
 

     Vaccine Intake Form 

 
 
 
  

 
 

PLEASE PRINT IN BLACK INK 

Last Name: ________________________________ First Name: ________________________________ M.I.: ______ 

Street Address: _____________________________ City: ________________ State: _______ Zip: __________ County: _________ 

Date of Birth: ______/______/______ Telephone Number: ____________________________ Gender (circle):  Male or Female       

Mother’s Maiden Name: ___________________________  Mother’s First Name: ___________________________  

(this information is used for the State vaccination registry) 

Emergency Contact Information: Name: ________________ Relation: __________________ Phone #: _____________________ 

Primary Physician (name) : ___________________________________________ City: ____________________ State: __________ 

Yes or No              Have you shown any symptoms of COVID-19 and/or been around anyone with a confirmed case in the past 14 days? 

Yes or No Are you sick today? 

Yes or No  Do you have allergies to medications, food, a vaccine component, or latex? (if yes, please list) 

Yes or No      Have you ever had a serious reaction after receiving a vaccination?  

Yes or No               Has a physician or other healthcare professional ever cautioned or warned you about receiving certain vaccines or 
   receiving vaccines outside of a medical (doctor’s office or hospital) setting?   
                                     
Yes or No Do you have cancer, Leukemia, AIDS, Rheumatoid Arthritis, or other immune system problems? 

Yes or No         In the past 3 months, have you taken medicine that affects your immune system, such as prednisone,      
                                other steroids, or anticancer drugs; drugs for the treatment of rheumatoid arthritis, Crohn’s disease or   
                                psoriasis; or have you had radiation treatments? 
 
Yes or No Have you ever had a seizure or other nervous system problem or Guillain-Barre Syndrome? 

Yes or No Have you received ANY vaccinations OR TB skin test in the past 4 weeks? 

Yes or No During the past year, have you received a blood transfusion, blood products, or been given immune (gamma) 
globulin or an antiviral drug? 

 
Yes or No               Do you have a history of fainting, particularly with vaccines?  
 
Yes or No         Do you have a long-term health problem with heart disease, lung disease, asthma, kidney disease,    
                                metabolic disease (e.g. diabetes), anemia, or other blood disorder? 

 Yes or No For women: are you pregnant or do you plan to become pregnant in the next three (3) months? 

 Yes or No For Tdap and adult Td, do you have a cut, injury, puncture, or open wound that prompted you to get a tetanus 
                 shot? (Pharmacists can give even with an injury as long as they have a prescription) 
  
I have read, or had explained to me, the most up-to-date Vaccine Information Statement per the CDC for the vaccine requested and understand the 
risks and benefits. I have been provided an opportunity to ask questions and they were answered to my satisfaction. I wish to receive the vaccine and 
hereby give my consent to receive the vaccine and for the provider to communicate the administration of the vaccine to my primary care practitioner, 
who is listed above. I have read the posted copy of the Patient’s Privacy Policy (a copy is available upon request).  

Signature of person to receive vaccine or their guardian:  
 
                                                                                      
Sign Here: ____________________________________________ Date: ______/______/______  
 
 

 



Office Use Only 

 

Vaccine Trade Name Mfr. Lot # Expiration Body 

Route 

Body Site* mL VIS Date 

Pneumococcal Prevnar13    

Pneumovax23 

   IM RD     LD 0.5 08/06/21 

10/30/19 

Influenza Quadrivalent    IM RD     LD 0.5 08/06/21 

Influenza Quadrivalent High Dose    IM RD    LD 0.7 08/06/21 

Influenza QUAD FLUAD    IM      RD    LD    0.5 08/06/21 

Zoster Shingrix    IM RD   LD 0.5 10/30/19 

Zoster Zostavax    SC RUOT     

LUOT 

0.65 10/30/19 

XX Diluent    Adjuvant        

Tdap Adacel         Boostrix    IM RD     LD 0.5 08/06/21 

Other     IM  SC    

                *RD = right deltoid, LD = left deltoid, RN = right nare, LN = left nare, BN = bilateral nares, SC = subcutaneous, RUOT = right upper, outer tricep, LOUT = left upper, outer tricep 

 

  I have given this person a record of this immunization  

  I have sent written proof of vaccination to this person’s PCP 

 

Administered by: ________________________________ PharmD     RPh     RN    CPhT 

 

Date: _______/_______/_______  

                    

______ Utilizing standing order with store’s standing order provider 

______ Rx Attached/In Pharmacy file – Physician ___________________________________________ 

(Initial)________    NCIR entry completed (Date)____/_____/_____ 

(Initial)________   Choosing a Doctor form given if appropriate 

 

Payment processed in RX30      YES     NO 

NOTES 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

                                                                                                                                                                                      


