ﬁj’\% GW Medical Faculty Associates Pharmacy
%\«5” Informed Consent for Immunization
OM OF O Other
Last Name First Name Middle Date of Birth Age Gender
( ) -
Home Address City State Zip Phone # [0 Home [ Cell
Do you have a Primary Care Provider? ( ) -
(please circle) Yes No Primary Care Provider Name Primary Care Phone #
Screening Questionnaire: Please answer questions by checking the boxes.
All Vaccines Yes No
1. Are you sick today? O 0O
2. Do you have a serious allergy to ANY medications or food (e.g. eggs, gelatin, thimerosal, neomycin, gentamicin, etc.)? If yes, please 0O 0O
list:
Have you received any vaccination in the past 4 weeks? If yes, please list: O 0O
Have you ever had a serious reaction or fainted after receiving any vaccination? O 0O
Are you an employee of the MFA? If so, enter your employee ID number in the box to the right of your signature & date. O 0O

Informed Consent: Please read and sign.

By my signature below, | consent to the administration of the vaccine(s) by a pharmacist, a supervised pharmacy technician, or a supervised student pharmacist where
permitted by law, employed by GW Medical Faculty Associates Pharmacy and to be contacted at the number provided above regarding other immunizations for which
I am due or eligible to receive. I also release GW Medical Faculty Associates Pharmacy and its affiliates, officers, directors, employees, and agents from all liability,
including acts of omission or commission, resulting or arising from my receipt of this vaccination. | understand that: 1) | have voluntarily chosen to receive the
vaccination and understand that | am obligated to pay for all products and services received. 2) | 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 | am not of legal age and have obtained the signed consent
of a parent or guardian. 4) | 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 | should seek treatment. | am responsible
for following up with my physician at my expense if | experience any side effects. 6) | have been advised that | should remain in the area for 15 minutes after the
vaccination for observation. 7) | have read, or have read to me, the Vaccine Information Statement(s) (“VIS”) provided for the vaccine(s) to be administered. | have had
the opportunity to ask questions, and all my questions have been answered to my satisfaction. | understand the benefits and risks of the vaccine(s). 8) 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 | authorize these disclosures.

X

Signature of Patient or Parent/Guardian of Minor Date

MFA Employee ID#

For Pharmacy Use Only

Vaccines Recommended but NOT Given: [IPrevnar® [Pneumovax® [Shingrix® [OTdap [JOther Pt. Initials (to decline)
Vaccine Name Lot # Expiration Date Manufacturer Dose (mL) Route Site (circle) VIS Publication Date
PLACE MANUFACTURER STICKER HERE — FLU Seqirus 0.5 IM R / L Deltoid 8-6-2021
PLACE MANUFACTURER STICKER HERE — COVID Moderna 0.5 IM R / L Deltoid EUA — Not Applicable
R/ L
Signature of RPh: Initials of Administrator: VIS Given and Administration Date:

Billing Info (off-site only): [0 Medicare (ID# including letters) or Medical (Name, ID#, Group#, Payer ID if UHC)

[ Prescription (BIN, PCN, Group#, ID#, Person Code)
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