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COVID VACCINE PARENTAL CONSENT FORM

This form must be signed, dated, and returned with other vaccine paperwork.

| authorize my child,

To receive a Pfizer Covid 19 vaccine. | acknowledge my child is 16 years or older. |
acknowledge this is a two part vaccination with the second vaccine to be given at
least 21 days after the first vaccine.

A copy of your child’s medical insurance card and pharmacy prescription card
must be attached to returning forms.

Any questions or concerns, please call Hy-Vee Pharmacy at 712-542-6546.

Child’s full legal name
Child’s date of birth

Parent/legal guardian’s printed name

. 3/3

Parent/legal guardian's signature

Parent/legal guardian’s phone number if need to be reached regarding vaccine
consent or insurance information.
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: M i fustnrer: Plizec-BioNTesh Dose Number:, )
NARIE- Date of Bisth: , Geader; 1 Ethnicity: et
Bitesr: ot City: Ciarioda Zip:: Racer ~° -

a; Primary Cars Provider:

_[:_-ﬁ'\[g yau sick today? Oves Owo
1. 0 Don't Know
: é 'Hﬂyg.-. Yyou ever had ag allegic reaction to a camponent of the COVID-19 viccine, including polyethylene glycol (PEG), which {s found in some Oyes ONo
) medicatians, such es laxayves and preparations fo colonoscopy provedures? (This would include 8 severs allergic reaction (e.g,, ensphylaxis) thal O bt Know
i feAired treatment with epinephrine or EpiPen or that caused you to £o ta the hospital. Tt would alsq include an allergic teaction thar oceurred within 4
.. ks that caused bives, swelling, of respiralory distress, including whoezing, Jf Yes, the vaccine is contraindicated)

_ﬁif}l{'“ youever hsd an allergic reaction to Polysorbate? (This would incfude 2 severa alleric resction [e.g., anaphylaxis] that required neatment with Ov¥es O

EHfﬂFP’."'i.““ or EpiPen ur that caused you to go to the bogpital. It would slso include an allergic reaction that ocourred withig 4 hours that caysed hives, O bow't Know
. Stg|ling, or vespiratory Uisicoss, including wheezing. Tf Yes, the vaceibe is coptyaindicated)
: Hip¥e you over had ao allergic reaction to a pravious dose of COVID-19 vaccine? (This would inoludc a sevese altergic reaction [¢.g,, anaphylaxis} thet (O yes O no
frMited reanment with epinephrige or BpiPen of that caused you to ga to the bospital. It would also include an ellergic reaction that occurred withig 4 O pon't Know
_|16es thas osused hives, swelling, ot respiretory diatpuss, including wheoeing. If Yes, the vaccine is conirsindicaied)
i.| Hm{p You sver bad a severe allergic reaction (a.g., enaphylaxis) to something other than s component of COVID-19 vaccine, polysortate, or any vaccine ] Yes (I Ng
R afcctable medloation? (This would include fod, Pot, enviranmental, or oral medication ellergics. Yos = Provider lo obsepve paticnt for 30 min) O Dos't Know
'é':mﬂﬂy‘o you ever bad an ahotgic renelion to another vaceing (other tieg COVID-19 vacsinc) or an injectable medicstion? (This would include 8 severe Oves Owe
fl|srpic reaction [e.g., anaphylaxig) that required treatment with cpinephrine of EpiPen or that caused you to go to the hospital. 1t would also includo an O bon't Know
fll|praic reaction that acoutped within 4 hougs tha caused hives, swolling, or respirutory distess, sncfuding wheezing. Yeo=Provider obsorve pt for 30 i
1 11:
',j: {9 yap bave a weakened immune system caussd by something such 38 oancer or {1V infection or do you tske imemunosuppressive drugs or (ietapies? Oves Ono
. ODos't Know
) ﬂ "Hﬂ Yo} have o biceding disorder or are you (aking a blood thinger? DY&; O
1. DDon't Know
1Y. Far wopeen: Are you pregnant o is there a chance you could bacome pregnant during the neat menth? Oves O o
|- O Don't Know
1 [0:Have yov received any vacsine in the lost 14 days? O ver O nNo
] O pow't know
{1 Have you ever bud 8 positive test for COVID-19 or hes 1 doctar ever told you thet you hed COVID-197 Dyee ONo
_g Don't Know
{34 the past 14 days, have you tested pusitive for COVID-19 of are you currently waiting on the resulis of & COVID-19 test? O yes Orvo
' O por't Know
|:4;Wim§;5 the past 14 doys, have you beew i close Physical conlact with anyone who ia lnown to havo laberatory-confinmed COVID-]97 Oves O o
. O Don't Know
[4:3¥ithit the past 14 days, bave you beep in elose physivel contact with anyone who bas any symploms consisient with COVID-197 Oves Do
. O don't Know
1§;1vp yau oxpericnced any of the following symptoms (o the past 48 hougs: fever of chills, cough, shertuoes of breath or difficulty breatbing, fatigue, a Yes O No
HHgele or body aches, headache, new loss of taste or sincll, sore throat, congestion of runny nose, nausca of vomltiog, or diasrhea? O pon’t Kaow

-iFlﬁ{E' y9Yy Wolaling or quarantiping becauss you may have bean exposed o a person with COVID-19 or are worried that You rnay ba gick with COVID-197 [ Yea (o

o O pon't Know

' l'fj:im:,c yan ever received B dosc of 8 COVID-}9 vaceine? J ves O o

; , CJ Don't Know

‘.ﬁiﬁﬂ\’?. y9u received passive antibody thetapy (mozoclonal antibodies or convaleacent ferum} 83 treatment for COVID-197 O ves O o

' ‘ O Don't Kpow

papHIETT Her Medicare or Medicajd 18 corvest. | rouest Uk paymeet of autiorized begefits ba made 04 my behalf,

F"VM[.NT AUTHORIZATION, | hereby authorize Wy Vee Pharmacy to requast payrment and fejeess all information naedad to act on this voquast, [eerilfy that the inermetion given by me in epplying for

A% K OF RECORDS. T ecknawlodge thet Hy-Vc Phanwacy oy be required ta or may vohuntasily discloss my beallh nformaon soasoring (he vacoine(s) W my prisnary care physiclon (I provided),

agiblFy: ingeritand ihel my healib Information will be used and disstosed 48 sel fant in the Hy-Ves Pharmacy Notice of Privacy Praotieas, which iy oveilsble onlige or upoa request,

lilli' IHH\‘?‘HFF- plan, and/or kool tats, or feeral regisirienheslth agencics, 1 applicable. T acknowledgs thet, depeeding o my tale baw, | may abjoct to the disclosure of my vascisslion Bfargution to the nate
i

”,N% ' {OR VACCING SERY ICER. [ bave ter), or have bad rad to me, the Yaccine lafermetion Statement (VIS) of Emergancy Use Aulbarization (BUA) provided for the vaceine(s) to be gelminiatcped. )
[/8 eRporTuniny 1o ask quastions thah were ayawered to tay satiafeetion. | undersiand the bemefits and rfieks of tha vacelne{s) and volyntasily assume Rall responsibility forany reactions tat may resulL |

i }ifllﬂ B

okl 211 12 1iit. whether known of unkongwn, that in By way arise Sfom this vastization on babelF of myeslf my heirs and perorel represanarives,

e I to
glvg ilfy £4750% Yo the alofT of Hy. Vee Mhannaoy to adipinistec the vaccine(s) masked above, | bave boe advised ta stoy jn the general ares for | 5 minvles afier receiving my veecination in cage any inmedis1e
1 Egcur- Lunderatend Wal if | expesience any sidz cffucls, it will ba my respansibiity ta follow up wish my physician at Ory exprose. Lhereby seleass Hy-Vee, jts officers, employess and apents from any

ity H'ii"illﬁ pojuw, | tortify that | arw the potiant or 1o peticncs gusrdinaipersonal ceprescnlative sigming om bebelf ofibe pient, and fhnt | bave rosd, ugdervood, and agreed 10 all the staleraenis aboye,

Data

,\:mi”“-i;pﬂ fhavmacisl  AdminDate  Vacoipe Vaccige Lot #Exp Dste Monuficnoer VIS Dote  Doge (L)
AllHEH §g: Rish—LeA - Ann---ThighNazal = 5Q — 1M Adverss Reaction (atach YAERS form) Notifieation 1o Primury Provides

(date)




