Vaccine Administration Record (VAR) —Informed Consent for Vaccination® Wa@m

Insuvramce o -
ore number: X number: s Sy
D N I B E’r Store address:

SECTION A Qe print clearly.

First name: g Last name: SO,
Dateofbirth === Age: = Gender: OFemale OMale Phone:__
Home address: City: e

State: ___ ZIPcode: ______ Email address: _

Walgreens will send vaccination information from this visit to your doctor/primary care provider using the éontact information provided below.
v Phone:
Address: City: e o SANGE e -

Doctor/primary care provider name:

I want to receive the following vaccination(s): PR

SIS a(el'l=] The following questions will help us deterrine your eligibility lo be vaccinated today.

All vaccines

1. Are you sick today? OvYes ONo ODon't know

A=)

Jo you have allergies to medications, |‘00d. yeast, a vaccine component or latex? OYes ONo O i;r)n.f i'\o

'C,J

Have you ever had a serious reaction after receiving a vaccination? OYes ONo ODon't know

Has any physician or other heal:hcare professional ever cautioned or warnpd you abﬁut recelvmg Certaun vaccines or recruwmg OYes ONo 0ODon't krow
vaccines outside of a medical selling?

on

Do you have a long-terrn health problem, such as heart disease, lung disease, liver disease, asthma, kidney disease, OYes ONo ODon't know
metabolic disease (e.g., diabetes), anemia or other blood disorder? (If so, these need to be addressed in protccol based on
current accepied guidelines.)

6. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? Have you been diagnosed with rheurnatoid OYes ONo 0ODon'l know
artlvitis, ankylosing sponovl:h% or thns drvea‘ae't‘

7. inthe past three maonths, have you taken medlca'mrs tha% weaken your immune system Ruch as Cm‘lsme []rE'.anSF‘FIP tIYeS ONo EI Doﬁ‘t know
other steroids or anticancer drugs, or have you had radiaticn treatments?
Have you had a seizure, a brain disorder, Gl}lllan;gérre syndro"ne o?(;f;éf ngrgézsis?;s;;arg p;dee;ﬁ% - DYaq D-N-o- EI Don't know
9, BDuring the past year, have you received a transfusion of blood or bloed products, or been given immune (gammaj globulin OYes ONc ODon't know
or an antiviral drug? {(Response needs to be addressed in protocol.)
10. Have you received any \,accmatvon* or a TB skin tesl in the past four wee-<57 OYes ONo ODon't know
1. Do you have a history of fainting, particularly with vaccines? - o OYes ONc ODon't know
12. For Tdap and adult Td: Do you have a cut, injury, puncture or open wound tha{ prompted yOu to get a telanus shot? OYes ONe 0ODon't know
13. Have you had a g}as1 reaction to gelat nor trﬁpie antibiotic cintment? o ~ OYes ONo ODon't know
14, For women: Are you pregnant or is there a chance you could becom-e-preg-nant c'i'uriné;. _tﬁe ne%t ménfh? - . DYeé ONo ODon't know
15. Have vou consumed and food or drink in the last hour? Vaxchora® only} OYes ONo DODon't krow
16, Have you taken antibiotics in the last 14 days or antimalarials in the last 10 days? (Vaxchora® only) OYes ONo DODon't know

negdl yuardian ul the patient. burtker. | herzby yive my cunsent to the heali:
itis nol ruc:rblc m vtﬁct aﬂ p{:ssﬁzle side effects or complica

3 vaccineds) lisied ahove. | acknowdedge that. {a) | understa
infermation to the State Registry, to the State HIF or through the
3 :.hm. depending upon my state’s law. | may pravent. by using a slate-agproved opt-oul
der to the State HIC andfor Stale Regsstry; or (b} the State HIC and/or State Registry fio
t Farm, | understand thal. depending on my stale’s law. | may nge
the Stalz HIE and/er State Reygistry o the
stand that my cunsent will remain in s¢fect unl | vithdray my permission and that | may withdraw imy consant by pr
Lor if | withdrav: m‘j ccnscnl, m\- alatc's lavis may permit zerizin disclosures of my vaccination information to or thic:

i procf of vaccination 1o the schoal whsre | am, crmvch1:|
icable Pl.mder to: (@) re?—ase my med-caluroLher informar !ncludmg rrmummumrai‘le diseas:
hird-party payer as necessary 10 slfectuate carz or pay

e arwa r=unslcd |l:,'rs aud semcns I Ius.l'serauss'a 1o be fully

rarmarist or a registered nurse, ficensed practical nurse, icensed vocational nurse, nurse practitonar, physiCian of physician assistant,

try Take Care Healtn Services, an independently owned professicral corporation whose koensed hezlthcare professionals are not emploved by o7 agents
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SECTION D HEALTHCARE PROVIDER ONLY
Complete BEFORE vaccine administration

1. Ihave reviewed the Patient Information and Screening Questions. Initialhere: ______
2. I'have verified that this is the vaccine requested by the patient. Initial here: _
3. This vaccine is approprialte for this patient based on the Age Guidelines provided by federal and/or state regulations Initial here:

and company poficies.

3a. Does this patient have a high-risk medical condition? OYes [ONo
If yes, ploasc list medical cond:twon(s) s

4. The Vaccine NDC matches the NDC en the bortom of this VAR form and the NDC on the pat‘erh Ieaﬁet (Perform 3-way NDC match.) Initial here:

5. |'have verified the Exp:rallon Date is greatcr than toda,fo date and have entered the Lot # and Expwatlon Date in the ficld below. Initial here:

For Shingrix?®, Zostavax" MMR® I, \o'arnfa)(’9 YF-VaxQ Menveo" fmovax* Vaxchora’-’and RabAvert” ensure the vaccine is reconstituted
following the package insert’s instructions.

[Llot#: Expiration Date: - .

For vaccines that have a diluent or buffer, complete the following:

| Lot#: Expiration Date:

SECTION E .

Complete DURING the patient interaction

1. I'have asked the patient to confirm their Name, DOB and Requested Vaccine and verified it matches the information on the VAR form,  Initial here:
?. | have reviewed the Screening Queshons with the palfem Initial here:
3. I have reviewed the VIS with the patient. initial here:

Complete AFTER vaccine administration

Vaccine o NDC Manufaclurer | Dosage Site of acirniniszrauo_nii o lvis b published date o
Clinician’s name (print): __ Clinician’s signature: s o Titte:
If applicable, intern/tech name (print): - Administrationdate: _______ Date VIS given to patient:

18 ,'cw-‘

Ir l‘:sm_r‘c Azr

Inte s ukar

: Mer.

I MM imensies. mumyps, rubslia

Inlra"wm\,.iat

imramxs.dar ar =ub~

fnrra:“‘isc.iar or subcutanzous

1. Update the patient’s record with any new allergy, health condition or primary
care provider information.

2. Enter vaccine lot #, expiration date and site of administration, then scan the
VAR form into the patient’s record.

Intramuscular
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