
     COVID-19 Vaccine Consent Form        
 

Section 1: Information about Person to Receive Vaccine (please print) 

 

Name:                                                           Date of Birth:                                                       Age:                    Sex (circle):  M     F 

 

Address:  

 

City/State/Zip:  

 

Phone:  

Section 2: Screening for Vaccine Eligibility 

Has this person been vaccinated with the COVID-19 vaccine?  (circle)        Yes              No 

Section 3: Consent 

I understand I either have or will receive the Emergency Use Authorization (EUA) fact sheet prior to the 

administration of the vaccine and have the ability to revoke consent at any time. 

Your signature indicates that you give consent to Pediatrics, PC and its staff for the person named at the top of this 

form to be vaccinated with this vaccine. 

Patient signature OR Signature of Parent/Legal Guardian 

X 

_____________________________________________ 

Relationship ____________________________________ 

Date:  ________ /________ /________ 

DO NOT WRITE BELOW THIS LINE: OFFICE USE ONLY 

Section 4: Vaccine Administration Record 

Injection Site (Deltoid) please circle: 

Left            Right 

Manufacturer:  

Pfizer   Moderna    AstraZeneca         Johnson & Johnson 

Lot #: ________________________    Exp: ______________________ 

The vaccine administrator’s signature below attests that the vaccine recipient’s identity has been confirmed and that 

the vaccine recipient has been properly screened according to the CDC guidelines and recommendations. 

Vaccine Administrator (signature): 

 

X ___________________________________________ 

 

 

Date: ____________________________________________ 

 

 

 

 

 

 

 



 


