
MODERNA COVID-19 VACCINE CONSENT FORM 
 

Patient First and Last Name (Please Print): ____________________________ DOB: ________ 
Age: ____  Phone: ________________________ 

1. Is your child sick today or have a 
fever? 

      YES                                NO 

2. Has your child ever had a 
significant allergic reac@on to a 
vaccine or other injec@on? 

      YES                                NO 

3. Is your child 
immunocompromised? 

      YES                                NO 

4. Does your child have a bleeding 
disorder or taking a blood thinner? 

      YES                                NO 

5. Does your child have an allergy to 
the components of the vaccine? 

      YES                                NO 

Consent 

I, the undersigned, give my consent for the COVID-19 Vaccine that I am reques@ng from 
Pediatrics West. I acknowledge that I have received the vaccine manufacturer Moderna COVID-
19 Vaccine Fact Sheet for Recipients and Caregivers prior to receiving the vaccine and have had 
the opportunity to ask ques@ons. 

I understand the benefits and risk of the vaccine, and request it to be administered to me or the 
person for whom I am authorized to make consent. 

 

Pa@ent/ Parent or Guardian Signature: ____________________________________________ 

Rela@onship to pa@ent: __________________________ Date: _________________________ 

 

 



**** FOR OFFICE USE ONLY **** 

 

 

OFFICE USE ONLY- DO NOT WRITE BELOW 

       VFC- Medicaid  

       VFC- Self Pay 

       Private insurance 

      (Green Label) - 6 months – 4       
years- 0.25 mL Prefilled  
        1st Dose         2nd dose 

       (Green Label) 5 years – 11     
years- 0.25 mL Prefilled 

      Spikevax (Blue Label) -12 years 
and over- 0.5 mL Prefilled 

Site: 

       LD             

       RD 

       LT 

       RT 

Temp: EUA/VIS Given: Y       N  

Lot Number: _____________________ 

PCP:  SN / NB / SFE / CF / LA / ES 

Date Administered: _________________ 

Administered By: _________________________ 
 


