1.

2.

3

L sERSICEg
-3 [
& &

| ~ Prevaccination Checklist
- for COVID-19 Vaccines

For vaccine recipients: Name
The following questions will help us determine if there is any reason
you should not get the COVID-19 vaccine today. if you answer “yes”
to any question, it does not necessarily mean you should notbe
vaccinated. It just means additional questions may be asked. Ifa
question is not clear, please ask your healthcare provider to explain it. Yes

Age

Are you feeling sick today? D

Have you ever received a dose of COVID-19 vaccine? |
« If yes, which vaccine product did you receive?

O Phzer O Moderna [ Janssen O Another Product
{Johnson & Johnson)

« Did you bring your vaccination record card or other documentation? {yes/no) i

Have you ever had an allergic reaction to: .
(This would include a severe allergic redction [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 caused hives, swelling, or respiratory distress, including wheezing)

« A component of a COVID-19 vaccine, including either of the following:

o Polyethylene glycol (PEG), which is found in some medications, such as laxatives and [ "1
preparations for colonoscopy procedures 7

o Polysorbate, which is found in some vaccines, film coated tablets, and intravenous steroids

s A previous dose of COVID-19 vaccine

Have you ever had an allergic reaction to another vaccine (other than COVID-19 vaccine)

or an injectable medication?

(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 caused hives, swelling, or respiratory distress,
including wheezing.)

Check all that apply to you:
] Am a female between ages 18 and 49 years old

[0 Had a severe allergic reaction to something other than a vaccine or injectable therapy such as food, pet, venom,
environmental or oral medication allergies

[ Had COVID-19 and was treated with monoclonal antibodies or convalescent serum

[ piagnosed with Multisystem Inflammatory Syndrome (MIS-C or MIS-A) after a COVID-19 infection
I Have a weakened immune system (i.e., HIV infection, cancer)

(O Take immunosuppressive drugs or therapies

[ Have a bleeding disorder

[ Take a blood thinner

[T Have a history of herparin-induced thrombocytopenia (HIT)

£ Am currently pregnant or breastfeeding

[ Have received dermal fillers
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TEXAS TEXAS IMMUNIZATION REGISTRY (ImmTrac2)

s

Texas Department of State
Serdces " | Health ervies ADULT CONSENT FORM
(Please print clearly)
First Name Middle Name Last Name
/ / [ Female - -
4 Gender: -
Date of Birth (mm/dd/yyyy) [ Male Telephone Email address
Address Apartment # / Building #
City State Zip Code County
Mothet’s First Name Mother’s Maiden Name
Race (select all that apply) Ethnicity (select only one)
[J American Indian or Alaska Native O Asian [ Black or African-American [0 Hispanic or Latino
[ Native Hawaiian or Other Padfic Islander [J White {1 Other Race {71 Not Hispanic or Latino
[ Recipient Refused O Recipient Refused

The Texas Immunization Registry is a free service of the Texas Department of State Heaith Services (DSHS). The immunization registry is a
secure and confidental service that consolidates immunization recotds for public health purposes (e.g, giving all doctors treating a patient a central
place to see that patient’s immunization records). With your consent, your immunization information will be included in ImmTtac2.
For a family niember younger than 18 years of age, a parent, lggal gnardian, or managing conservator may grant consent for participation
Jor that minor by completing the ImnTrac2 Minor Consent Form (# (C-7) available for downdoading at wwm i Trac. com.

Consent for Registration and Release of Immunization Recotds to Authorized Persons / Entities
1 understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further understand
that DSHS will include this information in the Texas Immunization Registry. Once in ImmTrac2, myimmunization information may by law be
accessed by: a Texas physician, or other health care provider legally authorized to administer vaccines, for treatment of the individual as a patient;
a Texas school in which the individual is entolled; a Texas public health district ot local health department, for public health purposes within their
areas of jutisdiction; a state agency having legal custody of the individual; a payor, currently authorized by the Texas Department of Insurance to
operate in Texas for immunization records relating to the specific individual covered under the payor’s policy. I understand that I may withdraw
this consent at any time.

Statc law permits the inclusion of immunization records for First Responders and their immediate family members (older than 18 years of age) in
the Registry. A “First Responder” is defined 2s a public safety employee or volunteer whose duties include responding rapidly to an emergency. An
“smmediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the First Responder. For a family
member vounger than 18 years of age, a parent, legal guardian, or managing conservator may grant consent for participation as an “ImmTrac2
child” by completing the Immunization Registry (ImmTrac2) Consent Form (# C-7).

Please matk the appropriate box to indicate whether you are a First Responder or an Jmmediate Family Member..
[J 1 am a FIRST RESPONDER. ] 1am an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First Responder.

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

Individual (or individual’s legally authorized representative): 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
iyou. 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 Axp:/ / pumdibs trxas gor 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 . Bax: (866) 624-0180 . wwwinmlrac.com
Texas Department of State Health Services * ImmTrac Group * MC1946 + P O.Box149347 + Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac2: Pleasc 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.
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EHS EMPLOYEE VACCINATION BOOSTER UPDATE

Beginning, September 24, 2021, the Center for Disease Control and Prevention has
recommended the Pfizer-BioNTech Covid-19 vaccine in certain populations and has also
recommended a booster dose for those in high risk occupational and institutional settings.
The Food and Drug Administration emergency use authorizations to protect as many
Texans as possible. The Food and Drug Administration’s (FDA) authorization and CDC’s
guidance for use are important steps forward as we work to stay ahead of the virus and
keep Americans safe.

Texas Emergency Hospital is a designated Vaccination Hub and will continue to
administer vaccinations to anyone 12 years and older, as well as provide the Pfizer-
BioNTech Covid-19 Booster to individuals who meet the criteria listed below that are at
least six (6) months after their completed Pfizer-BioNTech primary series.

| ATTEST THAT | AM 65 YEARS AND OLDER AND/OR A RESIDENT IN A
LONG-TERM CARE SETTING.

I ATTEST THAT | AM 18 — 64 YEARS OF AGE WITH AN UNDERLYING
MEDCIAL CONDITION.

| ATTEST THAT | AM 18-64 YEARS OF AGE AND AT AN INCREASED RISK
FOR COVID-19 EXPOSURE AND TRANSMISSION BECAUSE OF
OCCUPATIONAL OR INSTITUTIONAL SETTING.

Printed Name:

Signature:

DATE OF BIRTH: CURRENT AGE:

Date:

Texas Emergency Hospital
Cleveland Emergency Hospital
Cleveland Emergency Hospital Woodlands HOPD
Cleveland Emergency Hospital Deerbrook HOPD
Cleveland Emergency Hospital Porter HOPD



