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Side tof 2-to-he completéd

COVID Vaccine intake Consent Form WCVS pharmacy’

Clinie Information

Clinic; ID Clinic Name Telephone Stora Number
Address City State Zin

Patient Information
Last Name First Nams Date of Birth Gender
Address City State  Zip SSN* (or driver's license)
Primaty Care Provider (PCP) Name PCP Phone Number PCP Fax Numbar
PCP Address City State Zip

55N and state of residence, or state identification/drivers llcenee Is needed to verify patiant eligihllity, If a $5N and state of resldenee, or state identification/
driver's licensa Is not submitted, you will ngad to attest that you attampted t& capture this information before submitting a claim and the atient dict not have
this inforination at the tima of servica, or that you, dict not have direst contact with the patient and thus did not have an opportunty to attempt to capture this
Informatlun Claims submlttecl without a 85N and state of residence or state identlilcatlon/drlver (] Ilcense rney take Ianger to verlfy for patient allglhllnty

if you are part of a Senier ﬁeclliiy clime, are you aresident O or an employeelstaff 02
If someone else manages health decisions on behalf of the resident, please provide the followmg.

Caregiver or Financlally Responsible Party Name Relationshlp Phonhe Number

Insurance Information: Fill in all that apply.
Prescription Insurance:
O Patient is primary card holder (checl box if yes)

Pharmacy [nsurance Provider D # GRPID BIN PCN

Medicare Fields: (Note: COVID Vaccine will be billed at Part B through your Medicare provider)
OYes O No

Is the patient age 65 or older or Is the patient Medicare Eligible? Medicare Part A/8 ID Number (MBI)
Medical Insurance:
O Yes O No
Medical Insurance Provider D # GRPID ls the patient the Primary Cardholder?

If you are uninsured, please read the below statement and check the hox for acknowledgement:

C1do not have medical Insurance, Madicare, Medioaid ar any commercial or government-funded health benefit
plan | acknowledge that | must answer this question truthfully in order to have the cost of my test coversd by
the U.S, Department of Health and Human Services (HHS) Uninsured Program. If | have active insurance that |
fail to provnde, | may be charged in fult for the vaccine,

COVID 19 Screep_in_g Questlons S L e T R YEs NO xuow
1 Inthe past two weeks, have you tested posmve for COVID-19 or are you currentiy bemg O 0 O
~ monitored for COVID-197

2, _In the past two weeks, have you had contact W|th anyone who tested posntlve for COVID 19” - O O 7 O

3. Doyou currently or have you in the past 14 days, had a fever chllls cough shortness of
breath, difficulty breathing, fatigue, muscle or body aches, heacdache, new loss of taste or O o 0O
smell, sore throat, nausea, ‘vomiting, or diarrhea?

To be filled out by the immunizer: Patient Temperature - Date:

If peﬂent anewers yes to any of these questiens or paﬂent's bodily temperature Is 100 F or greater. pleese mform them that they shuuld nDt reeelve the
vacclns at this t:me, instruct them to contact their primary care provlder for next steps and thet the facility coordmainr wlli be nntih-d

o Lo - DONE
lmmumzatlon Screemng Questions A T YES NO KNow
1. Areyou sick today'? (For example: a cold, fever o or acute |llness) O O O
2. Do you have allergaes or reactions to any foods, medications, vaccines or latex? o0 O
_{For example: eggs, gelatin, neomycin, thimerosal, etc) -
3. Have you ever had a serlous reaction after recelvmg a vaccination? Do you have a hlstory of
fainting, particularly with vaccines? Has any physician or other healthcare professional ever 00 O

cautioned or warned you about recelving certain vaccines or receiving vaccines outside of a
medical setting?



Last Mame First Name

lmmumzation Screenmg Questlons {continued)

4, Have you had a seizure or a brain or other nervous system problem or Gmllam Barre'?
5. Do you take antmoagulatlon medication? For exarnple warfarm Cournadin or other

blood thinner.

6. Do you. have a longaterm health prublem such as heart dlsease lung dfsease liver dlsease
~ asthima, kidney disease, metabolic disease (e.g., dlabetes)_,_ anemia or ather blood disorder°

7. Do you have cancer, leukemra HIV/A!DS rheumatoid arthritis, ankyiosmg spondylltls Crohn's

disease or any other immune system problem?

8. Do you have a weakened immune system or in past 3 months, taken medications that weaken
it such as cortisone, prednisone, other steroids, anticancer drugs, or radiation treatments?

9. Durmg the past year, have you mcewed a transfusion of blood or bloocl products or been
_given immune (gamma) globulin or an antiviral drug?

For women, are you pregnant or is there a chance you ‘could become pregnant durlng the

10.
next month'?

1. Have you recelved any vaocmat!ons or TB skin test in the past 4 Week 2

Date of Birth

" DON'T
VES 'NO KNOW

CONSENT FOR SERVICES: | have been provided with the Vacoine Information  that the information given by me in applying for payment under Madicara or

Sheet(s) carresponding to the vaccine(s) that | am recelving. | have read the
information provided abou? the vaccine } am to recelve. | have had the chance
to ask questons that were answered to my satisfaction. | understand the
benefits and risks of vaccination and | voluntarily assumae fult responsibility
for any reactions that may result, | understand that 1 should remasn in the
vacecine administration area for 15 minutes after the vaccination ta be
monitored for any potential adverse reactions, [ understand [f 1 experience
slde effects that | shoutd do the following; call pharmacy, contact dactor,
call 9t1.] racjuest that the vaccine be given to me or to the perscn named
above for wham | am authorizad to make this request. State of Gaorgla
only: | varify a pharmacist asked for my health history and whether | have
had a physical exam within the past year, Health care providers did nat
{dentify condition{s) that would mean | should not receive vacclne(s).

AUTHORIZATION TO REQUEST PAYMENT: | do hereby authorize CVS
Pharmacy® (“CV5) to release informaticn and request payrnent. | certify

Madlcaid Is correct. | authorlze release of all records to act an this request, |
requast that payment of authorized benafits be made on my behalf.

DISCLOSURE OF RECORDS: | understand that $VS* may ha required to or
may valunterily distlose my health information to the physician responsibte
for thls protocet of specific health information of peopte vaccinated at CVS
{it applicable), my Primary Care Physician (if | have one), my ingurance plan,
health systems and hospltals, and/or state or federal registries, for purposes
of treatment, payment or other health care operations (such as administration
or quality assurance). | also understand that CVS will use and disclose my
health information as set forth in the CVS Notice of Privacy Practices (copy is
avaitable In-store, onfine ar by requesting a paper copy from the pharmacy),
State of California only: { agree to have CAIR shars my Immunization data with
Health Care Providers, ageneies or schools. Vaccine Clinics: f | am receiving
avaccine through a vacaine clinie, | understand that my name, vaccine
appointment date and time will be provided to the clinle coordmator

X
Signature of patient to receive vaccine or parson authorized to make the request Date
Vaccine Administration Information for Immunizer/Pharmacist use only . .
S T L SIS " OL OR
Administration Date ~ - Véceine | VIS Date:- Manufacturer
Lot# - Exp.Date - . " “Route, - Site  Volums {mL}

Administering lmminizer Namé & Title _

Admin’ister_ing_ I_mmuni'z'ér Signatere

Tobe i|lled outhyi |mmumzer, as requlred for state lmmumzatlon reglstry reportmg Only for states lrsted

MS: Chieck all fields for patlents 18 years of age and younger

' 'Ot Amerlcan indian or Alaska Natlve

O4 Black or Afrtcan Amencan

Next of l(m (18 or younger)

OK ) Check Rage and Ethnl(:lty for all patlents Setect Next of Km fof patlents 18 years of age and younger

02 As;an 03 Native Hawauan/Other Pac:flc Isiander
05 Whlte - 0O8- Other Race
03 Unknown

Name_

Phorie N\imbe_r

Address

State of NJ only

Prescrlber Name

For CA MA, MT, NJ NM, NY TX (For CA thls md:cator means the registry W|[l not share mth Unwersttles,

Schoals or other agenmes) .
_ Registry Sharing’ Indlcator OYes _ O No .

PrNate and Confidentlal. Intended for paiient urnareglver oniy If you have raceived this document in arror, planse nntlfy GVS Pharmacy |mmedlete!.y .

@2020 CVS Health and/or one of ils affillates. Confidential and proprietary,



COVID-19 Responsible Party Consent Form WCVS pharmacy’

Resident or Patient Information =~ -

Last Name First Name Date of Birth Gender
Address City State Zip SSN* (or driver's license)
Primary Care Provider (PCP) Name PCP Phone Number PCP Fax Number

PCP Address City State Zip

85N and stata of residence, or state identification/driver's license is needed to verify patient eligibility. It a SSN and state of residence, o state identification/
driver's license is not submitted, the patientwitt need to attest that you attempted to capture this information before subrnitting a clalm and the patient did not
have this information at the time of service, or that you did not have direct contact with the patient and thus did not have an upportunity to attempt to cepture
this information. Claims submitted without a SSN and state of residence, or staie identification/driver's license may take tonger to verify for patient eligibility.

CONSENT FOR SERVICES: | have been provided or can request the Vaceine information Sheet(s) corresponding to the vaceoine(s) that the individual listed
above will receive. | have read the information provided about the vaccine they are about fo receive. | have had the chance to ask fuestions that were
answered to my satisfaction. | understand the benefits and risks of vaccination and | voluntarily assurme full responsibllity for any reactions that may result. |
understand the individual stated abuve should remain in the vaceine administration area for 15 minutes after the vacaihation to be monitored for ahy potential
aclverse reactions. | understand if they experience sida effects that | should do the foliowing: call pharmacy, contact doctor, call 91l, | request that the vaccine
be givan to the individual named above for whom | am authorized to make this requiest, State of Geargia only: | verify a pharmacist can ask the Individual stated|
above for their health history and whether they have had a physicat exam within the past year. Health care providers did not identify condlition(s) that would
mean they should hot recelve vaccine(s).

AUTHORIZATION TO REQUEST PAYMENT: I do hereby authorize GVS Pharmacy® (“CVS®"} to release information and request payment. | certify that the
information given by me in applying for payment under Medicare or Medicaid is correct. | authorize release of all records to act on this request. | request that
payment of authorizedl benefits be made on my behalf.

DISCLOSURE OF RECORDS; | undlerstand that CV5® may be required to or ray voluntarily disclose health information to the physician responsible for this
protood of specific health information of people vaccinated at CVS (if applicable), a Primary Care Physician (if they have one), insurance plan, heatth systems
and hospitals, and/or state or federal registrias, for purhoses of treatrment, payment or other health care aperations (such as administration or guality
assurance). | also understand that CVS will use and disclose this health information as set forih in the GVS Notice of Privacy Practices {copy is available in-store,
onling or by requesting a paper copy from the pharmacy). State of California only: | agree on behalf of the party t am responsible for to have CAIR share my
immunization data with Health Care Providers, agencles or schools.

Vaccine Clinics: If receiving a vaccine through a vaceine clinic, | understand that their name, vaccine appointment date and time will be provided to the clinic
coordinatar,

If you are legally responsible for the resident listed above, please provide the following:

Narne of Responsible Party or Power of Attorney Relationship Date

Signature of Responsible Party or Power of Attornay Phone Number



