Vaccine Administration Record (VAR)—Informed Consent for Vaccination
Walgreona

Store number: Rat number:
Stors addrass;

Please print clearly,
First name: Last name:
Date of birth: Age: Gender: Ofemale CiMale Phone:
Home address: City:
State: .. ZIPcods:

Email address:

Walgreens will send vaccination information from this visit to your doctor/primary care provider using the contact information provided below.
Boctor/primary care provider name: Phone:
Address: City: State: ... ____ ZIP code:

I want to receive the following vaccination(s):

I TTIBEY The following questions will help us determine your eligibilly to be vaccinatad today,

All vaccines
i. Do you feel sick today? - - [Yes CINo C1Don't know
2. Do you have any health conditions, such as heart disease, diabetes or asthma? OYes ONo CDon't know

If yes, please fist;
3. Do you have allergies to latex, medications, food or vaccines {examples: aggs, boving protein, gelaiin, gentamicin, polymyxin,  OYes INo ODon't know

neormycin, phencl, yeast or thimerosaly?

If yes, please list:

4. Have you ever had a reaction after receiving a vaccination, including fainting or feeling dizzy? ' ClYes ONo 0O Don'ikmow
5. Have you ever had a seizure disorder for which you are on saizurg medication(s), a brain disorder, Guillain-Barré syndrome OYes ONo ODon't know
{a condition that causes paralysis) or other nervous system protlem?

6. For womers: Are you pregnant or consldering becoming pregnant in the next morth? : DOYes CINo CIDont know

For chickenpox, MMR? H, shingles, Vaxchora®, yellow fever only:
Only answer these questions If you are receiving any vaccinations listed above.

7. Have you received any vaccinalions or skin tests in the past four to sight weeks? OYss [INo [IDon't know
if ves, please list: '

8. Do you have a condition that may weaken your Immine system (e.g., cancer, laukemnia, lymphorna, HV/AIDS, transplant)? OYes ONo ODon't know

8. Are you currently on home infusions, weekly injections such as Humira® {adalimumab), Remicade® (infiximab) or Enbrel® COYes ClNe ODon't know
{tanarcept), high-dose methatrexate, azathioprine or 6-mercaptoptring, antivirals, anticancer drugs or radiation treatments?

10. Are you currently taking high-dose steroid therapy (prednisone > 20mg/cay or equivalent) for longer than 2 weeks? (IYes ONo Don't know

11. Have you received a transfusion of blood or blood products or been given a medication called immune {gamma) globulininthe OYes ONo IDon't know
past yaar?

12. Do you have & history of thymus disease (including myasthenla gravis, DiGeorge syndrome or thymoma), or had your thymus CYes ONo EDon't know
removed? {yellow fevar only)

13. Do you have a hislory of thrommibocylopenia or thrombocytopenia purpura? (MMB? [l only) [Yes [CINo C1Don't know
14. Have you consumed any food or drink in the last hour? (Vaxchora® only) OYes ONo ODon’t know
15, Have you taken antibiotics in the last 14 days or antimalartals in the last 10 days? (Vaxchora® only) OYes [INo ODon't know

SECTION.G

I certify that | 2m: {a) the pallentard at feast 18 years of age; {b) the parent er logal guacdian of the mingr patient; or ) the legal guardian of tha patient. Futher, | herely give my consent ta Walgreens or Duane Reade snd the ficensed healihcare professlonal
adminlsiering the vaceine, as applicable (ach an “applicabie Provider”), o adminisler the vaceinets) | have requested abovs. | understand that It ls nol passible to pradict all possible side effects or complications aszoclaled wits receiving vacclnefs), |
ungersiand the risks and benefits assoclated with the alove vacrine(s) and hava recelved, read and/or had explainad (o me 1he Vacelae Information Statemants on ihe vacclne(s) | have elected o recelve. ! also acknowledga that | have had a chance o ask
questions and that such questions were answered to my satisfacton. Furlier, | acknowledge that t havs been atvised 1o remaln near the vaccination location for abservatlon for approximately 15 minules after adminlstralion. On behalf of mysell, my helrs.
and perscnél representatves, | hereby releasa and hold hasmiess each applicable Peovider, its siaff, agents, succsszors, dhviglons, affiliates, subsidiarles, officers, directors, contraclors and employees from any and all Yablitles or claims whalher Kriown of
ueknown arlsing aut of, In connection with, of Inany way relaled to the acminislration of the vaccine(ss Hsted aliova, | acknowledge that: @) [understand the purposes/benefils of my state's vacelnalion registry {'State Reglstry") and my state's health Informallan
exchange {"State HIE"); and {b) the appicahle Provider may disclose my vaccination Information to-tha Stata Registry, to the State HIE, or through the State HIE lo the State Reglsiry, for purposes of public health reparting, or 1o my ealihcare providess encolled
intthe State Reqistry andfor State HIE for purposes of sars coordinatlon, | acknowlsdge that, tepending Upon my state's law, | may prevent, by using s state-approved opt-out form or, as permitied by my state law, an opt-gul form (“Opt-0ul Form*) furnished
by the applicable Provider: {a) the disclostre of my vaccination Informalion by the applicable Provider 1o (he State HIE and/or Statg Regisiry; or (b) the State HIE and/or S1ate Reglstry from sharing my vaccination Informatlon with any of my other healihcara
providors enrollad in the State Reglstry anddor State HIE, The applicable Provider will, If my sale permils, provids me with: an Qpl-Out Form. | undaratand that, depending on my state's law, | may nead to apecifically consent, and, 10 the extent required by my
statos law, by signing below, | hereby do cansent 1o the applicable Previder reporting my vaccination infarmation 1o the State HIE, or through the State HIE and/or State Ragisiry to the entiies and for he purposes described in this Informed Congent form.
Untess | provide the appilcatle Provider with a signed Opl-Qul Form, | undarstand thal my consent will remaln In effect until | withdraw my permission and that | may withdraw my consent by providing a compleled Opt-Gut Form to e applicabie Provider
andfor my State HIE, as applicable. t understand that aven f | do not consant or I Jwilhdraw my consent, my state’s laws may permi cerlain disclosures of my vaceinallon Information to or Hhrough the State HIE a5 required o parmitied by law. | also atthorlze
the agplicakls Provider 1o discloss my, or my child's for unemancipated minor for whom | am amhorlzed to acl as gquardian o7 In faco parentis}, proof of vacelnation to the school where [ am, or my child (or unemanclpated minar for whor | am authorized fo
aclas quardian or fn loco parentis} Is, a sludent or prospective studsnt. | further authorize the applicable Provider lo: ta) release my madical of ather informatien, Including my communicable disease (including HIV), mentat health and drug/alcohot atuse
Intormalian, to, or through, the Stase HIE to my healthcare professionals, Medicare, Medlcald, or other third-party payer as necessary lo-effectuate care or payment; (b) submil 2 clalm o my Insurer for 1he above raquested ltems and services; and {c) requiest
payment of authorized henefils be made on my behalf to the applicatie Provider with respect to the above requesled ilems and services. | furlhier agree 1o be fully financlally responsibie for any cost-sharlng amounts, Ingluding copays, colnsurance ang
deductibles, for th requested lems and services, as well as tor any requested Items and services not covered by my insurance benefits. | understand thal any payment for which | am financlally resporsiie is cu ut the time of service or, If the appilcatle
Provider Ivolgas me after the ime of service, upan raceipt of such invaice,

Patient signature: Date:
{Parent or guardlan, If minor)
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ISECTIOND s i e = “HEALTHCARE PROVIDERONLY =~

Complete BEFORE vaccine administration

1. l havra rewewed ’[he Pat;ent Infcn'mat]on and Screenmg Questmns Inma! herﬂ
2 1 have verifi ed that th|s is the vaccine requested by the pahent lmtal here
3. Th|s vaccing is appropriate for this pahnnt based on the Age Gu1del:nes prcmded by federal and/or state regulations Imt:al here:

and company policies.

3a. Does this patient have a high-risk medical condition? OYes ONo
if yes, please list med:ral condition(s):

4. The Vaccine NDC matches the NDC on the bottom of this VAR form and the NDC on the patlent leaflet. (Pen‘orm 3-way NDG match) Initial here

5 | hava verified the Explratlon Date is greater than today’s date and have entered the Lot # and Explratlon Date in the fi eld below Initial here

For Shingnx@ Zustavax@ MMR® 1, Varivax®, YF-Vax®, Menveo®, lmmlan(e Vaxr:hara@and FlabAvert@ ensure the vaccine is recanstlluted
following the package insert’s instructions.

Lot #: Expiration Date:

For vaccines that have a diluent or buffer, complete the following:

Lot# __ : Expiration Date:

Complete DURING the patient interaction

T l have as&ed the patﬁem to confsrm their Name, DOB and Requested Vaccme and vermed it matches the mformatlon on the VAR form.  Initial here:

2, I have rewewed the Screening Questmns with he patient. Initial here:

3. |have rewewed the VIS with the patient. Initial here:

Complete AFTER vaccine administration

Vaccine NDC Manufacturer | Dosage Site of administration VIS published date
Clinician’s name (print): Clinician’s signature: Title:
If applicable, intern/tech name (print): Administrationdate: __ Date VIS given to patient:

1. Update the patient’s record with any new allergy, health condition or primary care provider information.
2. Enter vaccine lot #, expiration date and site of administration, then scan the VAR form into the patient's record.
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