
 
 

 
PHARMACY                 □ Acton Pharmacy                  □ Keyes Drug              □ Theatre Pharmacy 

□West Concord Pharmacy                    □Winchester Pharmacy 
               

 

 
 
Last Name:                                                           First Name:                                                              M.I.:      

Date of Birth: Age: [ ] Male [ ] Female Phone:   

Street Address:                                                                                                                                                                                               

City: State:          Zip: Email:     

Race: □ American Indian or Alaska Native     □ Asian    □ Native Hawaiian or other Pacific Islander  
                □ Black or African American                □ White   □ Other    □ Unknown    
  Ethnicity: □ Hispanic or Latino     □ Not Hispanic or Latino    □ Unknown   

Primary Care Physician Name:   Physician Phone:    
 

The following questions will help us determine your eligibility to be vaccinated today (please ask for assistance if 
needed): 

 
1. Do you feel sick today? [ ] Yes [ ] No 
2. Have you been vaccinated in the past 28 days? [ ] Yes  [ ]No 
                                                                                 If yes, please list:   
3. Do you have any health conditions, such as: Heart Disease, Diabetes, Cancer, or Asthma? [ ] Yes [ ] No 

                     If yes, please list:    
4. Do you have ALLERGIES to medications, latex, food, or any vaccine/ vaccine components? [ ] Yes [ ] No 

                     Examples: Egg protein, Cow protein, Gelatin, Gentamicin, Polymyxin, Neomycin, Phenol, Yeast, or 
               Thimerosal. If yes, please list:   

5. Have you ever had a serious reaction after receiving an immunization, including fainting or feeling dizzy? 
               Did you require medical assistance? [ ] Yes [ ] No 

6. Have you ever had a seizure disorder for which you are taking seizure medication(s), a brain disorder, 
Guillain-Barre Syndrome (a condition that causes paralysis), or other nervous system disorders?  
                                                                                                                                                           [ ] Yes [ ] No 

7. Are you on, or have you recently taken medications that affect your immune system?                 [ ] Yes [ ] No 
               Examples: corticosteroids (Prednisone), anti-rejection medications, chemotherapy  
               If yes, when was your last dose and what was the dose taken?                                                     

8. For women: Are you pregnant, considering becoming pregnant in the next month, or breastfeeding?  
  [ ] Yes [ ] No 

9. For COVID Vaccine only:  
Have you been diagnosed with or tested positive for COVID in the last 14 days?   [ ] Yes  [ ] No 
Have you been treated with antibody therapy specifically for COVID-19 
       (Monoclonal anti-bodies or convalescent plasma)?         [ ] Yes [ ] No 

 
10. For patients under the age of 18 (to be completed by Parent/Guardian) 

I GIVE CONSENT for my child named at the top of this form to be vaccinated with this vaccine. (If this consent form is not 
signed, then your child will not be vaccinated)  
 
Signature of Parent/Legal Guardian ______________________________________________ Date: __________ 

 
Version DH 09012025 
           *if available at the pharmacy

Vaccine Administration Record (VAR) – Informed Consent for Vaccination 

To be completed by PATIENT                Vaccine(s)*: [ ] Flu [ ] Pneumonia [ ] Tdap [ ] Shingrix [ ] RSV 
Please check off vaccines you wish to receive today   [ ] COVID  [  ] MMR  [ ] Other   
   

Section A: Patient Information 

Section B: Medical Information 



 

   
  

CONSENT FOR SERVICES: I have been offered with the Vaccine Information Sheet(s) or patient fact sheet corresponding to the vaccine(s) 
that I am receiving. I have read the information provided about the vaccine I am to receive. I have had the chance to ask questions that were 
answered to my satisfaction. I understand the benefits and risks of vaccination, and I have voluntarily assumed full responsibility for any 
reactions that may result. I understand that I should remain in the vaccine administration area for a minimum of 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: call 
the pharmacy, contact my doctor, and/or call 911. I request that the vaccine be given to me or to the person named above for whom I am 
authorized to make this request. AUTHORIZATION TO REQUEST PAYMENT: I do hereby authorize The Pharmacy to release information 
and request payment. I certify that the information given by me in applying for payment under Medicare or Medicaid or Private Insurance is 
correct. I authorize benefits be made on my behalf. DISCLOSURE OF RECORDS: I understand that The Pharmacy 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 
at The Pharmacy or at Clinics (if applicable), and/or my Primary Care Physician (if I have one), and/or my insurance plan, and/or health 
systems and hospitals, and/or state or federal registries such as Massachusetts Vaccine Registry (MIIS), for purposes of treatment, payment, 
or other health care operations (such as administration or quality assurance). I also understand that The Pharmacy will use and disclose my 
health information as set forth in the Notice of Privacy Practices (copy is available in-store, on-line or by requesting a paper copy from the 
pharmacy). AUTHORIZATION: I do hereby consent the Pharmacy to submit vaccination data to state and federal vaccination registries. 
 
 
 
 
 
 

Patient/Parent/Guardian Signature Printed Patient/Parent/Guardian Name Date 
 
 

 
 

      
            
 Vaccine          :  

     
 NDC           : 

 
Dosage      : 

Site of   R  /  L              
: Administration 

 
VIS Published Date : 

 
Lot#           : 

       
        Expiration Date 

 
 

Vaccine         : 

 
 

NDC          : 

 
 
Dosage        : 

 
Site of    R  /  L          
: Administration     

 
 
VIS Published Date :  

 
 
Lot#             : 

 
 

 
Expiration Date 

 
 

Vaccine         : 

 
 

NDC          : 

 
 
Dosage        : 

 
Site of    R  /  L              
: Administration 

 
 
VIS Published Date :  

 
 
Lot#             : 

 
 

 
Expiration Date 

Dose Administered:   0.5ml      0.3ml     0.2ml       other:________ 
 
Immunizer Name (print): Immunizer Signature:   

 

Administration Date: Date VIS given to patient:    
 

 

 

 

  Version DH 09012025 
 

 
Medicare 

 
Medicare Part B 

Medicare number:  

 
Last 4 digits of SSN: 

 

 Pharmacy Card  
 
RX BIN:  

 

 
RX PCN:  

 

 
Member ID:  

 

 
RX Group:  

 

Section C: Insurance Information  

Section E: To be completed by Pharmacy 

Section D: Consent  

*Number on red, white, and  
blue card  

Do you have Medicare Advantage (Part-C)?   [ ] Yes [ ] No 
If so, please provide a copy of the card to the pharmacy.  


