
 
                                          COVID VACCINE ADMINISTRATION RECORD   Clinic __________ 
SECTION A1 

 

Name (First, Middle, Last) ____________________________________________________      Resident         Staff (circle one) 

 

Address_____________________________________   Facility Name_________________________________ 

 

City _________________________________      State _____ Zip___________   Mothers maiden name_______________ 

 

Birth date ____________________       Age _______   Gender(circle)   Male     Female     Phone____________________________  

  

Email______________________________ Social Security Number____________________________________ 

 

SECTION A2  

I want to receive the following vaccination: COVID-19 vaccination. 

CONSENT FOR SERVICES:  I have been provided with the EUA Vaccine fact sheet corresponding to the COVID-19 vaccine(s) that I am 

receiving.  I have received, read and/or have had explained to me the EUA fact sheet on the vaccine and have my questions answered to my 

satisfaction related to the vaccine I have elected to receive.  I understand the benefits and risks of vaccination and I voluntarily assume full 

responsibility for any reactions that may result.  I understand that I should remain in the vaccine administration area for 15 minutes after the 

vaccination to be monitored for any potential adverse reactions.  I understand if I experience side effects that I should do the following: contact my 

doctor, or 911.  I request that the vaccine be given to me or the person named above for whom I am authorized to make this request. 

 

AUTHORIZATION TO REQUEST PAYMENT: I do herby authorize Morton LTC to release information and request payment.  I certify that the 

information given by me in applying for payment under Medicare or Medicaid, or the HRSA COVID-19 Program for Uninsured Patients, is correct.  

I authorize release of all records to act on this request.  I request that payment of authorized benefits be made on my behalf. 

 

DISCLOSURE OF RECORDS: I understand that Morton LTC may be required to or may voluntarily disclose my health information to the 

physician responsible for this protocol of specific health information of people vaccinated by Morton LTC (if applicable), my Primary Care 

Physician (if I have one), my insurance plan, health systems and hospitals, and/or state or federal registries, for purposes of treatment, payment or 

other health care operations (such as administration or quality assurance).  Vaccine Clinics: If I am receiving a vaccine through a vaccine clinic, I 

understand that my name, appointment date and time will be provided to the clinic coordinator. Morton LTC participates in the Wisconsin 

Immunization Registry program (WIR) by entering patient’s vaccinations. Participation in WIR is required for administration of the COVID-19 

vaccine. By receiving this vaccine, you agree to allow Morton LTC to input your vaccination record for COVID-19 into the WIR.  

 

X______________________________________               Print Name _____________________________Relationship______________ 

Signature of person electing to receive the vaccine or person authorized to make request. 

 

SECTION  B1 Screening Questions   

The following questions will determine if you can be vaccinated today:  

1. Are you sick today?                                       Yes_____  No_____  

 

2.Do you have COVID-19?                                                                        Yes_____         No_____ 

 

3.Have you been treated with antibody therapy for COVID-19 (monoclonal antibody or convalescent plasma)?       Yes______ No______ 

 

4. Do you have any health conditions, such as heart disease, diabetes, asthma, or are you immune compromised?  

If yes, please list_________________________________________________________________                           Yes_____  No_____ 

 

5. Do you have a history of anaphylaxis or have you ever had an allergy or reaction to vaccines, injectable therapy, 

or anything else (food, medicine, latex, polyethylene glycol, etc) including fainting or dizzy spells?                          Yes_____ No_____ 

 

6. Have you ever had a seizure disorder for which you are on seizure medication(s), a brain disorder,  

Guillain-Barre Syndrome?  (a condition which causes paralysis) or other nervous system problem?          Yes_____ No_____ 

 

7. Have you received any vaccines in the past four weeks?            Yes_____ No_____ 
 

8. Are you pregnant, breastfeeding or plan to become pregnant in the next month?               Yes_____       No______ 

                                                                                                                                                                                         

9. Is this your first or second dose of COVID-19 vaccine?                                                                                            1st            2nd (circle one) 

If second, list date and manufacturer of first dose: Date___________ Manufacturer____________________            

                          

SECTION B2 I certify that I am: (a) the patient and at least 18 years of age; (b) the legal guardian of the patient or representative of; or                  

 (c) a representative of the LTC and, based upon clinical observation, have sufficient knowledge of the patient’s condition to answer the Screening 

Questions. I also acknowledge that I have had a chance to ask questions and that such questions were answered to my satisfaction. 

 

Patient/LTC Representative_______________________________________________________Date_________________________   

 

See back of page 
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SECTION C Insurance-Patient to complete, if applicable 

       Please be sure to record both pharmacy and medical insurance information since there are multiple ways to bill for 

immunizations.                           
 

 

 

 

 

 

 

 

 

 

 

 

Attach copy of card front and back. 

If patient is not card holder provide card holder name, date of birth and relationship_________________________________ 

 

If uninsured, you must check the box below to attest that the following information is true and accurate:  

󠆯I do not have any insurance, including but not limited to Medicare, Medicaid or any other private or government-funded health 

benefit plan. Please provide valid Social Security number, state ID number or driver’s license number and state of 

issuance___________________________   Patient signature and date_____________________________ 

 
What to expect after: 

https://www.cdc.gov/coronavirus/2019-ncov/vaccines/expect/after.html 

EUA Information fact sheet on Covid vaccine (Pfizer)  

www.cvdvaccine.com  

EUA Information fact sheet on Covid Vaccine (Moderna) 

www.modernatx.com/covid19vaccine-eua  

V-safe address: www.cdc.gov/vsafe   

 

SECTION D Healthcare Provider to complete Before Administration  

1. I have reviewed the patient information and Screening Questions.             

2. I have verified that this is the vaccine requested by the patient.                

3. The vaccine is appropriate for this patient based on the age. 

guidelines provided by the federal and/or state regulations and company 

      policies. 

        4.      Does this patient have a high risk medical condition? 

                  If yes, please list__________________________     

5. The vaccine NDC matches the NDC on the bottom of this VAR form. 

6. I have verified the Expiration date is greater than today’s date and entered lot # and expiration date below. 

      Initials__________ 

 

SECTION E Healthcare Provider to complete during patient interaction  

1. I confirm the patient’s information to be correct, name, DOB and the requested vaccine matches the information on the VAR.                                                                                                                                                                 

2. I have reviewed the screening questions and answers.                                 

3. The EUA fact sheet and VSAFE information have been given to the patient/ representative.                    

Initials _____________ 

 

SECTION F Healthcare provider to complete after vaccination administration                                                      

For Office Use COVID 19 Vaccine 

        Pfizer         Moderna     

 

Lot#____________________ 

Exp_____________________ 

NDC____________________ 

If applicable 

Diluent lot#______________ 

Diluent exp date___________ 

 

Volume 0.3ml    0.5ml (circle one)  

Place Label Here 

 

 

 

 

 

 

Body Site: (circle one)    

LEFT Deltoid          RIGHT Deltoid 

1st dose     2nd dose      

 

EUA Fact sheet given        Moderna          Pfizer       

Revised December 2020                                        

Signature/Title                                       Date 

Recorded in WIR  

(check when done)                               _________Initials 

Date__________      

 

  MortonLTC, 201 E. Bell Street, Neenah WI 54956 

                                                 

  

Non Medicare Pharmacy Card Medical Card 

Insurance plan ID:   

Member/Recipient ID#   

RX BIN:  N/A 

RX PCN:  N/A 

Group Number:   

 

Medicare Medicare Part B (new 

number) 

Medicare 

Number: 

 

https://www.cdc.gov/coronavirus/2019-ncov/vaccines/expect/after.html
http://www.cvdvaccine.com/
http://www.modernatx.com/covid19vaccine-eua
http://www.cdc.gov/vsafe

