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COVID‑19 Vaccine Consent Form
Patient Information
Name: ___________________________
Date of Birth: _________________________
1. Purpose of Vaccination
I hereby request and consent to receive a COVID‑19 vaccine. I understand that the vaccine is intended to help protect me (and, if applicable, those around me) from COVID‑19 infection and its complications.
2. Discussion of Benefits, Risks, and Alternatives
· Benefits: I acknowledge that vaccination reduces risk of severe disease, hospitalization, and death from COVID‑19. It may also reduce spread to others.
· Risks: I understand there are known and possible side effects, ranging from mild (local pain, soreness, redness, fever, fatigue) to more serious though rare risks (such as allergic reactions or myocarditis/pericarditis).
· Additional information on this discussion can be found at:
ACIP Recommends COVID-19 Immunization Based on Individual Decision-making | HHS.gov
3. Compliance with Current AAP Recommendations
I understand that ACIP has reviewed the current data for COVID‑19 epidemiology, vaccine effectiveness, safety, and implementation considerations, and has made recommendations accordingly. I understand that vaccine guidance may evolve (recommendations, booster schedules, eligibility) as new data emerge.
4. Financial Liabilities and Costs
I authorize billing to my insurance for vaccine and administration fees. I understand that there may be charges not covered by insurance, and I am responsible for those charges.
5. Consent
By signing below, I acknowledge that:
·  I have read (or had read to me) the information above.
·  My questions, if any, have been answered to my satisfaction.
· I understand the risks and benefits, including uncertainties.
· I consent to vaccination.
· I agree to follow recommended guidance (e.g. for booster doses, follow‑up) to the extent applicable.

Patient / Guardian Signature: ___________________________    Date: ____________
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