
[INSERT HOSPITAL OR CLINIC INFORMATION HERE: NAME, LICENSE #, FACILITY TYPE, ADDRESS – INCLUDING COUNTY]

[bookmark: _Hlk58442849]Pfizer-BioNTech COVID-19 Vaccine Patient Acknowledgment 


Patient Name (Last, First): _______________________________________________________________ DOB: ____/____/________

Phone: ____________________ Mobile Phone: ___________________________Email: ____________________________________
(This information will be used to contact you for your second dose reminder.)

Address: _______________________________________ City, State, Zip Code: ___________________________________________

Information collected in this section helps ensure we deliver equitable and patient-centered care: 
Sex listed at birth (check one):                                                                                        
	Male: □
	Female: □


    
Gender identity (check one): 
	Male:  □
	Female: □
	Non-Binary □
	Unspecified/Indeterminant: □



Ethnicity (Check one): 
	Hispanic or Latino (Including Spanish, Mexican, Puerto Rican, Cuban, etc.  □
	Not-Hispanic A person not of Spanish culture or origin □



Race: (Check all that apply):
	Black or African American □
White □

	Asian □
American Indian or Alaska Native □

	Hawaiian or Pacific Islander □




Insurance Information:	Comment by Briley, Taya: Only include this section or parts of this section necessary for your organization’s approach to billing for administration of the vaccine.

Insurance company: _______________________________________ Are you the primary card holder?       Y          N

If no, what is the primary card holders name and date of birth? ___________________________________________

Cardholder ID: __________________________________________ Rx Group ID: ____________________________

BIN: _______________________ PCN: __________________________

Are you Medicare eligible?   Y         N	If yes, Medicare Part A/B number: ___________________________

If you are not insured and you do not want to pay for administration of the vaccine yourself, you must provide the information below. If you do not provide this information you may be billed for vaccine administration. 

I do not have any insurance, including but not limited to Medicare, Medicaid, or any other private or government-funded health benefit plan. In order to have your vaccine administration fee paid for by the United States Health Resources & Services Administration’s COVID-19 Program for Uninsured Patients please provide (a) a valid Social Security number, or (b) state identification number and state of issuance, or (c) a driver’s license number and the state of 
issuance: _______________________________________

Acknowledgements: 
· I made the choice to get the COVID-19 vaccine on my own and freely. I know I have the option to refuse the vaccine. I ask that the vaccine be given to me, or to the person named above for whom I can make this request. I was given the (Fact Sheet for Vaccine Recipients and Caregivers) for this vaccine. The fact sheet has information about side effects and adverse reactions. I read or had read to me the information provided about the COVID-19 vaccine. 

· I know the Food and Drug Administration (FDA) has authorized the emergency use of this vaccine. I know it is not a fully licensed FDA vaccine. I had the chance to ask questions that were answered to my satisfaction. I now know about the vaccine, alternatives, benefits, and risks, to the extent they are known and unknown at this time. 

· I know that I must stay in the vaccine area or an area told to me by my health care provider after I receive my immunization so I am near my health care provider if I have any adverse reactions.. If I have a history of severe allergic reaction, (e.g. anaphylaxis), I must stay for 30 minutes. If I do not have a history of severe allergic reaction, I must stay for 15 minutes

· I know that if I have a severe allergic reaction, including difficulty breathing, swelling of my face and/or throat, a fast heartbeat, a bad rash all over my body or dizziness and weakness I should call 9-1-1 or go to the nearest hospital. I know I can call my health care provider if I have any side effects that bother me or do not go away.

· I was asked to join the V-SAFE program. The program does health checks on the people who get the COVID-19 vaccine. I know I should report vaccine side effects to FDA/CDC Vaccine Adverse Event Reporting System (VAERS) at 1-800-822-7967 or https://vaers.hhs.gov/reportevent.html. 

· I know I must get two doses of the COVID-19 vaccine and receive the same vaccine each time. I know that with all vaccines there is no promise I will become immune (not get the virus) or that I will not have side effects. I know I may choose to not get the second dose of the vaccine. But if I do not get the second dose, the chance that I will become immune may go down.  
Authorization to Request Payment: I authorize the organization providing my vaccine to release information and request payment. I certify that the information given by me in applying for payment under Medicare or Medicaid or the HRSA COVID-19 Program for Uninsured Patients, is correct. I authorize release of all records to act on this request. I request that payment of authorized benefits be made on my behalf. 	Comment by Briley, Taya: Include only if provider intends to seek reimbursement. 

Disclosure of Records: I understand the organization providing my vaccine may be required to or may voluntarily disclose my vaccine-related health information to my primary care physician, my insurance plan, health systems and hospitals, and state or federal registries or other public health authorities, for purposes of treatment, payment or health care operations. I also understand the organization providing my vaccine will use and disclose my health information as described in its Notice of Privacy Practices which I may receive upon request or find on its website. If I am an employee of [insert name of health care provider] I understand that it will keep records of this vaccination for me in [insert name of electronic health record] and may keep my vaccination records in [insert name of health care provider]’s employee occupational health records, to the extent required or permitted by law. 	Comment by Briley, Taya: Ensure this is consistent with your organization’s approach to providing its Notice of Privacy Practices or modify. 	Comment by Briley, Taya: Optional for those who will keep employee records in EHR. 

Patient (or Parent/Guardian/Authorized Representative) Signature: ______________________________ Date: __________________

Name of Parent, Guardian or Authorized Representative: ______________________________________ Date: __________________

If you are signing on behalf of the patient, you are stating that you are authorized to make the required decisions on behalf of the patient.

All sections below are for official use only: 

	Vaccine Administration Information for Immunizer:
Administration date: _____________________ Administration time: _______ 
CVX (Product): _____________________________________________________
Dose number: ______________________________________________________
IIS Recipient ID: ____________________________________________________
IIS vaccination event ID: ______________________________________________
Lot number: ________________________________________________________
Unit of Use MVX (Manufacturer): ________________________________________
Sending organization: _________________________________________________
Vaccine administering provider suffix: ____________________________________
Vaccine administering site on the body: Left deltoid □ Right deltoid □ Other □ (indicate location) ________
Vaccine expiration date: _________________
Vaccine route of administration:  ________________________________________
Vaccination series complete (date): ______________________________________
Fact Sheet for Vaccine Recipients and Caregivers version date: _______________________
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Notes about this form: 
· This form should only be provided to a patient if it is accompanied by the Fact Sheet for Vaccine Recipients and Caregivers https://www.cvdvaccine.com/. 
· This form should only be used by clinicians well versed in the CDC’s provider education materials who are able to counsel patients who answer “yes” to the screening questions or make referrals for counseling for those patients.
· This form is intended as a resource. It is not a mandatory form. 
· This form was developed based on the best available information at the time it was created. Its accuracy is not guaranteed. Organizations and individuals choosing to use this form should do so in consultation with their own clinicians and attorneys. 
· This form is subject to update without notice. 
· For convenience, some elements in this form may be pre-recorded in electronic health records or other databases. 
· Resources used in creating this form: 
· COVID-19 Vaccination Training Programs and Reference Materials for Healthcare Professionals for information about screening questions and Fact Sheet for Vaccine Recipients and Caregivers  https://www.cdc.gov/vaccines/covid-19/downloads/COVID-19-Clinical-Training-and-Resources-for-HCPs.pdf
· Global Information About Pfizer‑BioNTech COVID‑19 Vaccine (also known as BNT162b2): https://www.cvdvaccine.com/
· V-Safe Program; https://www.cdc.gov/coronavirus/2019-ncov/vaccines/safety/vsafe.html
· COVID-19 Vaccination Communication Toolkit: https://www.cdc.gov/vaccines/covid-19/health-systems-communication-toolkit.html 
· Washington State’s COVID-19 Vaccine Plan for vaccine reporting requirements. https://www.doh.wa.gov/Portals/1/Documents/1600/coronavirus/WA-COVID-19-Vaccination-Plan.pdf
· For Demographic Information: 
· Washington State CHARS Manual: https://www.doh.wa.gov/Portals/1/Documents/5300/CHARSManual-UB04-5010.pdf 
· Race Ethnicity Language Data Collection Best Practices: http://forces4quality.org/af4q/download-document/6011/Resource-validated_final_rel_data_collection_best_practice_guidelines_updated_11-28.pdf 
· Collecting Sexual Orientation and Gender Identity Information: https://www.cdc.gov/hiv/clinicians/transforming-health/health-care-providers/collecting-sexual-orientation.html 
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For vaccine recipients: patientName
The following questions will elp us determine f thae s any
reason you should not et the COVID-19 vaccine tody. f you Ao

answer"yes"to any question, it does not necessarly mean you
should not be vaccinated. tjust means additional questions
may be asked.Ifa question s not clear, please sk your
healthcare provider to explain .

Don't
Yes No know

1. Areyou feeling sick today?

2. Have you everreceived a dose of COVID-19 vaccine?
IFyes, which vaccine product?
DOpfizer
Danother product

3. Have you ever had a severe allergic reaction (e.g, anaphylaxis) to something?
For example,  reaction for which you were treated with epinephrine or EpiPent,
orfor which you had to goto the hospital?

* Wasthe severe allergic reaction after receiving a COVID-19 vaccine?

= Was the severe allergic reaction after receiving another vaccine or
another injectable medication?

4. Do you have bleeding disorder or are you taking 2 blood thinner?

5. Have you received passive antibody therapy as treatment for COVID-197

Form completed by Date

Form reviewad by Date
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Information for Healthcare Professionals about
the Pre-Vaccination Form for Pizer-BioNTech
COVID-19 Vaccine.
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Are you feeling sick today?
Theraisno evidence tht acue ness reduces vaccine
ficacyor Incresse vacting sdverss everts. Howsver 323
precaution with moderate orsevere acuteliness, allvaccines
Ehould be delayed untlthe fines has mproved. Mild
Hinesses (e, upper respiatory Infections, diarthea) are
NOT contraindications 1o vaccination. Do notwihhald
vaceinaton 3 person s taking antibiotis. Vaceination
of persons with current SARS CoV-2 nfection should
ferred unti the person has recovered from acute
s and they can discontinus sclation. Whiather s o
minimum inrval between infecton and vaccination, cunent
Cuidence suggest einfection < uncommon nthe 30 dsy<
Ster ntilinfecton.Persons with documented scute SARS-
CoV-2infecton inthe preceing 90 days may dslay vaccination
untl nearthe el of thsperiod, f desred.

Have you ever received a dose of COVID-19 vacdine?
Two doses of the same COVID-19 vaccine product are
recommended. Check medical records,immunization
information sysems, and vaccination ecord cards to help
determine the ntal product received. Those who received

3 il vaceine hould consult vith the ris sponars t5
termine it 1 fessbleto receive sdiond) doser

Have you aver had a severe allergic reaction (e.g.,
‘anaphylaxis) to something? For example, a reaction
for which you were treated with epinephrine or
EpiPen*, or for which you had to go'to the hospital?
Allrge reations,includingseverealrgc reactions, NOT
relted o vaccnes orinjectable therapies (e, food. pet venarm,
environmental,orltex alegies;oal medicaions) are NOT
contraindication o precaution tovacination with currently
authorized COVID. 19 vaccine, HOWEVER, indiidual who have
Rad Sever llericrescions i something regardies of causs,
should be abserved for 30 minutes aftervaccination. Al
therpersens should b observed or 15 minutes.

Was the severe allergic reaction after recelving
2COVID-19 vaccine?
History of severe allergc reacton (.5, snaphylaxis)to
revious dose or component o the COVID.19 vaccin
uct being offered s a contraindication o that
VD15 vaceine.

12116120

Was the severe allergic reaction after recelving
another vaccine or another injectable medication?
A history of mild lergic reaction 0. vaceine or nectable
therapy s nota precaution to vaccinaton, Hitory of severe
llergi reacton (. anapylais) o ancther vaccineor 3
component of anather vacin OR anaphylactc resction to
Sny cther njectabl med caton £ precaution to currently
‘uthorized COVID. 18 vaceine, Vaccine may be given but
Counsel ptients sbout unknown ks of devloping 3 evere
Sleroic reaction and bslance thes rck againt she benchts
Chvactination These ndiiduats should be observed fo 30
minutes sfer vaccination.

Do you have a bleeding disorder or are you taking
ablood thinner?

COMD-10vaccine may be givento thesepatients, f physican
Famillawith he paients bleeding ok determines tat the
vaccingcan be admintered ntramasculary vith ressonsble
Cfety. A racommenc he flloving tschriue for
intramusculrvaceinaton i patients with Hleecing disoders or
kingblood thinners: 3 ine sauge eedie (23-gauge or smalle
libe should be used for hevaecination,folowed by fim
presure onthe i, without rsbing,for alest 2 minutes.

Have you recelved passive antibody therapy as
treatment for COVID-191

Sased on thesstimted haf e of monoclonal antbodies or
convalescant plasma s part of COVID-19 eatment, s well 5
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daysafer ntil infection vaccination should b deferred for
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Sntibody rstment withvaceing induced mmune responses.

»Considerations

Immunocompromise s nota containdicatin ocurnt ‘
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