IMMUNIZATION FORM ~KSBUF

Date: L PHARMALCY

VACCINE REQUESTED: OFLU (Influenza) [ Shingles [ Pneumonia [JOther

Patient Name: Date of Birth: / / Age:

Address: City: State: Zip:

Phone Number: Gender: Maleo Female @ Weight (ONLY IF LESS THAN 110 Ibs):

Drug Allergies: O None Known

The following questions will help us to determine which vaccines may be given today. If | Yes | No | I don’t know
a question is not clear, please ask the pharmacist for help.

Are you sick today?

Do you have allergies to medications, food (i.e. eggs), latex or any vaccine component (i.e. polyethylene
glycol (PEG), sorbate, neomycin, formaldehyde, gentamicin, thimerosal, bovine protein, phenol,
polymyxin, gelatin, baker's yeast or yeast)?

Have you ever had a serious reaction after receiving a vaccination?

Have you received any vaccinations in the past 4 weeks?

Do you have a neurological disorder such as seizures or other disorders that affect the brain or have
had a disorder that resulted from a vaccine (i.e. Guillain-Barre Syndrome)?

Do you have cancer, leukemia, AIDS, or any other immune system problem?

Do you take cortisone, prednisone, other steroids, antivirals, or anticancer drugs, or have you had
radiation treatments in the past 6 months?

Have you received a transfusion of blood or blood products, including antibodies in the past year?

Do you have a history of bleeding problems?

For patients over 65 OR have a chronic condition such as asthma or COPD OR smoke: Have you
received the Pneumococcal or “Pneumonia” vaccine?

For women: Are you pregnant or could you become pregnant in the next 3 months?

Have you previously had the following vaccines? Yes | No | Idon’t know

e Pneumococcal Vaccine (you may need two different pneumococcal vaccines)

o Shingles Vaccine (2017 formulation is recommended even if you received prior shingles shot)

o Whooping Cough Tdap Vaccine

| authorize the release of any medical or other information with respect to this vaccine to my healthcare providers, Medicare, Medicaid or other third

party payer as needed and request payment of authorized benefits to be made on my behalf to Blacksburg Pharmacy.

- lacknowledge that if my insurance does not cover the cost of administering the vaccine at the pharmacy, then payment must be made at the time
of the administration of the vaccine.

- lacknowledge that my vaccination record may be shared with federal or state agencies for registry reporting.

- lacknowledge that the pharmacist recommends that vaccinated patients should remain in the waiting area, after the administration of
the immunization, for 20 minutes or until verbally released.

*** CONTINUE ON NEXT PAGE * **
The information transmitted in this FAX contains Confidential Patient Information which is legally protected under HIPAA legislation. Any retransmission, dissemination or other use of this information by persons
other than the intended recipient is prohibited. If this information was received in error, please immediately nofify us and return the original message to us at 1403 N Main St, Blacksburg VA 24060.
(540) 552-3000.



| have read, or have had read to me the Vaccination Information Sheet (VIS) regarding the vaccine(s). | have had the opportunity to ask questions
that were answered to my satisfaction and understand the benefits and risks of the vaccines(s). | consent to, or give consent for, the administration
of the vaccine(s). | fully release and discharge Blacksburg Pharmacy, its affiliates, their officers, directors, and employees from any liability for
iliness, injury, or damage which may result there from.

| authorize Blacksburg Pharmacy to send copies of my vaccine documents to my primary care provider. YES  NO

| understand failure to select one of these boxes may result in the vaccine documents being sent to my primary care provider, if known, as state
laws and regulations require.

(OPTIONAL) I request and authorize Blacksburg Pharmacy to notify the following contact(s) of this vaccination record (e.g. school, employer,
travel agency, etc.):

X
Patient Signature (If under the age of 18: Parent/Legal Guardian signature):

** PLEASE RETURN THIS FORM TO OUR STAFF AND PROVIDE YOUR LATEST INSURANCE
INFORMATION IF NOT ALREADY ON FILE. THANK YOU!* *

THIS SECTION FOR PHARMACY USE ONLY

Signature of pharmacist who administered vaccine(s) and provided VIS to patient:

a Influenza In;. VIS Date: 8/06/21 o Moderna (COVID-19) oZoster (Shingles) VIS Date: 08/06/21
oPneumococcal VIS Date: 08/06/21 o Pfizer Biontech (COVID-19) o Tdap VIS Date: 08/06/21
o Hepatitis B VIS Date: 08/06/21 o Td VIS Date: 08/06/21 oHepA&B VIS Date:
o HPV VIS Date: 08/06/21 0 Hepatitis A VIS Date: 07/28/20 o Meningococcal VIS Date: 05/06/21
o Varicella VIS Date: 08/06/21 o MMR VIS Date: 08/06/21 o Hib VIS Date: 08/06/21
o IPV VIS Date: 08/06/21 o DTaP VIS Date: 08/06/21 o RSV: VIS Date: 07/24/23
o Other: \I;Iaste: o Other: VIS Date: o Other: VIS Date:

Lot #: Lot #:

Exp Date: Exp Date:

Site: LA or RA or OTHER; Site: LA or RA or OTHER:

License #: Date:

The information transmitted in this FAX contains Confidential Patient Information which is legally protected under HIPAA legislation. Any retransmission, dissemination or other use of this information by persons

other than the intended recipient is prohibited. If this information was received in error, please immediately notify us and return the original message to us at 1403 N Main St, Blacksburg VA 24060.
(540) 552-3000.



