i
} Patient Name

For vaccine recipients:

The following questions will help us determine if there is

any reason you should not get the COVID-19 vaccine today. : Age i

If you answer “yes” to any question, it does not necessarily mean you ,

should not be vaccinated. It just means additional questions may be asked. Don't
If a question is not clear, please ask your healthcare provider to explain it. Yes No know

1. Are you feeling sick today?

2. Have you ever receiVed'a,dAOSé‘of.COVI'Dﬂ9,va‘tCihe?.' o

. Ifyes, whsch vaccme product dld you rece1ve7 s

3. Have you ever had an allergic reaction to:

{This would include a severe allergic reaction {e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused you to go to the hospital.
It would also include an allergic reaction that occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.)

¢ A component of the COVID-19 vaccine, including p‘olyethylene glycol (PEG), which is found in
some medications, such as laxatives and preparations for colonoscopy procedures

¢ Polysorbate

¢ A previous dose of COVID-19 vaccine

4 :'Have you ever. had an aIIerglc reactlon to another vaccme (o her than COVID 19 vaccme) r an _ 1 e
~ injectable medication? : o
* (Thiswould include-a severe allergic Teaction [e g anaphylaxns] that reqmre treatment»th ,ep]nephrme or Ep;Pen or that

L caused youtogo'to the hospital. It would:also include an allergic reaction t'iat occurred w1thln 4 hours that caused hlves, :
: swellmg, or resplratory dlstress, mcludlng wheezmg) - g B

5. Have you ever had a severe allergic reaction (e.g., anaphylaxns) to something other than a
component of COVID-19 vaccine, polysorbate, or any vaccine or injectable medication? This would
include food, pet, environmental, or oral medication allergies.

: 6.‘-~Have you recelved any vaccme in the last 14 days'?

7. Haveyoueverhada posmve test for COVID-19 orhas a doctor ‘ever told you that you had COVID-19?

8. Have you recelved passwe antibody therapy (monodonal antlbodles or. conv' ’escen
. treatment for COVID 197 -

9. Do you have a weakened immune system caused by somethmg such as HIV infection or cancer or do
you take immunosuppressive drugs or therapies?

: ,. -1‘0.7‘D‘o you hayea bleeding d'ish'rfdetrvdr are you taking a blood thinn 7 S

11. Are you pregnant or breastfeeding?

Form reviewed by Date
01/05/2021

GO Adapted with appreciation from the Immunization Action Coalition {IAC) screening checklists 1



NTEXAS . TEXAS IMMUNIZATION REGISTRY (ImmTrac2)
) ettt | i Serices ADULT CONSENT FORM

(Please print cleartly)

First Name Middle Name Last Name

Female
( ) ‘ Gender: '
Date of Birth (mm/dd/yyyy) Telephone FEmail address D Male
Address Apartment # / Building #
City State | Zip Code County
Mother’s First Name Mother’s Maiden Name

The Texas Immunization Registry is a free service of the Texas Depattment of State Health Setvices (DSHS). The immunization
repistry is a secute and confidential setvice that consolidates immunization tecords for public health putposes (e.g,, giving all doctors
treating a patient a central place to see that patient’s immunization records). With yout consent, your immunization information will
be included in ImmTrac2. For a family member younger than 18 years of age, a parest, legal guardian, or managing conservator may grant consent for
participation for that minor by conipleting the Imm Trac2 Minor Consent Form (H C-7) available for downloading at wwwImm Trac.com.

Consent for Registration and Release of Immunization Records to Authorized Persons / Entities

I understand that, by granting the consent below, I am authotizing Felease of my immunization information to DSHS and I further

understand that DSHS will include this information in the Texas Immunization Registty. Once in ImmTrac2, my immunization
information may by law be accessed by: a Texas physician, or othet health care provider legally authotized to administer vaccines,
for treatment of the individual as a patient; a Texas school in which the individual is enrolled; a Texas public health district or local
health depattment, for public health purposes within their areas of jurisdiction; a state agency having legal custody of the individual;
a payot, currently authorized by the Texas Department of Insurance to opetate in Texas fot immunization records relating to the
specific individual covered under the payor’s policy. I understand that I may withdraw this consent at any time.

State law permits the inclusion of immunization records for First Responders and theit immediate family membets (older than
18 years of age) in the Registry. A “First Responder” is defined as a public safety employee or volunteer whose duties include
responding rapidly to an emetgency. An “immediate family member” is defined as a patent, spouse, child, or sibling who tesides
in the same household as the First Responder. For a family member younger than 18 years of age, a parent, legal guardian, or
managing conservator may grant consent for participation as an “linmTrac2 child” by completing the Immunization Registy
(ImmTrac2) Consent Form (# C-7).
Please mark the appropriate box to indicate whethet you are a First Responder or an Immediate Family Member.

!
[] Lam a FIRST RESPONDER. [] Laman IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First
Responder.

By my signature below, I GRANT consent for registration. 1 wish to INCLUDE my information in the Texas immunization registry.

Individual (or individual’s legally authorized reptesentative): 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
ta correct any information that is determined to be incorrect. See puip:/ /wnmw.dsbs.texcas gov for more information on Privacy Notification.
(Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Questions? (800) 252-9152 . (512) 776-7284 ‘ o Fax: (866) 624-0180 ° wwwlmmTirac.com
Texas Department of State Health Services ¢ ImmTrac Group « MC1946 ¢ 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. F11-13366 Revised 07/2019



TEXAS REGISTRO DE INMUNIZACION DE TEXAS (ImmTrac2)

Health and Human

woasbeprmenatsats OB iy ARTO DE CONSENTIMIENTO PARA ADULTOS §

(Fscriba claramente en letra de molde)
Primer Nombre Segundo Nombre Apellido i} .

‘ Femenino

A Género: )

Fecha de Nacimiento (mm/dd/aaaa)  Teléfono Correo electrénico [___—J Masculino
Direccién 1 ' Apartamento # / BEdificio #
Ciudad Estado  Cédigo Postal ~ Condado
Nombre de la Madre | Apellido de soltera de la madre

|
FI Registro de Inmunizacién de Texas es un servicio gratuito del Departamento Estatal de Servicios de Satud (DSHS) de Texas. Se
trata de un servicio seguro y confidencial que consolida los tegistros ae vacunacién con fines de salud publica (por ej., para darle a cada
médico que atienda a un paciente un lugar central donde pueda ver los registros de vacunas de dicho paciente). Al darnos usted su
consentimiento, los datos sobte sus vacunas s incluiran en el ImmTrac2. En ¢f caso de un menor de 18 afios de edad, uno de los padres, el tutor
legal o ¢ titalar de la custodia puede dar el consentimiento para qie ese menor participe. Para ello, deberd lenar el formulario de consentimiento del I mmTrac?
para menores (B C-7), que prede descargar en: s Inami Trac.com. ‘

Consentimiento para el registro y para divulgar los registros de inmunizacién a las personas o entidades autorizadas
Fintiendo que, al dar aqui mi consentimiento, autorizo la divulgacion de mis datos de vacunacién al DSHS, y ademds entiendo que el
DSHS incluira esta informacién en el Registto de Inmunizacién de Texas. Una vez que la informacién sobre mis vacunas esté en cl
ImmTrac2, las siguientes entidades tendrin por ley acceso a ella: un médico u otro proveedor de salud de Texas legalmente autotizado
para administrat vacunas, con fines de tratamiento de la persona como paciente; una escuela de Texas en la que la persona esté inscrita;

un distrito de satud piblica o departamento de salud local de Texas, con fines de salud piblica dentro de sus zonas de jurisdiccion; una
entidad estatal que tenga la custodia legal de la persona; un pagador actualmente autotizado pot el Depattamento de Segutos de Texas
pata operar en el estado respecto a los registros de vacunacion de la persona que tenga cobertura bajo la péliza del pagador. Entiendo
que puedo revocar este consentimiento en cualquier momento.

La ley estatal permite I inclusién en el ImmTrac2 de los tegistros de vacunacién de los socorfistas y sus familiares directos
(mayores de 18 afios). Se define como “socottista” al empleado de la seguridad puablica o voluntatio entre cuyas funciones esta
responder rapidamente a una emesgencia médica. Se define como “familiat ditecto” a los padtes, el cényuge, hijos o hetmanos
que viven en el mismo hogar que el del socortista. En el caso de un familiar menor de 18 afios, uno de los padtes, el tutor legal o
ol titular de la custodia puede dar el consentimicnto para que el menor participe en calidad de “menot en el ImmTrac2”, lenando

¢l formulatio de consentimicnto (# C-7) del Registro de Iiumun.iz%cién (ImmTrac).
Matque la casilla cortespondiente para indicar si es usted ul‘l socorrista o un familiar directo de este.
] Soy un SOCORRISTA. 1 Soy FAMILIAR DIRECTQ (mayor de 18 afios) de un socotrista.

Con mi firma a continuacién, DOY mi consentimiento para el registro. Deseo INCLUIR mi informacién en el registro de
vacunacién de Texas.

La persona (o el representante legalmente autotizado de la pe rsona): Nombte en letra de molde

Fecha Firma

Notificacién de privacidad: con ciertas excepciones, tiene derecho a pedit v a ser informado sobre la informacién que el estado
de Texas retne sobre usted. Tiene detecho a recibir y examinar la informacién al pedirla. También ticne derecho a pedit ala
agencia estatal que corrija cualquier informacién que se determine es incortecta. Consulte httb:/ /www.dshs fexas. oy para obtener mas

informacion sobre la notificacion de privacidad. (Referencia: C(’)digFO gubernamental, seccién 552.021, 552.023, 559.003 y 559.004)

¢Tiene preguntas? (800) 252-9152 e (512) 776—728111 * Fax: (866) 624-0180 ° wwwImmTraccom

Texas Department of State Health Services ® ImmTrac Groﬁp * 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 yout client’s record.

Stock No. F11-13366 : Revised 07/2019



W\ TEXAS

# Health and Human
¢ Services

Texas Dapartment of State
Health Services

(Please print cleatly)

ENEEENENEEEEEEEEREE

Child’s Last Name

IMMUNIZATION REGISTRY (TmmiTrac2)
Minor Consent Form

ANEEEEEREEEEEEEEERE

Child’s First Name

HRZ/RR/EEER

Child’s Date of Birth

*Children younger than 18 y‘carg old only.

- Child’s Middle Name
‘ Child’s Gender: | |Male [ |Female

EEEENEREEEEEEREENEE

Child’s Address , - Apartment # Telephone
EEEEEEEEEEEEEEEEENEEE NN NN NN
City State Zip Code County
(T I I T I id
Mother’s First Name Mothet’s Maiden Name

ImmTrac2, the Texas immunization registty, is a free service of
immunization registry is a secure and confidential service that cg

the Texas Department of State Health Services (DSHS). The

to ensure that important vaccines are not missed.
The Texas Department o

of age) immunization records. With your consent, yout child’s immunization information will be included in ImmTrac2.
Doctors, public health depattments, schools, and other authorized professionals can access your child’s immunization history

f State Health Services encourages your
voluntary participation in the Texas immunization registry.

»nsolidates and stotes your child’s (younger than 18 yeats

and 1 further understand that DSHS will include this info
s 2 public health district ot local health department, for public

» 2 state agency having legal custody of the child;

Services, ImmTrac Group —MC 1946, P. O. Box 149347, Austiﬁ

Consent for Registration of Child and Release of Immunization Records to Authorized Entities

1 understand that, by granting the consent below; 1 am authorizihg release of the child’s immunization information to DSHS
rmation in the state’s central immunization registry (“ImmTrac2”).
Once in ImmTrac2, the child’s immunization information may by law be accessed by:

« 2 physician, ot other health-cate provider legally authorized to administer vaccines, for treating the child as a patient;

s a Texas school ot child-care facility in which the child is entolled;

» a payor, currently authotized by the Texas Department of Insurance to operate in Texas, regarding coverage for the child.
T understand that I may withdraw this consent to include information on my child in the ImmTrac2 Regjstry and my consent
to release information from the Registry at any time by written communication to the Texas Depattment of State Health

health purposes within their areas of jurisdiction;

, Texas 78714-9347.

Texas immunization registty. 1
Parent, legal guardian, or managing conservator: |

Date ‘

By my signature below, I GRANT consent for registration. I wish to IN CLUDE my child’s information in the
|

Printed Name

Signature

Privacy Notification: With few exceptions, you have the tight 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 cotrect any information that is determined to be incortect. See
information on Privacy Notification. (Refetence: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

bigp:/ [ www.dshs. texcas.gov for mote

L]

Questions?  (800) 252-9152 (512) 776-7284

* Fax: (866) 624-0180

J

wwwilmmTrac.com

Texas Department of State Health Services  ImmTrac 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. C-7

Revised 09/2017



REGISTRO DE INMUNIZACION (ImmTrac2)

A TEXAS

Bofl) venmandioman | L0 s FORMULARIO DE CONSENTIMIENTO
(Favor de escribit clatamente con letra de molde) PARA MENORES
EEEEEEEEEEEREERNEEEE
Apellido del Nifio(a)
EEEEEEEEEEEEEEEEREE N EENEENEEEEERENNEEEN
Nombre del Nifio(a) ' Segundo Nombre del Nifio(a)
L1 /1] I/ T 1 1 | #Solamente nifios menores de 18 afios. Género: [:IMasculino DFemenino

Fecha de Nacimiento del Nifio(a)

(T T OI T T T I I T 1) [T I T T T

Ditreccién del Nifio(a), Calle Apartamento # Teléfono
ENEEEEEENEEEEEEREEEEN NN EEEEN NN EEEEEEE
Ciudad Estado Coédigo Postal Condado

(T I T Ty Cer i i r e rfid]
Nombre de la Madre - Apellido de Soltera de la Madre

ImmTrac2, el registro de inmunizacién de Texas, es un servicio gratis que proporciona el Departamento Estatal de Servicios
de Salud de Texas (DSHS). El registro de inmunizacién es un servicio seguro y confidencial que consolida y guarda el récotd
de inmunizaciones de su nifio(a) (menor de 18 afios de edad). Con su consentimiento, la informacién de la inmunizacién de su
nifio(a) scrd incluida en ImmTrac2. Los doctotes, depattamentos de salud publica, escuelas y otros profesionales autorizados
pueden tener acceso al histotial de inmunizacién de su nifio(a) péra asegutat que las vacunas importantes no le falten.
El Departamento Estatal de Servicios de Salud le anima a participar
voluntariamente en el registro de inmunizacién de Texas

Consentimiento Para Registrar al Merfxor y Dar a Conocer los Documentos
de Inmunizacién a las Entidades Autotizadas
Entiendo que, con mi consentimiento a continuacién, autotizo que se dé a conocet la informacién de inmunizacion del
menot al DSHS, y ademds entiendo que el DSHS incluitd esta informacién en el registro central de inmunizacién del estado
(“ImmTrac2”). Una vez que la informacién del menor esté en ImmTrac2, pot ley la puede acceder:
* ¢l distrito de salud piblica o el depastamento de salud local, pata propésitos de salud puiblica dentro de sus 4reas de
jutisdiccion;
e ¢l médico, o algin otro médico o ptoveedor de atencién de salud legalmente autorizado para administrat vacunas, en el
tratamiento del menor como paciente; ‘
* Ja agencia estatal que tenga la custodia legal del menot; ‘
* la escuela o la guardetia de Texas en que el menor esté insctito;
e ¢l pagador, actualmente autorizado pot el Depattamento del Seguro de Texas para operat en Texas, con respecto 2 la
cobertura del menot.
Entiendo que puedo retirar este consentimiento pata incluir informacién sobre el menor en el Registro de ImmTrac2 y mi
consentimiento para dar a conocet la informacién del registro en cualquier momento mediante comunicacién esctita a Texas
Department of State Health Services, ImmTrac Group —~MC 1 9146, P. O. Box 149347, Austin, Texas 78714-9347.

Al firmar abajo, YO AUTORIZO el consentimiento para régistrarlo. Deseo INCLUIR Ia informacion de mi nifio(a)

en el registro de inmunizacién de Texas. |

Alguno de los padtes, tutor legal o administrador de bienes:
. Escriba con letra de molde

Fecha - Firma

!
Notificacién Sobre Privacidad: Tan solo por unas cuantas excepciones, usted tiene el derecho de solicitar y de ser informado
sobre la informacién que el Estado de Texas tedne sobre usted. A usted se le debe conceder el derecho de tecibir y revisar la
informacion al requeritla. Usted también tiene el detecho de pedir que la agencia estatal corrija cualquier informacién que se
ha determinado sea incortecta, Ditijase a #ip: .1t y para mas informacién sobre la Notificacién sobre privacidad.

(Referencia: Government Code, seccidon 552.021, 552.(52};, 559.003 v 559.004)
¢Tiene preguntas?  (800) 252-9152+  (512) 776-7284 = Fax: (866) 624-0180 » wwwiImmTrac.com
Texas Department of State Health Services * ImmTrac 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. C-7 : Revised 09/2017




