
COVID 19 Vaccination Prescreening form:  For vaccine recipients: 
The following questions will help us determine if there is any reason you should not get the COVID-19 vaccine today. 

Covid-19 Vaccine Provider:  Community Pharmacy 1256 Pennsylvania Ave Tyrone, PA   Clinic ID:  1366 

 

Patient Name: ________________________________________________   Date of Birth: ___________________________    Gender:  M     F 

 

Address: ______________________________________________________   Phone: _______________________     Race: ____________________ 

 

City:      State:    Zip:   Medicare MBI:       
 

If you answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means additional questions may be asked. If a question is not clear, please ask your healthcare provider to explain it. 

                Yes No     Don’t Know 

1. Are you feeling sick today? 
   

2. Have you ever received a dose of COVID-19 vaccine? 
   

• If yes, which vaccine product did you receive? 

Pfizer  Moderna  Another product    __________________ 

3. Have you ever had an allergic reaction to: 

(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused you to go to the hospital. It would also include 

an allergic reaction that occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.) 

• A component of the COVID-19 vaccine, including polyethylene glycol (PEG), which is found in some 
medications, such as laxatives and preparations for colonoscopy procedures 

   

• Polysorbate 
   

• A previous dose of COVID-19 vaccine 
   

4. Have you ever had an allergic reaction to another vaccine (other than COVID-19 vaccine) or an injectable medication? 
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or 
that caused you to go to the hospital. It would also include an allergic reaction that occurred within 4 hours that caused 
hives, swelling, or respiratory distress, including wheezing.) 

   

5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a component of COVID-19 

vaccine, polysorbate, or any vaccine or injectable medication? This would include food, pet, environmental, or oral 

medication allergies. 

   

6. Have you received any vaccine in the last 14 days? 
   

7. Have you ever had a positive test for COVID-19 or has a doctor ever told you that you had COVID-19? 
   

8. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as treatment for COVID-19? 
   

9. Do you have a weakened immune system caused by something such as HIV infection or cancer or do you take 

immunosuppressive drugs or therapies? 

   

10. Do you have a bleeding disorder or are you taking a blood thinner? 
   

11. Are you pregnant or breastfeeding? 
   

 
Consent                         

       

I have read, or have had read to me, the written information regarding the vaccine(s) being administered.  I have had the opportunity to ask questions that were answered to my satisfaction. I understand 

the benefits and risks of the vaccine(s) being administered and have received a copy of a current Vaccine Information Sheet.  I, on behalf of myself, my heirs, executors, personal representatives, agents, 

successors, and assigns hereby agree to release, indemnify, and hold harmless Boalsburg Apothecary, its subsidiaries, divisions, affiliates, agents, officers, directors, contractors, and employees from any and  

all claims arising out of, in connection with, or in any way related to the administration of the vaccine(s).  I certify that I am at least 18 years old and hereby give my consent to the pharmacists of Boalsburg Apothecary 

to administer the vaccine(s). If under 18 years old signature by parent or guardian is required. I agree to wait near the vaccination location for approximately 15 minutes for observation by the pharmacist.  
 

 

 
Vaccine Administered: Moderna Covid-19 Vaccine      Lot:                _                   Exp Date: _________      Site of IM Injection:      LD      RD      

 

 

                  

 Patient Signature    Date    
 

Pharmacist reviewed    Date    

 

Reported To PA SIIS: _____________________ Entered into Pioneer: ________________   Billed to Insurance: ___________________ 

 

First or Second Dose: _____________________________              Appointment for Second Dose: __________________________________   


