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Milam County Health Department

Addendum to COVID-19 Vaccine
Information Statement

I agree that the person named below will get the vaccine checked below:
I received or was offered a copy of the Vaccine Fact Sheet for the vaccine listed above.
I know the risks of the disease this vaccine prevents.

1 know the benefits and tisks 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 putin his/her body to prevent the disease this vaccine prevents.
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

¢ request payment of government benefits to the party who accepts assignment.

; Provider Identification Number:

© Medicate Health Insurance Claim Number:
. Vaccine to be given: DCOVID-19 Vaccine by Moderna, I—_—I COVID-19 Vaccine by Pﬁzér,D COVID-19 Vaccine by Johnson & Johnson

: 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 htp://wwwdshs.texasgov for more information on Privacy Notification. (Reference; Government

Code, Section 552.021, 552.023, 559.003, and 559.004)
_ Privacy Notice: I acknowledge that I have received a copy of my immunization provider’s HIPAA Privacy Notice.
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Information about person to receive vaccine (Please print)

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

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

Milam Co. Health Dept.
209 S Houston St.
Cameron, Texas 76520
254-697-7039

X Date:
X__ Date:
Witness
N . . . American Indian or
RACE White Black or African American Alaska Native
. Native Hawaiian or Other
Asnaﬁ Pacific Islander Other
ETHNICﬂ'Y Hispanic or Latino Not Hispanic or Latino
- [] casH [[] CHECK For Clinic / Office Use Only
| Clinic / Office Address: Date Vaccine Administered:

Vaccine Manufacturer: Moderna / Pfizer / Johnson & Johnson

Vaccine Lot Number:

Site of Injection: RD / LD

Title of Vaccine Administrator: RN / LVN / EMT-P

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
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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 not be
vaccinated. It just means additional questions may be asked. If a
question is not clear, please ask your healthcare provider to explain it.

Age

Yes
1. Areyou feeling sick today? -

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

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

S 1 g ey

O

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

3. Have you ever had an aflergic reaction to: ,
(This wolld include a severe.allergic réactiorn fe.g. anaphylaxis] that reguired treatment with epinephiine or Epifen* or that caused you
to.geto the hospital. itweuld also Includean allerglc reaction thatcaused hives, siwelling, of respiratory distress, Including wheezlng.)

* Acomponent of a COVID-19 vaccine, including either of the following:

o Polyethylene glyeo| (PEG), which is found in some medications, such as laxatives and 3
preparations for colonoscopy procedures - ¢

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

* A previous dose of COVID-19 vaccine

R meae v o

4, 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 fe.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that
caused you to go to the hospital. It would also include an ailergic reaction that caused hives, swelling, or respiratory distress,
including wheezing.) &
. 5, Check all that apply to you:
[J Am a female between ages 18 and 49 years old

[] Had a severe aflergic reaction to something other than a vaccine or injectable therapy such as food, pet, venom,
- environmental or oral medication a!l’e'rgies :

[0 Had COVID-19 and was treated with monoclonai antibbdies or convalescent serum

03 Diagnosed with Multisystem Inflammatory Syndrome (MIS-C or MIS-A) after a COVID-19 infection
O Hévé a \-r;éakened imhuﬁé syst;en'; (e, HIV inféctfon; cér;cer)

[ Take immunosuppressive drugs or therapies “

0O Have a bleeding disorder |

1 Take 2 blood thinner

O IHave a history of herparin-induced thrombocytopenia (HIT)

u] Am c&rrenﬂy pfegnant oF Abreastf“eéd‘ing )

[0 Have received dermal fillers

Form reviewed by Date

O T)g

Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists
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) TEXAS . IMMUNIZA'HON REGI.S'TRY ﬂmmTracZ) . "

Tuas Department of State
/ sfﬂn':".?"d "f'f"‘" l Heath Servics : -~ Minor Consent Form
(Pleese print Clearly)
Child’s First Name Child’s Middle Name Child’s Last Name
/. / *Children younger than 18 . [ Maie - -
. : g Child’s Gender: . :
Child’s Date of Birth years old anly. eneer DchﬂlC Telephone
Child’s Address Apartment #. _ Ema_il_address
City State - Zip-Code County
Mother’s First Name ' a Mother’s Maiden Name
Race (select ‘all that apply):. ' ‘Ethnicity (select only one):
0 Amencan Indian or Alaskan Native l:l Asian ] Black or Afncan American | I:I Hispanic or Laﬁno
D Native Hawauan or Other Pacific Islander [ White D Other Race L I:I Not H:spamc or Latino
[0 Recipient Refused -~ © . .. TR ~ [ Recipient Refused ~

The Te_xas Immunization Registry (ImmTracZ) is a free service of the Texas Department of State Heelr.h Ser\fxces (DSHS) The lmmumz:mon
registry is a securé and confidential service that consolldates and stores your child’s:(younger than 18  years of age) i iminunization records With
your consent, your childs i lmmumzauon mformauon w:ll be iricluded in lmmerl Doctots, pubhc henlth dcpartments, schools, :md other .
authorized professionals can access you.t chllcl ] 1mmumzauon hlstory to ensure that xmportant vaccmes are not missed.

The Texas Department of State ‘Health Semces encourages your
- voluhtary participation in the Texas immuhization registry.

Consent for Regxstrauon of Child and Release of Immunization Records to Authonzed Entmes

I understand that, by gnmung the consent below 1 am nuthonzmg release of the child’s immunization, mfo:mauon to DSHS and l Bitther
understand that DSHS will melude this mformauon in the state’s central lmmumunon registry (T mmeeZ") Once in ImmTrac2, thc child’s
immunizdtion information may by lzw be accessed by:

= a public health distsict or local health depanment, for pubhc health purposes within their areas of jutisdiction;

* a physician, or other health-care provider legally authonzed to admxmster vaccines, fot treating the ch:ld as a patient;

* a state agency: havmg legal custody of the child; -

°a Texas school or child-cire facxhty in wluch the child is ¢nrolled; - ' o o

* 2 payor, cutrently authorized by the Texas Depnrtrnent of Insurance to opeme in Tcxas, regnrdmg coverage for the ch:ld
1 undersmnd that I may w:thdxa\v this consent to include information on my child in the ImmTrac2 Registry and my consent to ;elease
information from the Registry at any time by written commumcauon to the Texas Depamnent of Smte Health Semces, lmmTtac Gmup M(.
1946, P.O. Box 149347, Austin, Tcxas 78714:9347. o . . IR

By my signature below, I QRAH_’[ consent for reg:strauon I wish to INQLQDB oy ¢ chlld’s mfoxmanon in the Texas nnrnumzauon

fegistry.
Parent, legal guardmn, or managing conservator:

o v
. Printed Name

Date it " 3 . Signature

Privacy Notification: With few excepuons, you have the right to request and beinformed about information that the State of Texas collects
about you. Youare ‘entided 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 mmmme for mote 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 Gtoup ora tegisteted Health-care provider.

(800) 252-9152 *  (512) 776-7284 e Fax: (B66) 624-0180 *  wwwImmTrac.com *  ImmTrac DC
ImmTrac2 Group — - MC 1946 ] P O. Box 149347 + Austin, TX 78714-9347

Questions?
Texas Department of State Health Services

Please enter client information in lmm'l‘mc.. and affirm that consent has been granted.
DO NOT fax to InmTrac2. Retain this form in your client’s record.

Stock No. C-7 Revised 02/2021



TEXAS Texas Immunization Registry (ImmTrac 2)

Texas Department of State . . .
;‘:‘”I""" Human Health Services Disaster Information Retention Consent Form
(Please print clearly)

*A parent, legal guardian or managing conservator must sign this form if the client is younger than 18 years of age.

First Name Middle Name Last Name
/_ /£ Gender: L) Male ] :
Date of Birth (mm/dd/yyyy) [J Female Telephone Email address
Client’s Address Apartment # / Building #
City State Zip Code County
Mother’s First Name Mother’s Maiden Name
Race (select all that apply): Ethnicity (select only one):

O American Indian or Alaskan Native O Asian  [J Black o1 African American [ Hispanic or Latino

[0 Native Hawaiian or Other Pacific Islander [] White O Other Race [0 Not Hispanic or Latino

[J Recipient Refused O Recipient Refused

The Texas Immunization Registry (ImmTrac2) has been designated as the disaster-related reporting and tracking system for
immunizations, antivirals, and othet medications administered to individuals in preparation for, o1 in response to, a disaster or public
health emergency. From the time the event is declared over, ImmTrac2 will retain disaster-selated 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 (DSHS) encourages your
voluntary participation in the Texas Immunization Registry.

Consent for Retention of Disaster-Related Information and Release of Information to Authorized Entities

T understand that, by granting the consent below, I am authorizing retention of my (or my child’s) disaster-related information
by DSHS beyond the 5 year retention period. 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 coordinating communicable disease prevention and control efforts, and / or

* 2 physician or other health- care provider legally authorized to administer immunizations, antivirals, and other medications, for

treating the client as a patient;

T understand that I may withdraw this consent to retain information in the ImmTrac2 Registry beyond the 5 year retention period
and my consent to release information from the Registry, at any time by written communication to the Texas Department of State
Health Services, ImmTrac2 Group ~ MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below,]1 GRANT consent to retain my disaster-related information (or my child’s information if
younger than age 18) in the Texas immunization registry beyond the 5 year retention period.

Client (or parent, legal guardian, or managing conservator:) Ponted N
tin ame

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 http:/ /wrww.dshs.state.tx.us 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 ¢ wwwlmmTrac.com *  ImmTrac DC
Texas Department of State Health Services ¢ YmmTrac2 Group -MC 1946 + P O. Box 149347 Austin, TX 78714-9347

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 02/2021




