J&J

LAKE CHELAN HEALTH— 503 E Highland, Chelan, WA 98816, 509-682-3300
COVID Vaccina on Pa ent Screening
Name: (Last)

(First)

Home Address:

(Middle Ini al)
City:

Zip:

Email:

Sex:
M F

Home Phone:

Age:

Birth date:

SCREENING QUESTIONS
YES
1. Have you ever received a dose of COVID-19 Vaccine? if yes which product?

P zer

Moderna

Johnson & Johnson- Janssen

NO

Oth-

er________

2. Have you ever had an allergic reac on to:
! Polyethylene glycol (PEG), which is found in some medications, such as laxatives and preparations for colonoscopy procedures
! Polysorbate, which is found in some vaccines, lm coated tablets, and intravenous steroids.
! A previous dose of COVID-19 vaccine
! Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a component of COVID-19 vaccine, or any
vaccine or injectable medication? This would include food, pet, venom, environmental, or oral medication allergies.
3. Are you feeling sick today?
4.

Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as treatment for COVID-19?

5.

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

6.

Do you have dermal fillers?

I have made the decision to receive the COVID-19 Vaccine voluntarily and freely. I know I have the option to refuse this vaccine. I have received the COVID-19 Vaccine manufacturer fact
sheet and have reviewed it. I understand the FDA has authorized the emergency use of this vaccine and it is not a fully licensed FDA vaccine. I have had the chance to ask questions and my
questions were answered to my satisfaction. I understand the nature, alternatives, bene ts, and risks of vaccination. I know that with all vaccines there is no promise that I will become immune or that I will not have side effects.The vaccine I am about to receive maybe a two-dose series, if so I understand I must return at the scheduled time to receive the second dose. I authorize the organization providing my vaccine to release information. I authorize release of all records to act on this request
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, health systems and hospitals, and state or federal registries or other public health authorities, for purposes of treatment, 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

Signature (Patient or Legal Representative): _____________________________________________

Date: ___/___/___
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