CLARKSVILLE SCHOOL DISTRICT

David Hopkins, Ed.D. - Superintendent

1701 CLARK ROAD » CLARKSVILLE, ARKANSAS 72830
TELEPHONE: 479-705-3200 ¢ FAX: 479-754-3748

Coronavirus-19 Vaccination Clinic on April 19, 2021
(only for students age 16 and older)
In compliance with the Family Education Right to Privacy Act (FERPA) (20 U.S C. 1232g; 34 CFR Part

99), I give permission for my child to participate in the School Immunization Clinie. ] understand that the
appropriate Pfizer Company, Department of Health, and local Claiksville Family Pharmacy consent forms

will'be: provided for my consideration pl'lOl‘ to the clinic.

De conformidad con la Ley dél Der.echo ala prlvacldad de la Educacién Familiar (FERPA), doy permiso
para que mi hijo{a) participe en la Clinica de Viacunacion escolar. Tengo entendido que los formularios de
consentimiento correspondientes de la Compaiiia Pfizet, Departamento de Salud y la Farmacia Familiar de

Clarksville local se proporcionara para mi consideracion antes de la clinica.

Name of Parent/Legal Guardian

(Nombre del Padre de familia /
Responsible del menor)

Minor’s First and Last Name

(Nonibre y Apellido del menor)

Parent/Legal Guardian Signature

(Firma del Padre de familia / Responsable del
menor)

Date signed

(Dia firmado)

Jiarkevitia Public Schools does not discriminate on the basis of race, color, national origin, sex, age, qualifying handicap or military status.



COVID-19 Vaceination Consent Form 2020-2021

Last Name (Please print) First Name Ml Date of Birth Omale O Female
Address . ' City State | Zp
Phone Number , * | Emall Nams of Primary Care Provider

Foe S e e kg ;:'":¢_;_ LY, 3 e e, 'iq '
R e R S OREENING HOR:

1. Are you preghant? i
2, Ara you cumrendly breastieeding? : Yes No
3, Have you had a severe allergle reaction {e.g. anephylaxis, frouble breathing) to other vaccines or Yes No
injectable medicationsfinfusions? . ’

4, Have you had a severe aliergic reaction {e,g,, enaphylaxis, trouble breathing) o eny component of the y No
vaccine, inchuding Yipid nanoparticles or polyethylene glycol (PEG)? £

5. Havo you recelved any other vaccine within the past 44 days or are scheduled to recefve any vaccine In Y N
the next 14 days? . B
8. Hawe you received convalescent plasma or monocionalipolycional antibody infussions for COVID-19 v N
within the past D0 days? : = °
7. Are you under age 167 Yes No
8. Are you cumrently sldt? For axample, ara you currently tm:edeming faver, chills, cough, shoriness of Yes No
breath, difficulty breathing, fatigus, muscle or body aches, etc.?

9. Do you haye a bleeding disorder or are you taking a blood thinmer? Yes No
10, Have you tosted positive for COVID-19 in the Jast 10 deys? Yes No
11. Are you cusrenttly in quarantine for COVID-19 exposure? Yas No
12. 3 this Is your second dose, when was the date of your first dose? { I
13. If this is your second dose, which vaccine did you receive {Piizer, Modema, etc.)?

B
G i oo CONSENFEOR VRCCINATIONS 1/

| wiltthave reviewed my snswers to the questions above with the vaccinator, R experience any adverse reactions after leaving, | will nolify my
primary cars provider, 1 have viewed the Emeygency Usa Authorization Fact Sheet provided to me today, | understand the bonefits snd risks
of the vacclne.

Tho vacaine checked 2bove shotld be givan to the person named above tor whom 1 am authorized to make this request. {updorstand that ! can
review a Notice of Privacy Practice at the iine of vaccination.

Guardian Signature for Minor:

Date.

Dats
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b L guiesn Bre=terve wailll allow ouy |§|I:l!llunl:‘n{:-

Clonfickenrial Holrs
Information Shee

PLEASE PRINT:

o mantain yoin phanmsicowticn hiatory property @nd will akd in
msclvinlng wou shbaut the esdicalionn wou ane using

Thaat: Yfoa
Date:

LAST NANME

FIRST MAME

MIDDLE BITIAL [SEX

OmQrF

STREET ADDRESS

CITY, STATE, ZiP

HOME PHONE GEl

LL (IF YOI WOLILD
LIKE TEST NOTIFICATION)

DATE OF BIRTH

HCONTAINER PREFERENGE
3 crao-PRoOOF

{J NON cHILD-PROGE

SOCIAL SECURITY MUMBER

KMNOWN DRUG ALLERGIES

FHARMACIST'S NOTES.

L T T P ———— vt ofls chodigss,

Thaets ';;..:J

Hoja de informacién confidencial: Historia e informacién de un estudiante mayor o de 16 afios.

Sus respuestas a las siguientes preguntas permitirdn a nuestros farmacéuticos mantener su historial farmacéutico
correctamente y le ayudardn a informarle sobre los medicamentos que estad utilizando.

Gracias.

Apellido del paciente,

, Nombre

, Medio inicial

Género: Hombre___ o Mujer___

Direccién:

Ciudad, Estado, Cédigo Postal:

Teléfono;

teléfono celular:

Fecha de Nacimiento:

Nimero de Seguro Social:

Alergias a los medicamentos (Alergias conocidas a los medicamentos):

Notas del farmacéutico:

¥




Person Receiving Vaccine:

Last Name:

(Legal) First Name: MI:

DatgofBirth:Dj I ] IW

1. Ihave read or had explained to me the Vaccine Information Statements for the two dose series Pfizer vaccine and

understand the risks and benefits of this vaccine.
I give concent to the Clarksville Family Pharmacy and it's staff, partnering with the Arkansas Health Department
and Clarksville School District, to give Pfizer Covid-19 vaccine to my child named below that is 16 years of age or

over.
l'understand that information about this Covid-19 Vaccinaattionin will be included

of Health’s Immunization Registry.

® in the Arkansas Department

2. "To my Insurance Carrier (s):
® lauthorize the release of any medical information necessary to process my insurance claim (s).
I authorize and request payment of medical benefits directly to Clarksville Family Pharmacy.

(-]
| agree that the authorization will cover all medical services rendered until such authorization is revoked by me.

s |agree that the photocopy of this form may be used instead of the original.

3. PATIENT INFORMATION:
(Legal) First Name: MI: ____ Last Name; ___

Date of Bnth LLJ! LU/I | l | [ Gender: D MaleD Female Phone #:

Stredt Address: P.0. Box ' Apt. No.

City:"_ _' State: Zip Code: [___lj:D]

4. INSURANCE STATUS (Check appropriate box):
Patient’s Relationship to Insurance Policy Holder: DS@IF DSpouse DCIu’ld DOther
DMcdicaid/ARKidsNumber:l l ‘ ‘ ’ I ' ! I I I '

E}Medicare Number: [ [ [ [T TTF [ T]

2] msuraricg Company Name: :

Médtbestorpotiey #:[ | [ [ [ [T [ [ T[]

REQUIRED POLICY HOLDER Information:
(Legal) First Name:

Policy Holder Dateol'l}irth:l:,:'.d ‘ ]/} l I J ’Email Address:

Policy Holder’s Employer Name:

MI: East Name:




