
FCHD/FCHC Screening Questionnaire for COVID-19 Vaccine 
Information about the person to receive vaccine (Please Print) 

Last Name                     First Name                Middle Initial                      
 

 
  

                  Street Address   City             State          Zip  
  
 

 

Date of Birth Phone #    
 

Age 
 

Sex 
 Female  Male 

 

Race/Ethnicity 
 

                        DON’T  
                                        YES     NO     KNOW  

1. Been ill with a fever in the last 24 hours?    

2. Have you ever received a dose of COVID-19 vaccine? 

If yes, which vaccine product?      Pfizer       Moderna       Another product__________ 
   

3. Have you ever had a severe 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 polyethylene glycol (PEG), which is found in 
some medications, such as laxatives and preparations for colonoscopy procedures 

   

 Polysorbate    

 A previous dose of COVID-19    

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 [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.) 

   

5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) 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 received another vaccine in the last 14 days?    

7. Have you had a positive test for COVID-19 or has a doctor ever told you that you had 
COVID-19? 

   

8. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as 
treatment for COVID-19? 

   

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

   

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

11. Are you pregnant or breastfeeding?    

I have answered the above questions to the best of my knowledge.  I have received a copy of the appropriate Pfizer/Moderna/Janssen EUA Fact sheet 
about the COVID-19 vaccine to be given today.  I have read the fact sheet or have had someone read it to me.  I have had a chance to ask benefits and 
risks of the vaccine.  I ask that the vaccine indicated on this record be given to me or the person named for whom I am authorized to make this request.  I 
also grant permission for this record to be released to providers, health departments, schools, day-care centers, WIC, and community and state 
immunization registry databases. 
I have been offered a copy of the FCHD/FCHC Notice of Privacy Practices.  By signing this consent, I authorize the use and/or disclosure of my health 
information for treatment, payment or health care operations.  I also request payment of government benefits to the FCHD/FCHC.  This consent is in effect 
unless and until I revoke it in writing. 

 
 

Signature of person to receive vaccine or person authorized to make the request (Parent or Guardian) Date 

 
 
 

 

 

Vaccine  MFG Vaccine Lot #               Injection Site Dosage Nurse Initials & DATE 
 

Pfizer 
Moderna 
Janssen 

 

  DELTOID  IM            LT     RT 0.3 ML 
 

0.5.ML 

 




