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LAKE CHELAN HEALTH-503 E Highland, Chelan, WA 98816, 509-682-3300        PFIZER  
COVID Vaccination Patient Screening 

Name: (Last)                                                                                      (First)                                                                                                          (Middle Initial)                               

Home Address:                                                                                                       City:                                                           Zip:   Sex:     
M        F 

Age: 

Email: Home Phone:  Birth date: 

SCREENING QUESTIONS 

 YES NO 

1. Have you ever received a dose of COVID-19 Vaccine?  if yes which?   ◻Pfizer  ◻Moderna  ◻Johnson & Johnson- Janssen ◻Other________  ◻ ◻ 

2. Have you ever had an allergic reaction to: 

○ A previous dose or to a component of an mRNA COVID-19 vaccine (Moderna or Pfizer-BioNTech).  

○ Immediate allergic reaction of any severity to a previous dose or known (diagnosed) allergy to a component of the vaccine. 

○ History of an immediate allergic reaction of any severity to any other vaccine or injectable therapy (i.e., intramuscular, intravenous, or subcutaneous vaccines or thera-

pies) This includes persons with a reaction to a vaccine or injectable therapy that contains multiple components, one of which is polyethylene glycol (PEG) or another 

vaccine component, but for whom it is unknown which component elicited the immediate allergic reaction. 

○  Have a contraindication to Janssen COVID-19 Vaccine ? 

◻ ◻ 

3. Are you feeling sick today? ◻ ◻ 

4. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as treatment for COVID-19 in the past 90 days?  ◻ ◻ 

5. Have a history of myocarditis or pericarditis before or after receiving a first dose of mRNA covid-19 vaccine?  ◻ ◻ 

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 under-

stand the nature, alternatives, benefits, 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.  
I self-attest that I am moderately or severely immunocompromised due to any of the following: active or recent treatment for solid tumor and hematologic malignancies, receipt of solid-organ or recent hematopoietic 

stem cell transplant, severe primary immunodeficiency, advanced or untreated HIV infection, or any other conditions as defined by the Advisory Committee on Immunization Practices recommendations available in 
the Interim Clinical Considerations for Use of COVID-19 Vaccines Currently Authorized in the United States as eligible for third dose. 

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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