
  . L 

 

cc

 

R

 

S

 

s A s

 

COVD-  
  . L 

  

  R-De o

  L-De o

 

 

cc c

 

L

 

E

 

T cc  

A s

    

 

DATE of VACCINATION: 

_________________ 

LOCATION of 

VACCINATION: 

_________________ 
 

COVID-19VACCINESCREENINGandCONSENTFORM 
 

FIRSTNAME: 

MIDDLENAME: 

ADDRESS: 

CITY: 

 

DOSE#: 

 

 
 
RACE: 

 
 
 
 
 
 
 
 
 

       1ST DOSE                         2nd  DOSE 
 
  White 

  Black-AfricanAmerican 

  Asian 

  Pacific Island 

  Hawaiian 

  American Indian 

  AlaskaNative 

LASTNAME: 

Date of Birth: 

STATE: 

ZIP: 

PHONE: 

GENDER 
 
 
 
 

ETHNICITY: 

 
 
 
 
 
 
 
 
 

Male 

Female 

Not  reporting / Other 
 

   

Non-Hispanic 

  Hispanic 

  Unknown

 
FORADMINISTRATIVEUSEONLY: 

Insurance (Circle One):   Medicare    MassHealth    Private         Uninsured    
(Please do not use Medicare Supplements as they will not cover the injection, Please use your Medicare A or B) 

 

If Private Insurance please enter the insurance name: _______________________________________________ 

 

Member Number: ____________________________    Group Number: _________________________________ 



SCREENINGforCOVID-19VACCINEELIGIBILITY 
 

PleasecircleYESorNO foreachquestion 
 

Is the recipient under 18 yearsofage? If you answer YES, then a Parent or Guardian must sign below. YES NO 

Hastherecipient receivedanyvaccinationswithin the last14 days? YES NO 

Hastherecipient receivedapreviousdoseofCOVID-19vaccine? YES NO 

Doesthe recipienthavea knownallergytoan ingredient of theCOVID19vaccine,oranyother vaccine,orhastherecipi-

entexperiencedananaphylacticallergicreaction toother injectablemedications? 

 

YES 
 

NO 

Is the recipient currentlypregnant or breastfeeding? YES NO 

DoestherecipientcurrentlyhaveanysymptomsofCOVID-19? YES NO 

Did therecipienthaveaconfirmedcaseofCOVID-19≤90daysago? YES NO 

Hastherecipient receivedmonoclonalantibodyor convalescentserum for COVID-19≤90 daysago? YES NO 

Does the recipient take blood thinners, or havea known bleeding disorder? YES NO 

Doestherecipienthavea weakenedimmunesystemcausedbysomethingsuchasHIVinfectionor cancer,or doesthe 

recipient currently take immunosuppressant drugsor therapies? 

 

YES 
 

NO 

IFANYQUESTIONLISTEDABOVEISANSWEREDYES,PLEASEREFERTOTHEONSITESTAFFFORCLARIFICATION 

CONSENTfor VACCINEADMINISTRATION andBILLING: 
 

I have been provided with theEmergencyUseAuthorization (EUA) for COVID-19 Vaccine InformationSheet. I have read or have had explained to methe information provided about theCOVID-

19 vaccine Iam to receive. Ihave had thechanceto askquestions that wereanswered to mysatisfaction. I understand the benefits and risksof vaccination. I 

voluntarilyconsent to administration of the COVID-19 vaccine and assume the risk for any reactions that may result. I agree to stay in the building for 15 minutes (30 

minutes if I have a history of an anaphylactic allergic reaction to any vaccine or injectable medication. I understand I may experience soreness or swelling at the 

injection site, fever or generally not feel well for 24-48 hours. If symptomsbecomesevere, I will contact myprimarycare provider or seek emergency care. 

I authorize the submission of aclaim to Medicare, Medicaid, or anyother payer for any servicesprovided to mebyBrewster Ambulance Service now, in the past, or in the 

future, until such time as I revoke this authorization in writing. I agree to immediately remit to the ambulanceservice anypayments that I receive directly from insurance or any 

sourcewhatsoever for theservicesprovided to meand I assign all rights to such payments to the ambulance service. I authorizethe ambulanceservice to appeal payment deni-

als or other adversedecisions on mybehalf. 

I authorize and direct any holder of medical, insurance,billing or other relevant information about meto releasesuch information to the aforementioned ambulance service 

and itsbilling agents, the Centers for Medicareand Medicaid Services,and/orany other payers or insurers,and their respectiveagents or contractors,as maybe necessaryto 

determine theseor other benefitspayable for any servicesprovided to me bythe ambulanceservice, now, in thepast, or in the future. I also authorize the aforementioned to 

obtain medical, insurance, billing and other relevant information about me from any party, database or other source that maintains such information. 
The patientmust sign hereunless the patient is physicallyor mentally incapable ofsigning. 

NOTE: if the patient is a minor, the parent or legal guardian should sign in this section. 

 

DATE:_____________________SIGNATURE:___________________________________________PRINTNAME:_________________________________ 
 

                  I am not insured by Health Insurance, by checking this box and signing below, I attest that I am uninsured. 
 

DATE:_____________________SIGNATURE:___________________________________________PRINTNAME:_________________________________ 
AUTHORIZEDREPRESENTATIVESIGNATURE Complete thissection only if the patient is physicallyor mentally incapableofsigning. 

Describe the circumstances that make it impractical for the patient to sign: ________________________________________________ 

I am signingon behalfof the patient toauthorize thesubmission ofaclaim to Medicare, Medicaid,orany other payer for anyservices provided to the patient byBrewster Ambulance Service 

nowor in the pastor in the future. Bysigning below, Iacknowledge that I amoneof the authorizedsigners listedbelow. My signature is not an acceptance of financial responsibility for 

the services rendered. 

Authorized representatives include only the following individuals: 

 Patient’s legal  p a r e n t  o r  guardian 

 Relativeorother person whoreceives socialsecurityorother governmental benefitson behalfof the patient 

 Relative orother person whoarranges for the patient’s treatment orexercisesother responsibility for the patient’s affairs 

 Representativeof an agencyor institution that did not furnish the servicesforwhich payment is claimed but furnishedother care,services,or assistance to the patient 

 

DATE: SIGNATURE: PRINTNAME

 


