
Your Hometown Pharmacy COVID Vaccine Screening Form 

Patient Name:_____________________________________________      Date of Birth:________________________  

Cell Phone:___________________________         Email Address:_________________________________________  

Street Address:_____________________________________ City:________________________Zip:___________   

County:_________________________  

Medicare ID: ___________________________        Social Security Number (if uninsured): ___________________ 

Pharmacy Card     BIN: _________   PCN: _____________  GROUP: ____________ID: _______________________

Race/
ethnicity (optional): 

□ White 
□ Hispanic or Latino 
□ Black or African American 
□ Asian 
□ American Indian 
□ Other 
_____________________________________________________________________________________ 

□   I HAVE READ THE INFORMATION ABOUT COVID-19 VACCINE. I HAVE HAD A CHANCE TO ASK QUESTIONS THAT WERE ANSWERED TO MY 
SATISFACTION. I BELIEVE I UNDERSTAND THE BENEFITS AND RISKS OF THE VACCINE CITED AND ASK THAT THE VACCINE BE GIVEN TO ME. I 
UNDERSTAND THAT IT IS RECOMMENDED THAT I STAY ON LOCATION 15 MINUTES FOLLOWING THE INJECTION. I GIVE MY CONSENT FOR MY 
INFORMATION TO BE POSTED ON THE IMMTRAC WEBSITE. I UNDERSTAND A DRUG FACT SHEET FOR THE MODERNA  OR JANSSEN COVID-19 
VACCINE IS AVAILABLE AT https://www.fda.gov/media/146305/download?utm%E2%80%94medium=email&utm%E2%80%94source=govdelivery  

 Signature: _______________________________________________________  Date:________________ 

Janssen                              Moderna                              Pfizer 

Lot#:_______________ Expiration:___________________                    COVID Site (arm):  R     L 

Administered by:_________________________________  Date:  ____________________    Entered on ImmTrac ________
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