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EMPLOYEE HEALTH CLINIC

Pfizer COVID-19 Vaccine Consent Form

Patient’s First Name: Patient’s Last Name:

Date of Birth: Age: Sex: [_IMale [_JFemale Phone:

Address:

City: State: Zip:
Race: OWhite [OBlack O Asion [ Pacific Islander Hispanic Ethnicity: [JYes O No
O American Indian/Alaskan Native [ None Specified [0 Refused O Unknown [ Refused

1. lunderstand that the Pfizer-BioNTech COVID-19 Vaccine is a vaccine that may prevent COVID-19. This vaccine is not
currently FDA-approved to prevent COVID-19. This vaccine has been authorized by the FDA for emergency use to
prevent COVID-19 in individuals 5-11 years of age under an Emergency Use Authorization (EUA). | understand that
other vaccine products have also been authorized by the FDA for emergency use to prevent COVID-19 under an
Emergency Use Authorization (EUA).

2. |l understand that Pfizer-BioNTech COVID-19 Vaccine is not recommended to be administered to individuals with
known history of a severe allergic reaction to any component of the Pfizer BioNTech COVID-19 Vaccine. The active
components are:

e  MRNA =BNT16202 RNA

e ALC-0159 = 2[(polyethylene glycol)- 2000]-N,N-ditetradecylacetamide

e ALC-0315 = (4-hydroxybutyl)azanediyl) bis(hexane-6,1-diyl)bis(2-hexyldecanoate)
e 1,2-Distearoyl-sn-glycero-3-phosphocholine

¢ dibasic sodium phosphate dehydrate

| attest that I, or my child, have not had any severe allergic reactions to the components listed above.

3. lunderstandthatitis not recommended that anindividual get the Pfizer-BioNTech COVID-19 Vaccine if the individual
has had a severe allergic reaction after a previous dose of this vaccine. |, or my child, have not had a severe allergic
reaction to a previous dose of the Pfizer-BioNTech COVID-19 Vaccine.

4. | understand that signs of an allergic reaction may include rash, shortness of breath, and swelling of the face, lips,
tongue. or throat. | understand that if | experience any of these symptoms, | should contact my healthcare provider
or seek emergency medical help right away.

5. lunderstand that I/my child will be required to wait, as instructed, ofter the vaccination for observation.

6. lunderstand that the Pfizer-BioNTech COVID-19 Vaccine is a vaccine series comprising of two injections given 21 days
apart. | understand and agree that |, or my child, will receive the first AND second part of the vaccine series.

7. lunderstand that | need to notify the vaccination site staff PRIOR to getting vaccinated if | am feeling sick, was
exposed to a confirmed COVID patient, am currently in quarantine for COVID exposure, or if | have tested positive
for COVID in the past 14 days.

8. lunderstand that | need to notify the vaccination site staff PRIOR to vaccination if | have previously received any
other COVID vaccines such as Moderna or Johnson & Johnson COVID vaccines.

9. lunderstand that immunocompromised persons, including individuals receiving immunosuppressant therapy, may
have a weakened immune response to the Pfizer-BioNTech COVID-19 Vaccine.

10. lunderstand that Pfizer-BioNTech COVID-19 Vaccine may not fully protect all those who receive it and no guarantees
or promises have been made to me concerning the effectiveness of this vaccine.

1. lTunderstand that side effects following the Pfizer-BioNTech COVID-19 Vaccine include:

e injection site pain
e tiredness

e headache

e Muscle pain

e chills

e sodium chloride

e SUCrose

e potassium chloride

¢ mMmonobasic notassium ohosohate

e fever

¢ injection site swelling

e injection site redness

e NauUsea

“r . e general feeling of feeling unwell
e joint pain e enlarged lymph nodes



12. T understand that severe allergic reactions have been reported following the Pfizer-BioNTech COVID-19 Vaccine.

13. T understand that there may be other risks or complications that are not yet known and may only become known as
more people obtain the Pfizer-BioNTech COVID-19 Vaccine.

14. T understand that there is currently limited data available on the use of this vaccine in pregnant or breast-feeding
women. If I am, or my child is, pregnant, breast-feeding, or may become pregnant, I should ask my doctor, or my child’s
doctor, for advice before receiving this vaccine.

15. T understand that the SISD Employee Health Clinic, as the vaccination provider, must
include my, or my child’s, vaccination information in the Texas Immunizatio registry system (ImmTrac). I understand yhe
SISD Employee Health Clinic is responsible for sharing data related to the COVID-19 vaccinations, including the FDA,
Centers for Disease Control (CDC), and other state and federal agencies, and such data sharing may include all personal
information I have provided about myself and/or my child to the SISD Employee Health CLinic for purposes of receiving this
vaccine, errors, adverse events, and cases of COVID-19 that result in hospitalization or death following
administration of Pfizer-BioNTech COVID-19 Vaccine to recipients.

16. 1 understand there is no out of pocket cost to the patient for the COVID vaccine or its administration.

RELEASE OF LIABILITY: | have read and understand the acknowledgements above, and I hereby release the SISD Employee Health
Clinic, and all of their agents, employees, trustees, and representatives, from any and all liabilities or claims whether known or
unknown arising out of, in connection with, or in any way related to the administration of the vaccine listed above.

CONSENT TO THE VACCINATION: | have been given access to and read or have had read to me the Pfizer-BioNTech
COVID-19 Vaccine “FDA EUA Fact Sheet for Recipients and Caregivers.” I understand all risks as outlined in that fact sheet. I have
been given the opportunity to ask questions about the Pfizer-BioNTech COVID-19 Vaccine and have had all questions

answered to my satisfaction.
I hereby CONSENT to the Pfizer-BioNTech COVID-19 Vaccine and authorize SISD Employee Health Clinic to administer

the Pfizer-BioNTech COVID-19 Vaccine to me or my child.

Vaccine Recipient Name (Printed):

Vaccine Recipient Signature (Only if not a minor):
If signing on behalf of Vaccine Recipient, | attest that | am the Patient’s Parent/Legal Guardian.

Parent/Legal Guardian Name (Printed):

Parent/Legal Guardian Signature: Date:

For Office Use Only:

Manufacturer: Pfizer Lot # Route: Intramuscular

Dose number O1or02 *Exp.Date: —_/_/— pqgte Adminitered: /|

Administered by: Vaccine Dose: 0.2ml Injection Site (Deltoid) COL OR



Texas Department of State ImmTrac2 Immunization Registry

1/ Health Services DISASTER INFORMATION

. RETENTION CONSENT FORM
(Please print clearly)
AN EEEEN
Client’s Last Name
oty
Client’s First Name Client’s Middle Name

*A parent, legal guardian or managing

| | |/| | |/| | | | | conservator must sign this form if the client Client’s Gender: |:|Male |:|Female
Client’s Date of Birth is younger than 18 years of age.
PP e pq
Client’s Address Apartment # Client’s Telephone
Lty Ly
City State Zip Code County
[(TITITITITII I I ettt ittty ]
Mother’s First Name Mother’s Maiden Name

ImmTrac2, the Texas immunization registry, has been designated as the disaster-related reporting and tracking system for
immunizations, antivirals, and other medications administered to individuals in preparation for, or in response to, a disaster or
public health emergency. From the time the event is declared over, ImmTrac2 will retain disaster-related information received
from health-care providers for a period of 5 years. At the end of the 5 year retention period, client-specific disaster-related
information will be removed from the Registry unless consent is granted to retain the client information in ImmTrac2 beyond
the 5 year retention period.

The Texas Department of State Health Services (DSHS) encounrages your

voluntary participation in the Texas immunization registry.

Consent for Retention of Disaster-Related Information and Release of Information to Authorized Entities

I understand that, by granting the consent below, I am authorizing retention of my (or my child’s) disaster-related information
by DSHS beyond the 5 year retention period. I further understand that DSHS will include this information in the state’s
central immunization registry (“ImmTrac2”). Once in ImmTrac2, my (or my child’s) disaster-related information may by law be
accessed by:

* a state agency, for the purpose of aiding and coordinating communicable disease prevention and control efforts, and / or

* a physician or other health-care provider legally authorized to administer immunizations, antivirals, and other medications,

for treating the client as a patient;

I understand that I may withdraw this consent to retain information in the ImmTrac2 Registry beyond the 5 year retention
period and my consent to release information from the Registry, at any time by written communication to the Texas
Department of State Health Services, ImmTrac2 Group — MC 1946, P. O. Box 149347, Austin, Texas 78714-9347.

By my signature below, I GRANT consent to retain my disaster-related information (or my child’s information if
younger than age 18) in the Texas immunization registry beyond the 5 year retention period.

Client (or parent, legal guardian, or managing conservator):

Printed Name:

Date: Signature:

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of
Texas collects about you. You are entitled to receive and review the information upon request. You also have the right to ask the
state agency to correct any information that is determined to be incorrect. See btzp:/ /www.dshs.texas.gor for more information on
Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.
Questions? (800) 252-9152 = (512) 776-7284 * Fax: (866) 624-0180 ¢ wwwlmmTrac.com ¢ ImmTrac2 DC
Texas Department of State Health Services ® ImmTrac2 Group — MC 1946 ¢ P. O. Box 149347 ¢ Austin, TX 78714-9347
PROVIDERS REGISTERED WITH ImmTrac2

Please enter client information in ImmTrac2 and affirm that consent has been granted.
DO NOT fax to ImmTrac2. Retain this form in your client’s record.

Stock No. F11-12956 Revised 03/2017


http://www.ImmTrac.com
http://www.dshs.texas.gov
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