S Addendum to COVID-19 Vaccine
Bt/ HoaphandHuman | o atth Services Information Statement
T agree that the person named below will get the vaccine checked below.

I received a copy of the EUA Fact Sheet for the vaccine listed above.

Tknow the risks of the disease this vaccine prevents.
I know the benefits and risks of the vaccine.
I have had a chance to ask questions about the disease the vaccine prevents, the vaccine, and how the vaccine is given.

I know that the person named below will have the vaccine put in his/her body to prevent the disease this vaccine prevents.

AR e

I am an adult who can legally consent for the person named below to get the vaccine. I freely and voluntarily give my
signed permission for this vaccine.

*STATEMENT: I authorize the release of any medical or other information necessary to process the claim. I also
tequest payment of government benefits to the party who accepts assignment.

Provider Identification Number:

Health Insurance Name/ Number:

Vaccine to be given: X] COVID-19 Vaccine by Moderna

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. Youalso have the
right to ask the state agency to correct any information thatis determined to be incorrect. See http://wwwdshs.texas.gov for
morte information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Privacy Notice: I acknowledge that T have received a copy of my immunization provider’s HIPAA Privacy Notice.

Information about person to receive vaccine (Please print)

Name: Last First Middle Initial Birthdate Sex
(mm/dd/yy) | (citcle one)
M| F
Address: Street City County State Zip
Milam TX

Signature of person to receive vaccine or person authorized to make the request (parent or guardian):

X Date:
X Date:
Witness
[ ] casH [ ] cHEck For Clinic / Office Use Only
Clinic / Office Address: Date Vaccine Administered:

Vaccine Manufacturer: Moderna
Milam Co. Health Dept. | Vaccine Lot Number:
209 S Houston St.
Cameron, Texas 76520
254-697-7039

Site of Injection; LD

Title of Vaccine Administratot:
Signature of Vaccine Administrator:
Date Fact Sheet Given:

Notice: Alterations or changes to this publication is prohibited without the express written consent of the Texas Department
of State Health Services, Immunization Unit.

Instructions: File this consent statement in the patient’s chart.

Immunization Unit 2020



Pre-Vaccination Checklist
for COVID-19 Vaccines

For vaccine recipients: Puttertt fine
The following questions will help us determine if there is

any raason you should not get the COVID-19 vacdine today. Age
If you answer“yes" to any question, itdoes not necessarily

mean you shauld not be vaccinated. it just means additional

guestions may be asked. f a question is not dear, please ask

your healthcare provider to explain it

Yes

Don't
Mo know

1.

Are you feeling sick today?

2.

Have you ever received a dose of COVID-19 vaodine?

= [fyes, which vaccine product?

O pfizer
Omodema
L] Another prodiusct

3‘

Have you ever had a severe allergic reaction (e.g. anaphylaxis) to something?
For example, a reaction for which you were treated with epinephrine or EpiPen®,
ar for which you had to go to the hospital?

s Was the severe allergic reaction after receiving a COVID-19 vaccine?

o Was the severe allergic reaction after receiving another vaccine or
another injectable medication?

Have you received passive antibody therapy {monodonal antibodies or convalescent
serum) as treatment for COVID-197

3.

Have you received another vacdne in the last 14 days?

Hawve you had a positive test for COVID-19 or has a dector ever told you that you
had COVID-197

7.

Do you have a weakenead immune system caused by something such as HIV infection
of cancer of do you take immunosuppressive drugs or therapies?

Do you have & bleeding disorder or are you taking a blood thinner?

B

Are you pregnant or breastfeeding?

12421 f20

Form reviewed by Date

CEINASGE Adapted with appreciation fiom the immuniation Action Coaliticn (AD) screening checklists




NTEXAS TeiesDepatsentefGiata TEXAS IMMUNIZATION REGISTRY (ImmTrac2) -'
(5] vesthsndhuman | TerasDepartm ADULT CONSENT FORM -
(Please print cleatly)
First Name Middle Name Last Name
Female
( ) Gender:
Date of Birth (mm/dd/yyyy) Telephone Email address I:I 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 Department of State Health Services (DSHS). The immunization
registry is a secure and confidential service that consolidates immunization records 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 ImmTrac2. For a family member younger than 18 years of age, a parent, legal gnardian, or managing conservator may grant consent for
participation Jor that minor by completing the ImmTrac2 Minor Consent Form (# C-7) availabl for downloading at www.Imm Trac.com.

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

I 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, my immunization
information may by law be accessed by: a Texas physician, or othet health cate 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 or local
health department, for public health purposes within their areas of jurisdiction; a state agency having legal custody of the individual;
a payor, cutrently 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 undetstand that I may withdraw this consent at any time.

State 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 as a public safety employee or volunteer whose duties include
responding rapidly to an emergency. An “immediate 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 younger than 18 years of age, a parent, legal guardian, ot
managing conservator may grant consent for participation as an “ImmTrac2 child” by completing the Immunization Registry
(ImmTrac2) Consent Form (# C-7).

Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member.

[J] Lam a FIRST RESPONDER. [7] Iam an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First
Responder.

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

Individual (or individual’s legally authotized representative): Prnted 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 /11p:// ww. dshs. texcas. sov 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 . Fax: (866) 624-0180 . wwwlmmTrac.com
Texas Department of State Health Setvices ¢ 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. F11-13366 Revised 07/2019



NTEXAS o atarsee REGISTRO DE INMUNIZACION DE TEXAS (ImmTrac2) | Mgl
Heatthandbuman | B s FORMULARIO DE CONSENTIMIENTO PARA ADULT

7 Services Health Services =
(Escriba claramente en letra de molde)
Primer Nombre Segundo Nombre Apellido )
Femenino
Género: )
Fecha de Nacimiento (mm/dd/aaaa) Teléfono Correo electrénico I:l Masculino
Direccién Apartamento # / Edificio #
Ciudad Estado  Cddigo Postal ~ Condado
Nombre de 1la Madre Apellido de soltera de la madre

El Registro de Inmunizacién de Texas es un servicio gratuito del Departamento Estatal de Servicios de Salud (DSHS) de Texas. Se
trata de un setvicio seguro y confidencial que consolida los registros de vacunacién con fines de salud publica (por ¢}., para datle 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 sobre sus vacunas se incluirin en el ImmTrac2. E# ¢/ caso de un menor de 18 afios de edad, uno de los padres, ¢l tutor
legal o ol titular de lu custodia puede dar el consentimiento para que ese menor participe. Para ello, deberd lenar el formulario de consentimiento del ImmTrac?
para menores (H C-7), que puede descargar en: www ImmiTrac.com.

Consentimiento para el registro y para divulgat los registros de inmunizacién a las personas o entidades autotizadas

Entiendo que, al dar aqui mi consentimiento, autorizo la divulgacién de mis datos de vacunacién al DSHS, y ademds entiendo que el
DSHS incluiri esta informacién en el Registro de Inmunizacién de Texas. Una vez que la informacién sobte mis vacunas esté en el
ImmTrac2, las siguientes entidades tendrin por ley acceso a ella: un médico u otro proveedor de salud de Texas legalmente autorizado
para administrar vacunas, con fines de tratamiento de la persona como paciente; una escuela de Texas en la que la petsona esté inscrita;
un disttito de salud piblica o departamento de salud local de Texas, con fines de salud piblica dentro de sus zonas de jurisdiccién; una
entidad estatal que tenga la custodia legal de la persona; un pagador actualmente autotizado por el Departamento de Seguros de Texas
para operar en el estado respecto a los registros de vacunacién de la persona que tenga cobertura bajo la péliza del pagador. Entiendo
que puedo revocar este consentimiento en cualquier momento.

La ley estatal permite la inclusion en el ImmTrac2 de los registros de vacunacién de los socorristas y sus familiares directos
(mayores de 18 afios). Se define como “socorrista” al empleado de la seguridad publica o voluntario entre cuyas funciones esti
responder ripidamente 2 una emergencia médica. Se define como “familiar directo” a los padres, el conyuge, hijos o hermanos
que viven en el mismo hogar que el del socortista. En el caso de un familiar menor de 18 afios, uno de los padres, el tutor legal o
el titular de la custodia puede dar el consentimiento para que el menor participe en calidad de “menor en el ImmTrac2”, llenando
el formulario de consentimiento (# C-7) del Registro de Inmunizacién (ImmTrac).

Marque la casilla correspondiente para indicar si es usted un socorrista o un familiar directo de este.

I:I Soy un SOCORRISTA. [ ] So FAMILIAR DIRECTO (mayor de 18 afios) de un socotrista.
Yy y Y

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 autorizado de la persona): Nombre en letra de molde

Fecha Firma

Notificacion de privacidad: con ciertas excepciones, tiene derecho a pedir y a ser informado sobre la informacién que el estado
de Texas retine sobre usted. Tiene derecho a recibir y examinar la informacién al pedirla. También tiene derecho a pedir a la
agencia estatal que corrija cualquier informacién que se determine es incorrecta. Consulte /z17:/ / 0y para obtener mas
informacién sobre la notificacién de privacidad. (Referencia: Cédigo gubernamental, seccién 552.021, 552.023, 559.003 y 559.004)

¢Tiene preguntas? (800) 252-9152 . (512) 776-7284 . Fax: (866) 624-0180 . www.ImmTrac.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. F11-13366 Revised 07/2019



\ TEXAS

) et Texas Department of State ImmTrac2 Immunization Registry
T Senvices™ ™™ | Health Services DISASTER INFORMATION
(Please print clearly) RETENTION CONSENT FORM

Client’s Last Name

LLI LI LTI T TTTTT T T T T T I T I T T ITT T T 117

Client’s First Name Client’s Middle Name

*A parent, legal guardian or managing
I I I / l | I/ I I | | I conservator must sign this form if the client Client’s Gender: I:lMale I:IFemale
Client’s Date of Birth is younger than 18 years of age.
LI TP T TTTTTTIT ) I T T T] CIT-T TTITTT1]
Client’s Address Apartment # Client’s Telephone
LI LTI O] O] I T T T T TTTT1]
City State Zip Code County
[T T T T T T T I T I Iy L P T TP TTTTTTT]
Mother’s First Name (if client is younger than 18 years Mother’s Maiden Name (if client is younger than 18
of age) years of age)

ImmTrac2, the Texas immunization registry, has been designated as the disaster-related reporting and tracking system for
immunizations, antivirals, and other medications administeted to individuals in preparation for, or in response to, a disaster or
public health emergency. From the time the event is declared ovet, 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 (DS HS) encourages your

voluntary participation in the Texas immunigation 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 authotizing retention of my (or my child’s) disaster-related information
by DSHS beyond the 5 year retention petiod. 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 cootdinating communicable disease prevention and control efforts, and / ot

* 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
petiod and my consent to release information from the Registry, at any time by written communication to the Texas
Department of State Health Setvices, 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
younget 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 421/ cov 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 * www.lmmTraccom * ImmTrac2 DC
Texas Department of State Health Setvices * 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




X\ TEXAS

B Healthand Human | 1€xas Department of State

ImmTrac2 Immunization Registry

S Senices HealthServices FORMULARIO DE CONSENTIMIENTO
(Favor de escribir claramente con letra de molde) DE RETENCION DE INFORMACION
LLI I T T T TT T T TTTTT] SORRE L DESASIRE
Apellido del Cliente
LI L LTI TTTTTTITIIT] [T TTT T I TTTITTITITITIT1]
Nombre del Cliente *Uno de los padres, el tutor Segundo Nombre del Cliente
P A Nt G Ol e e T iy G40t (] tasutno [Jremenino

LI T I LI TTTPTTTTITTIITY [ITTTT] HESEREREEER

Direccion del Cliente Apartamento # Teléfono del cliente
(LI LT T TTTTTTTTIITTY O OO [OITITITIIT11d
Ciudad Estado Cédigo Postal Condado

LI LI LTI T T I T T I T T T[T T T T T T T T T TTT1]

Nombte de la Madte (si el cliente es menor de 18 afios de edad) Apellido de Soltera de la Madte (si el cliente es menor de 18 afios de edad)

Nombte de la Madre (si el cliente es menor de 18 afos de edad) Apellido de Soltera de la Madte (si el cliente es menor de 18 afios

de edad) ImmTrac2, el registro de inmunizacién de Texas, ha sido designado como el sistema de informacién y seguimiento para
inmunizaciones, antivirales y otros medicamentos administrados a individuos durante la preparacién o respuesta a un desastre o
emergencia de salud publica. A partir del momento en que se declare finalizado el evento, ImmTrac2 retendrs la informacién
relacionada con el desastre recibida por profesionales de la salud dutante un periodo de 5 afios. Al final del periodo de retencién de 5
afios, la informacién del cliente relacionada con el desastre se removera del registro a menos que se dé el consentimiento para retener
la informacion en ImmTrac2 mis alla del petiodo de retencién de 5 afios.

E! Departamento Estatal de Servicios de Salud de Texas (DSHS) le anima

a participar voluntariamente en el registro de inmunizacion de Texas.

Consentimiento de retenciéon de informacién relacionada con el
desastre y dar a conocer la informacién a entidades autorizadas
Entiendo que, al dar mi consentimiento a continuacién, autotizo al DSHS a que retenga mi informacién relacionada con el desastre
(0 1a de mi1 hijo[a]) mas alld del periodo de retencién de 5 afios. Ademas entiendo que el DSHS incluirs esta informacién en el registro
central de inmunizacién del estado (“ImmTrac2”). Una vez que mi informacién relacionada con el desastre (0 la de mi hijo[a]) esté en
ImmTrac2, puede ésta por ley ser accedida por:
* las agencias estatales, con el propésito de ayudar con los esfuerzos de prevencién y control de enfermedades transmisibles y su
coordinacién y
* los médicos o demas profesionales de la salud legalmente autorizados para administrar vacunas, antivirales y otros medicamentos,
para el tratamiento del cliente como paciente.
Entiendo que puedo retirar el consentimiento para retener informacién en el registro ImmTrac2 mis alla del periodo de retencién
de 5 afios y mi consentimiento para dar a conocer la informacién del registro, en cualquier momento mediante comunicacién escrita
dirigida a Texas Department of State Health Services, ImmTrac2 Group — MC 19406, P. O. Box 149347, Austin, Texas 78714-9347.

Con mi firma a continuacién, DOY mi consentimiento pata que se retenga mi informacién relacionada con el
desastre (o la de mi hijo[a] si es menor de 18 afios de edad) en el registro de inmunizaciones de Texas mas all4 del
petiodo de retencién de 5 aiios.

Cliente (o padre / madre, tutor legal o custodio administrador):

Nombrte en letra de molde
Fecha: Fitma:

Notificacién Sobre Privacidad: Tan solo por unas cuantas excepciones, usted tiene el derecho de solicitar y de ser informado sobte la
informaci6n que el Estado de Texas reine sobre usted. A usted se le debe conceder el derecho de recibir y revisar la informacién al requeritla,
Usted también tiene el derecho de pedir que la agencia estatal corrija cualquier informacién que se ha determinado sea incorrecta. Dirdjase

a bitp:/ /. dshs. fexcas. oo pata mas informacion sobre la Notificacion sobte privacidad. (Referencia: Government Code, seccidn 552.021,
552.023, 559.003 y 559.004)

Al rellenarlo, mandelo por fax o cotteo postal al Grupo ImmTrac2 del DSHS o a un proveedor de salud inscrito.
¢Tiene preguntas? (800) 252-9152 « (512) 776-7284 + Fax: (866) 624-0180 * wwwlmmTrac.com ¢ ImmTrac2 DC
Texas Department of State Health Setvices ® 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




