r=iggimxFo1bnCoTNHtFHht7zBjWLmMD5xyYOHusHEMRA&m=NUusRcDWxrAYwskpVPikFjIp1YMB1upPlqmEqHLqywo&s=ZgZDg3kpZyGQV82QCF-MKAMdQ9UDWQqf3K-6eMVizRE&e=
https://urldefense.proofpoint.com/v2/url?u=http-3A__www.cdc.gov_vsafe&d=DwMF-g&c=UE1eNsedaKncO0Yl_u8bfw&r=iggimxFo1bnCoTNHtFHht7zBjWLmMD5xyYOHusHEMRA&m=NUusRcDWxrAYwskpVPikFjIp1YMB1upPlqmEqHLqywo&s=ZgZDg3kpZyGQV82QCF-MKAMdQ9UDWQqf3K-6eMVizRE&e=
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WHAT IF I DECIDE NOT TO GET THE PFIZER-BIONTECH COVID-19 VACCINE?  
It is your choice to receive or not receive the Pfizer-BioNTech COVID-19 Vaccine. 
Should you decide not to receive it, it will not change your standard medical care. 
 
ARE OTHER CHOICES AVAILABLE FOR PREVENTING COVID-19 BESIDES 
PFIZER-BIONTECH COVID-19 VACCINE? 
Currently, there is no approved alternative vaccine available for prevention of COVID-19. 
Other vaccines to prevent COVID-19 may be available under Emergency Use 
Authorization.  
 
CAN I RECEIVE THE PFIZER-BIONTECH COVID-19 VACCINE WITH OTHER 
VACCINES? 
There is no information on the use of the Pfizer-BioNTech COVID-19 Vaccine with 
other vaccines. 
 
WHAT IF I AM IMMUNOCOMPROMISED? 
If you are immunocompromised, you may receive a third dose of the Pfizer-BioNTech 
COVID-19 Vaccine. The third dose may still not provide full immunity to COVID-19 in 
people who are immunocompromised, and you should continue to maintain physical 
precautions to help prevent COVID-19. In addition, your close contacts should be 
vaccinated as appropriate. 
 
WHAT IF I AM PREGNANT OR BREASTFEEDING? 
If you are pregnant or breastfeeding, discuss your options with your healthcare 
provider. 
 
WILL THE PFIZER-BIONTECH COVID-19 VACCINE GIVE ME COVID-19? 
No. The Pfizer-BioNTech COVID-19 Vaccine does not contain SARS-CoV-2 and 
cannot give you COVID-19. 
 
KEEP YOUR VACCINATION CARD 
When you get your first dose, you will get a vaccination card to show you when to 
return for your second dose of Pfizer-BioNTech COVID-19 Vaccine. Remember to bring 
your card when you return. 
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ADDITIONAL INFORMATION  
If you have questions, visit the website or call the telephone number provided below.  
 
To access the most recent Fact Sheets, please scan the QR code provided below. 
 

Global website Telephone number 
www.cvdvaccine.com 

 

1-877-829-2619 
(1-877-VAX-CO19) 

 

 
HOW CAN I LEARN MORE? 

• Ask the vaccination provider. 
• Visit CDC at https://www.cdc.gov/coronavirus/2019-ncov/index.html. 
• Visit FDA at https://www.fda.gov/emergency-preparedness-and-response/mcm-

legal-regulatory-and-policy-framework/emergency-use-authorization. 
• Contact your local or state public health department. 

 
WHERE WILL MY VACCINATION INFORMATION BE RECORDED?  
The vaccination provider may include your vaccination information in your state/local 
jurisdiction’s Immunization Information System (IIS) or other designated system. This 
will ensure that you receive the same vaccine when you return for the second dose. For 
more information about IISs visit: https://www.cdc.gov/vaccines/programs/iis/about.html. 
 
CAN I BE CHARGED AN ADMINISTRATION FEE FOR RECEIPT OF THE COVID-19 
VACCINE? 
No. At this time, the provider cannot charge you for a vaccine dose and you cannot be 
charged an out-of-pocket vaccine administration fee or any other fee if only receiving a 
COVID-19 vaccination. However, vaccination providers may seek appropriate 
reimbursement from a program or plan that covers COVID-19 vaccine administration 
fees for the vaccine recipient (private insurance, Medicare, Medicaid, Health 
Resources & Services Administration [HRSA] COVID-19 Uninsured Program for non-
insured recipients). 
 
WHERE CAN I REPORT CASES OF SUSPECTED FRAUD? 
Individuals becoming aware of any potential violations of the CDC COVID-19 
Vaccination Program requirements are encouraged to report them to the Office of the 
Inspector General, U.S. Department of Health and Human Services, at 
1-800-HHS-TIPS or https://TIPS.HHS.GOV. 
 
WHAT IS THE COUNTERMEASURES INJURY COMPENSATION PROGRAM? 
The Countermeasures Injury Compensation Program (CICP) is a federal program that 
may help pay for costs of medical care and other specific expenses of certain people 
who have been seriously injured by certain medicines or vaccines, including this 
vaccine. Generally, a claim must be submitted to the CICP within one (1) year from the 

http://www.cvdvaccine.com/
http://www.cvdvaccine.com/
https://www.cdc.gov/coronavirus/2019-ncov/index.html
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization
https://www.fda.gov/emergency-preparedness-and-response/mcm-legal-regulatory-and-policy-framework/emergency-use-authorization
https://www.cdc.gov/vaccines/programs/iis/about.html
https://tips.hhs.gov/
https://tips.hhs.gov/
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date of receiving the vaccine. To learn more about this program, visit 
www.hrsa.gov/cicp/ or call 1-855-266-2427.  
 
WHAT IS AN EMERGENCY USE AUTHORIZATION (EUA)? 
The United States FDA has made the Pfizer-BioNTech COVID-19 Vaccine available 
under an emergency access mechanism called an EUA. The EUA is supported by a 
Secretary of Health and Human Services (HHS) declaration that circumstances exist to 
justify the emergency use of drugs and biological products during the COVID-19 
pandemic.  
 
The Pfizer-BioNTech COVID-19 Vaccine has not undergone the same type of review as 
an FDA-approved or cleared product. FDA may issue an EUA when certain criteria are 
met, which includes that there are no adequate, approved, available alternatives. In 
addition, the FDA decision is based on the totality of scientific evidence available 
showing that the product may be effective to prevent COVID-19 during the COVID-19 
pandemic and that the known and potential benefits of the product outweigh the known 
and potential risks of the product. All of these criteria must be met to allow for the 
product to be used in the treatment of patients during the COVID-19 pandemic. 
 
The EUA for the Pfizer-BioNTech COVID-19 Vaccine is in effect for the duration of the 
COVID-19 EUA declaration justifying emergency use of these products, unless 
terminated or revoked (after which the products may no longer be used).  
 

http://www.hrsa.gov/cicp/
http://www.hrsa.gov/cicp/
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Manufactured by 
Pfizer Inc., New York, NY 10017  
 

 
Manufactured for 
BioNTech Manufacturing GmbH  
An der Goldgrube 12 
55131 Mainz, Germany 
 
LAB-1451-6.1 
Revised: XX Month 2021 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Scan to capture that this Fact Sheet was provided to vaccine 
recipient for the electronic medical records/immunization 
information systems. 

Barcode Date: 05/2021 
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