Community Off-Site Vaccine Administration Record (VAR}—Informed Consent for Vaceination w‘z@m

Plaase complste Soctiona A, B, C for all immunizalions prier fa the chnic date. | l OFF-SITE CLINIC BILLING GROUP ! Storg sumber
MedicaliPharmacy insuranco [Section D), localed on batk of ths form, -} : Slore address'
must be comploted o the "Off-mils Clinic Billng Group® (box to the nght) is 3

Blank, or as direeted by your employer Il j | R numhier;
Plaase print clearly.

First name: Last name:

Date of birth: Age: Gender: Dfemals DOMale Phone:

Home address: City:

Stater _______ ZIPcode: . Email addross:

Walgreans will send vaccination information from this visit fo your doctor/primary care provider using the contact information provided helow.

Doctar/primary care provider name: Phone: —
Address: City: State: ZiP code:

1 want to receive the following vaceination(s):

Sl (el 8] The following questions will helo us dstermine your eligibfity to be vacenated today,

All vaccines
1. Do you feei sick today? OYes ONo ODon't know
2. Do you have any heallh conditions, such as heart disease, diabetes or asthma? OYes ONo DODon't know

i yes, please list.

3. Do you have allergies 1o latex, medications, tood or vaccines {examyples: eggs, bovine proteln, gelalin, gentamicin, polymyxin,  EiYes ONo O Don't know
neomycn, phanol, yeast or thimerosa)?
If yes, please list;

4. Have you ever had a reaction after receiving a vaccination, including famting or feeling dizzy? BYes ONo ODon't know

5. Have you ever had a selzure disordler for which you are en sefzure medicalian(s), a braln disorder, Gullan-Band syndrome DYes CONo DDon't know
{a condition thal causes paralysis) or olher nervous system problem?

6. For women: Are you pregnant or considering bacoming pregnant in the next month? OYes {ONo Don know

For chickenpox, MMR® Il, shingles, vellow fever anly:
Only answar these quesions if you are receving any vaccinations histed above,

7. Have you raceved any vaccinations or skin tests in the past four to eight weeks? OYes [No ODon't know
if yas, please list;

8. Do you have a conditon that may weaken your immune system (.., cancer, leukemia, lymphoma, HIV/AIDS, transplant)? OYes ONo ©Don'tknow

9. Are you currently on homa infusions, weekly injections such as Humira® (adalimumab), Ramicade® (infiximab) or Enbrel? OYes ONo B1Don'i know
(stanercept), high-dose methotrexate. azathioprine or 8-mercaptopunne, antivrals, anticancer drugs or raciation treatments? . )

10. Are you cwirently taking high-dose steraid therapy (prednisone > 20mg/day or equivalent) for longer than 2 weeks” OYes ONo [Don't know

11, Have you receved a transfusion of blood or bioad products or been given a medication called immune {gamma) globulin nthe  [IYes E1No [IDon't know
past year?

12. Do you have a fusiory of thymus disease (including ryasthenia gravis, DiGeorge syndrome or thymoma), or had your thymus OYes [INo ODon't know
removed? (yellow fever only}

13. Do you have a history of thrombocytopenia ar thrambotytopenia purpura? {(MMR2 li only) OYes [INa ODon't know

| vehfy that bam {o) the panert ang 31 least 18 years of age, (1] tha parent of lagal guard:an af the munor pakent; or (¢} the legal guardisn of the patent, Fusther, | hareby give my consant fo Walgiashs of Duara Reada end the | censed
healtheare professional admunsiarng the vateing, &s apphicabla (sach aa "appicable Prondar™), to adminstsr the vaceina(s) | have raquestad above, | understand that it is aot possible to pred:ct all passibla sida alfects or complcabons
assacrated wilh rgceing vaceine(s), | understand the nsks and henalits associatedt with the atova vattineds) and have recelved, read and/or had oxplnlnay to mo the Vaccine Infarmation Sielemants on the vaccine(s) | have elacted 1y
recenn, ) afso acknodedge thal havo liod a chance [0 askquestons Bnd thal sugh questions were aaswared Lo my satisfastion Furiher, | ackoowletio that [ have baen sdvised 1o remasn near the vaccmation facalion for ebservabion for
appiowmalely 15 runules after adaunziration On beball of myself, my ha.ts and cersonal representabves, | hereby rolease and hold harmiess each appkcabie Provider, e siall, agents, svetassors. dvisions, atslates, subsidianes olficers,
tirectoss, contractars and employas from any and all katities or claims whether koown or unknawn snsing out of, :n coanacton wit, or in any viay related 10 the administration of tha vaceuels) bsled above Eacknonlzdge that {a) |
understand the purposes/Ganalils of my $1a63's vacinabon regisiry ("State Ragistry’| Radimy stato’s health mformation exchangs ("Stata HIE"); and (b) the spplicablo Provder may disclosa my vaccination Infosmation to the Siale Regrsiry,
1o 4ha State HIE, of through the State KIE to the Stats Regisiry, for purposes of pubkc healih reposhing, o tn my healthcare prowdars enrolled wn the Stala Repstry andfor State HIE for purposes of care cosrdnatian. | agknowdodye that,
dopend.agucen my stale’s law, | may prevant by using a siala-approved opl-out farm or, 35 permiliad by my slate law an opt-out form (“Opt-Out Form™) lurmished by tha appliceble Prowdar (a) the disciosure of my vaccisabon migimaton
by tho appheable Provider Lo the State HIE and/or Stale Remstry, or (b) the Stafe KIE and/er Siate Registry from shaning my vacginahipn wfaration with any of my other healthears providare snrolind in tha Slate Bemsiry endver Stals HIE

Tra apphiablo Peovidor wl, if my state permuls, providi mo with an Opt-Out Ferm. | undorstand that, depenting an my state’s law, | rmay need 1o specifically sonsent, and, o tho extant requircd by my stalo’s law, by saimg below, | hereby
o consenit to the applicable Provider reparkng my vaconation infonmatisn 16 the State HIE, or through Lhe State HIE &nd/or State Regsstry (o the entibies and for the purposes dascahad in this Inforrmed Conseat dorm, Unless | pamds the
applicable Prowider vaih & signed Opt-Cut Form, § nderstand that my cansent valf remain i eflect yabd | vathdray my paranssion and that | may eathdraw my corsent by prowding a completad Opl-0ut Form to tha applicabla Prondo*
andfor eny Stata HIE, as apphicable lunderstand thal even i | do not consant or il | withdrawmy cansent, my state's laws may parmit certan thsclosures of my vactination informnation ko or through tho Stata HIE as raquired or permutigd by
lats 1 6fs0 authanza the eppleatle Provder to thsclose my, of my chuld's (o1 vnamancipatay minor for whomm Eem suthorizati 10 2cl a5 guardian or Inlovg pazentss). proof of vasuinatian 1 the schood where | am, or my child {or ongmancipated
munor far whom | am sothanzed to act as guardian o7 i lozo patealis) 1s, a stdent or praspacina sludent  further authonze the appicable Provder lo (3 releasa my madial of oihat nformatios nefuting my communicaie disease
(iacluciny HIVY, menlal nealth 2no drop/efcohol abuse infarmation, 2o, o theouph, the Stale HIE to ey hazkcnre pofessionals, Modicare, Medicaid, or clher Uurd-party payer as necessary to-efloctuale car of payment, &) submt a claim
o my sure for the abave zequested tems and services, and {6} sequest payment of authenzod banedts be mada on my behall to the applicatls Provider wath fespet! o the above roguestad dems and services, | lurther agrea fo be luly
financually responsibla for any cost-shanng amounts, including copays, ceinsuranca and dadciidles, for the fequested Nems and services, 85 wall as for any renuested Hams and sernvices aot covered by sy msutance benehis #understang
that zny pagment for wich | am financizlly resgoasibln s5 due al the mo af sezata of, d the apphcshls Provider lnvaices ms affer the bme of service, wpon roceip! af such impice

Patient signature: Date:
{Parant of guardan | minozt
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