[image: ]PFIZER COVID-19 VACCINE CONSENT FORM
Administrative Office [ Address]
[URL]
Phone: ###.###.####
Fax: ###.###.####

[bookmark: First_Name:__Last_Name:]Patient First Name:	Patient Last Name: 		Comment by Alex Frankfort: Hello! Please note the following regarding this vaccine consent form:
-This consent form allows you to customize it with your organization's information and logo in the areas with [red text].
-This consent form is intended as a comprehensive guide to a consent form. Different specific sections could be added to your own existing consent form, or the form could be used as is. However, we strongly encourage you to get your final consent form approved by your legal department or firm before use.

DOB:	/	/	 Age: _____ Phone Number:	      Email:	  

[bookmark: Address:]Address: 	

	Ethnicity:
	· Hispanic or Latino
	· Not Hispanic or Latino
	· Unreported/Refused to Report

	
Race:
	· American Indian/Alaskan Native
	· Asian
	· Black/African American

	
	· More than One
	· Native Hawaiian
	· Other Pacific Islander

	
	· White
	· Unreported/Refused to Report
	

	
Gender:
	· Female
	· Male
	· Transgender Female

	
	· Transgender Male
	· Other
	· Choose not to Disclose



I declare that I am / my child is 12 years of age or older. I further declare the answers to the following questions are accurate to the best of my knowledge. I understand by circling "YES" to any of the following questions, it does not mean I / my minor child will not be vaccinated, it just means a clinician will speak with me further about receiving the vaccine.

	YES
	NO
	INITIALS
	Please check your answer and initial the box next to each question.

	

	

	
	Have you ever experienced anaphylaxis (difficulty breathing) or a severe allergic reaction to something?

	

	

	
	Have you had any other vaccinations in the previous 14 days (e.g., MMR, Shingrix, Varicella, or Influenza)?

	

	

	
	Have you received the COVID-19 vaccine previously?

	

	

	
	Have you had a severe allergic reaction to the COVID-19 vaccine?

	

	

	
	Are you currently sick with a fever, active respiratory infection, or other moderate/severe illness?

	

	

	
	Have you received monoclonal antibodies or convalescent plasma for treatment of COVID-19 within the past ninety
(90) days?

	


	


	
	To the best of your knowledge, are you allergic to the following ingredients: Nucleoside-modified mRNA, 2[(polyethylene glycol)-2000]-N,N-ditetradecylacetamide, 1,2-distearoyl-sn-glycero-3-phosphocholine, cholesterol, (4-hydroxybutyl)azanediyl)bis(hexane-6,1-diyl)bis(2-hexyldecanoate), sodium chloride, monobasic potassium phosphate, potassium chloride, dibasic sodium phosphate dihydrate, sucrose? 


I understand that if I / my minor child has any of the above conditions, I / my minor child could be at increased risk of having a negative reaction or problem from the vaccine.

I further declare that if I / my minor child have (has) any of the following conditions, I / my minor child have (has) had the opportunity to speak with my / my minor child’s primary care  clinician and am making an informed decision to receive the vaccine.

	YES
	NO
	INITIALS
	Please check your answer and initial the box next to each question.

	

	

	
	Are you pregnant, attempting to become pregnant or breastfeeding?

	

	

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

	

	

	
	Do you have a compromised immune system or are you taking a medication that affects the immune system (such as cortisone, prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid arthritis, Crohn’s disease, or psoriasis; HIV/AIDS, cancer, leukemia, ankylosing spondylitis or radiation treatments)?




EMERGENCY CONTACT INFORMATION
First Name:	Last Name: 	

Relationship:	Phone Number:  	

Please initial each line below: 
________	I agree to WAIT at the health center location for 15 minutes after receiving the vaccine. If I have previously had an anaphylactic reaction (difficulty breathing, swelling of face or throat) or other severe allergic reaction, I agree to WAIT at the health center location for 30 minutes after receiving the vaccine.
_________ 	I understand that this product has not been approved or licensed by FDA, but has been authorized for emergency use by FDA, under an EUA to prevent Coronavirus Disease 2019 (COVID-19) for use in individuals 12 years of age and older; and the emergency use of this product is only authorized for the duration of the declaration that circumstances exist justifying the authorization of emergency use of the medical product under Section 564(b)(1) of the FD&C Act unless the declaration is terminated or authorization revoked sooner.
_________	I understand that the Pfizer COVID-19 vaccine is provided in a two-dose series. By signing this consent, I am agreeing that I / my minor child will receive the first and second doses of the vaccine series. I understand that I / my minor child will need to receive the second dose of this vaccine series 21 days from the date of the first immunization.
_________	I understand that the common risks associated with the COVID-19 vaccine include, but are not limited to: pain, redness or swelling at the site of injection, tiredness, headache, muscle pain, chills, joint pain, fever, nausea /vomiting, feeling unwell, or swollen lymph nodes (lymphadenopathy).
_________	I understand that the vaccine may cause a severe allergic reaction which can include: anaphylaxis (difficulty breathing, swelling of the face and throat), a fast heartbeat, a rash all over the body, dizziness and/or weakness. 
_________	I also understand that it is not possible to predict all possible side effects or complications that could be associated with the vaccine. I understand that the long-term side effects or complications of this vaccine are not known at this time.
_________	I understand that there are other authorized COVID-19 vaccines available and knowingly and voluntarily agree to receive the Pfizer vaccine.  
_________	I understand that the vaccination is being given by [ORGANIZATION NAME], a [ORGANIZATION TYPE]. [ORGANIZATION NAME], its affiliates, officers, directors, employees and agents expressly disclaim any responsibility for the vaccination. My consent is given in light of this knowledge, and in consideration of [ORGANIZATION NAME] giving the COVID-19 vaccine. I, for myself and my heirs, administrators, trustees, executors, assigns and successors in interest, do hereby agree to release and hold harmless [ORGANIZATION NAME], its subsidiaries, divisions, affiliates, successors, assigns, directors, officers, trustees, employees, volunteers and agents from and against any and all demands, damages, losses, costs, expenses, obligations, liabilities, claims, actions and cause of action (whether any of which is groundless or otherwise) of any nature whatsoever (including, without limitation, reasonable attorney’s fees and court costs) by reason of or resulting, in any way, from any and all acts, accidents, events, occurrences, omissions and the like related to, or arising out of, directly or indirectly, my receipt of this COVID-19 vaccine. [ORGANIZATION NAME] makes no warranties, express or implied, including but not limited to, implied warranties of merchantability or fitness for a particular purpose regarding the vaccine or its effectiveness.
_________	I have discussed this Consent and the risks associated with the COVID-19 vaccine with my [ORGANIZATION NAME] provider and received, read, and understood the CDC’s What to Expect after Getting a COVID-19 Vaccine and the Fact Sheet for Recipients and Caregivers issued by the FDA regarding the Pfizer COVID-19 vaccine. I further understand and agree that [ORGANIZATION NAME] is required to submit COVID-19 vaccine  administration data to the Michigan Department of Health and Human Services (DHHS), Michigan Care Improvement Registry (MCIR), and report moderate and severe adverse events following vaccination to the CDC/FDA Vaccine Adverse Event Reporting System (VAERS) and other government regulatory bodies.
_________ 	I understand that there is a potential for contracting the COVID-19 after being fully vaccinated (14 days after second vaccination dose) and spreading COVID to others.

[bookmark: Signature_of_Patient:__Date:]I understand and agree to all of the above, as indicated by my initials, and I hereby give my consent to the staff of [ORGANIZATION NAME] to give me / my minor child a COVID-19 vaccine.
Signature of Patient or Legal Representative:	Date:  	
Print Name of Patient Representative and Relationship:	 Date:  	OFFICE USE ONLY
Vaccine Manufacturer:
Lot#:
Exp. Date:
/
/
Injection Site (IM):
Right Deltoid
Left Deltoid
FDA Fact Sheet:
X
Yes
No
Administered by:	Title: 	
Vaccine Schedule:
Signature:	Date:	/	/	
Dose One
Dose Two
X	This patient has been screened for COVID-19 and has answered no to all of the CDC health check questions.  	
PFIZER
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