
 Screening Checklist for Contraindications 

to Pfizer-BioNTech COVID-19 Vaccine 

and Consent for COVID -19 Vaccination 

 
 
Patient Name ________________________________________________   Date of Birth _______________________ 

Address: _____________________________________________________ Phone: ____________________________ 

Primary Insurance: _______________________________________ Policy Number/SSN: _______________________ 

Secondary Insurance: _____________________________________ Policy Number/SSN: _______________________ 

For patients to be vaccinated:  The following questions will help us determine if there is any reason we should not give 

you a vaccination to day.  If you answer “yes” to any question, it does not necessarily mean you should not be vaccinated, 

it just means additional questions must be asked.  If a question is not clear, please ask your healthcare provider to explain 

it. 

1) Is the person to be vaccinated sick today? 

 

2) Have you received any other vaccinations in the past 14 days? 

 

Yes __________   No __________ 

 

Yes __________   No __________ 

 

3) Have you ever received a dose of COVID-19 Vaccine?  If yes, 

which Vaccine product? 

Pfizer  

Other Product_____________________ 

 

 

Yes __________   No __________ 

4) Have you ever had a severe allergic reaction (e.g., anaphylaxis) 

to something?  For example, a reaction for which you were 

treated with epinephrine or an EpiPen or for which you had to 

go to the hospital. 

 

 Was the severe allergic reaction after receiving the 

COVID-19 vaccine? 

 

 Was the severe allergic reaction after receiving another 

vaccine or another injectable medication? 

 

Yes __________   No __________ 

 

 

 

 

Yes __________   No __________ 

 

 

Yes __________   No __________ 

 

5) Do you have a bleeding disorder or are taking blood thinner? 

 

Yes __________   No __________ 

6) Have you received passive antibody therapy as treatment for 

COVID-19? 

Yes __________   No __________ 

 

By signing below, acknowledging that I have completed this form, I give consent to Cascade Medical Center to 

administer to me (my child) the Pfizer-BioNTech COVID-19 vaccination.  Additionally, I agree to allow Cascade Medical 

Center to bill my insurance on my behalf and accept payment for these services if applicable.  

Additionally, I have received a copy of and have read the Fact Sheet for Recipients and Caregivers regarding the 

Emergency Use Authorization of the Pfizer-BioNTech COVID-19 Vaccine. ________ Initial 

Patient/Parent Signature___________________________________________  Date ____________________ 

 

Reviewed and Administered by _____________ Route/Site _________________________                Lot  #____________ 


