
 
Care Van® Program - COVID Vaccination Consent Form 

 www.carevan.org 

 
 
 

I understand that partners of the Care Van program complies with the Health Insurance Portability and Accountability Act of 1996 (“HIPAA) Privacy Rule and 
maintains the privacy of patient’s information in accordance with federal and state laws. Per state requirements, all persons receiving the COVID vaccine 
must be entered into the state registry to monitor immunization rates.  
Tengo conocimiento de que y el programa de clínicas móviles Care Van cumplen con las normas de privacidad estipuladas por la Ley de Portabilidad y 
Responsabilidad de los Seguros Médicos (HIPAA, en inglés) de 1996. Tengo conocimiento de que Care Van cuida la privacidad de la información del Paciente 
con apego a las leyes federales y estatales. Por obligación estatal, toda persona que reciba la vacuna contra COVID deberá ser inscrita en la base de datos 
del estado para monitorizar las tasas de vacunación 
 

Section 1: Information about Person to Receive Vaccination (Please Print):/ Información sobre la persona que recibe la vacuna (en 

letra de molde): 
PATIENT NAME: (Last)/ NOMBRE DEL (DE LA) PACIENTE:  
(Apellido) 
 
 
 
 

(First)/ Nombre: Middle Initial/ Inicial del segundo nombre: 

Date of Birth (mm/dd/yyyy)/ Fecha de nacimiento 
(mm/dd/aaaa): 

AGE/ EDAD:          GENDER: (Please circle one)/ SEXO: (encerrar una de las 
opciones en un círculo)             Male                   Female 

RACE/ RAZA: African-American, American Indian,  
Asian, Alaskan Native, Caucasian, Hispanic or Latino, 
Other   

HOME ADDRESS/ DOMICILIO PARTICULAR: N.º interior (de ser el caso):                      APT # (if applicable): 

CITY/ CIUDAD                                       DE CÓDIGO POSTAL:                                                                              COUNTY/CONDADO: 

Emergancy contact/ Contacto en caso de emergencia:     ALTERNATE/EMERGENCY CONTACT NUMBER/NÚMERO TELEFÓNICO ADICIONAL/EN CASO DE EMERGENCIA: 

The Caring for Children Foundation-Care Van Program is a nonprofit who is covering the adminstrative expenses to provide you this vacccine. Please check (✓) the 

appropriate eligibility category below(    ) Insured (    ) American Indian/Alaskan Native  (     ) Uninsured/No Insurance  (    )  Underinsured/has insurance that does not pay 

for vaccines              

El programa de clínicas móviles Care Van de The Caring for Children Foundation es uno sin fines de lucro que está cubriendo los gastos administrativos para ofrecerle 

esta vacuna. Indique (✓) la categoría de elegibilidad :  

(    ) asegurado/a     (    ) indígena estadounidense o nativo/a de Alaska     (    ) no asegurado/a o sin seguro     (    ) seguro insuficiente/seguro que no incluye vacunas 

 

 
 

Section 2:  Consents                                                                                                           

CONSENT FOR  PERSON  LISTED ABOVE TO RECEIVE COVID VACCINE:  By signing below, I give permission for the person 
named above to receive injectable vaccine.  I acknowledge that the medical information provided above is correct. I received or was 
offered a copy of the fact vaccine (also available at https://www.janssenlabels.com/emergency-use-authorization/Janssen+COVID-19+Vaccine-

Recipient-fact-sheet.pdf). I have had a chance to ask questions which were answered to my satisfaction. I understand that Sanitas 
Medical Center staff will be administering the vaccine. I release and hold harmless Care Van® Program, Sanitas Medical Centers,  and 
Caring for Children Foundation of Texas, Inc. from any and all liability related thereto.  I understand the benefits and risks of the COVID 

vaccine. I understand that participation and receipt of the vaccine through this program is completely voluntary.    □YES  □ NO    

 

CONSENTIMIENTO PARA QUE LA PERSONA MENCIONADA RECIBA LA VACUNA CONTRA COVID: Con mi firma a 
continuación, autorizo que la persona mencionada reciba una vacuna por inyección. Confirmo que la información médica 
proporcionada es correcta. Recibí o se me ofreció una copia del material informativo sobre vacunas Vaccine Information Statement 

(disponible también en  https://www.janssenlabels.com/emergency-use-authorization/Janssen+COVID-19+Vaccine-Recipient-fact-sheet.pdf). 
Tuve la oportunidad de hacer preguntas, las cuales se resolvieron a mi entera satisfacción. Sé que los trabajadores del programa de 
clínicas móviles Care Van® contratados independientemente administrarán la vacuna. Libero y eximo al programa Care Van®, Sanitas 
Medical Centes, y a Caring for Children Foundation of Texas, Inc. de cualquier responsabilidad que pudiera surgir. Estoy informado/a 
acerca de los beneficios y los riesgos de la vacuna contra COVID. Sé que, tanto mi participación como la vacunación a través de este 

programa, son completamente voluntarias. □SÍ   □ NO 

Signature/Firma: ___________________________________________________         Date/Fecha: ________________ 

 

***FOR CLINIC USE ONLY***/***PARA USO CLÍNICO*** 
 

Mfg:          Moderna    Johnson & Johnson                     Administration Route/Site Used:   LA          RA        LL          RL 
 

Lot #        ____________________________      Exp. Date: ____________________    Note: ________________________________________________________ 

 
Signature of Nurse/Vaccine Administrator:  ________________________________________________________________________      Date: _______________ 
 
Entered into Immtrac by _________________________________________________________________________________                   Date: _______________ 

                      

https://www.janssenlabels.com/emergency-use-authorization/Janssen+COVID-19+Vaccine-Recipient-fact-sheet.pdf
https://www.janssenlabels.com/emergency-use-authorization/Janssen+COVID-19+Vaccine-Recipient-fact-sheet.pdf
https://www.janssenlabels.com/emergency-use-authorization/Janssen+COVID-19+Vaccine-Recipient-fact-sheet.pdf


TEXAS IMMUNIZATION REGISTRY (ImmTrac2)
ADULT CONSENT FORM

Stock No. F11-13366 Revised 02/2021

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about 
you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct any information 
that is determined to be incorrect. See http://www.dshs.texas.gov for more information on Privacy Notification. (Reference: Government Code, Section 
552.021, 552.023, 559.003, and 559.004)

(Please print clearly)

The Texas Immunization Registry (ImmTrac2) is a free service of  the Texas Department of  State Health Services (DSHS).  The immunization 
registry is a secure and confidential service that consolidates immunization records for public health purposes (e.g., giving all doctors treating 
a patient a central place to see that patient’s immunization records).  With your consent, your immunization information will be included in 
ImmTrac2.  For a family member younger than 18 years of  age, a parent, legal guardian, or managing conservator may grant consent for participation for that minor by 
completing the ImmTrac2 Minor Consent Form (# C-7) available for downloading at www.ImmTrac.com.

Consent for Registration and Release of  Immunization Records to Authorized Persons / Entities
I understand that, by granting the consent below, I am authorizing release of  my immunization information to DSHS and I further understand 
that DSHS will include this information in the Texas Immunization Registry.  Once in ImmTrac2, my immunization information may by law be 
accessed by: a Texas physician, or other health care provider legally authorized to administer vaccines, for treatment of  the individual as a patient; 
a Texas school in which the individual is enrolled; a Texas public health district or local health department, for public health purposes within their 
areas of  jurisdiction; a state agency having legal custody of  the individual; a payor, currently authorized by the Texas Department of  Insurance to 
operate in Texas for immunization records relating to the specific individual covered under the payor’s policy.  I understand that I may withdraw 
this consent at any time.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry.

Individual (or individual’s legally authorized representative): Printed Name

Date Signature

State law permits the inclusion of  immunization records for First Responders and their immediate family members (older than 18 years of  age) in 
the Registry.  A “First Responder” is defined as a public safety employee or volunteer whose duties include responding rapidly to an emergency.  An 
“immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the First Responder.  For a family 
member younger than 18 years of  age, a parent, legal guardian, or managing conservator may grant consent for participation as an “ImmTrac2 
child” by completing the Immunization Registry (ImmTrac2) Consent Form (# C-7).

Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member.
I am an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First Responder.I am a FIRST RESPONDER.

Address Apartment # / Building #

City CountyState Zip Code

Mother’s First Name Mother’s Maiden Name

First Name Last NameMiddle Name

Gender:
Male
Female

Email addressDate of  Birth (mm/dd/yyyy) Telephone
--

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.
Questions? (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com • ImmTrac DC
Texas Department of  State Health Services    •    ImmTrac2 Group – MC 1946    •    P. O. Box 149347    •    Austin, TX 78714-9347

Race (select all that apply):
American Indian or Alaskan Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other Race
Recipient Refused

Ethnicity (select only one):
Hispanic or Latino
Not Hispanic or Latino
Recipient Refused

PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted. 

DO NOT fax to ImmTrac2.  Retain this form in your client’s record.
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For vaccine recipients: 
The following questions will help us determine if there is  
any reason you should not get the COVID-19 vaccine today.  
If you answer “yes” to any question, it does not necessarily mean you 
should not be vaccinated. It just means additional questions may be asked. 
If a question is not clear, please ask your healthcare provider to explain it.

Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists

Patient Name

Age

Yes No
Don't 
know

Form reviewed by Date

1. Are you feeling sick today?

2. Have you ever received a dose of COVID-19 vaccine?

 • If yes, which vaccine product did you receive?
 �Pfizer  � Moderna  � Janssen (Johnson & Johnson)   � Another product   

3. Have you ever had an allergic reaction to:  
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused you to go to the hospital. It 
would also include an allergic reaction that occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.)

 • A component of a COVID-19 vaccine including either of the following: 

 ○ Polyethylene glycol (PEG), which is found in some medications, such as laxatives and 
preparations for colonoscopy procedures

 ○ Polysorbate, which is found in some vaccines, film coated tablets, and intravenous steroids.

 • A previous dose of COVID-19 vaccine.

 • A vaccine or injectable therapy that contains multiple components, one of which is a COVID-19 
vaccine component, but it is not known which component elicited the immediate reaction. 

4. Have you ever had an allergic reaction to another vaccine (other than COVID-19 vaccine) or an 
injectable medication? 
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that 
caused you to go to the hospital. It would also include an allergic reaction that occurred within 4 hours that caused hives, 
swelling, or respiratory distress, including wheezing.)

5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a component 
of COVID-19 vaccine, or any vaccine or injectable medication? This would include food, pet, venom, 
environmental, or oral medication allergies.

6. Have you received any vaccine in the last 14 days?

7. Have you ever had a positive test for COVID-19 or has a doctor ever told you that you had COVID-19?

8. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as 
treatment for COVID-19?

9. Do you have a weakened immune system caused by something such as HIV infection or cancer or do 
you take immunosuppressive drugs or therapies?

10.   Do you have a bleeding disorder or are you taking a blood thinner?

11.    Are you pregnant or breastfeeding?

12. Do you have dermal fillers?

Prevaccination Checklist  
for COVID-19 Vaccines
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For additional information on COVID-19 vaccine clinical guidance, see  https://www.cdc.gov/vaccines/
covid-19/info-by-product/clinical-considerations.html.

For additional information on Advisory Committee on Immunization Practices General Best Practice 
Guidelines for Immunization, see  https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html.

Three COVID-19 vaccines are currently authorized for use in the United States. These vaccines are authorized 
for use among different age groups.

Anyone outside the authorized age groups for a product should not receive the vaccine.

Postvaccination Observation Times for Persons without Contraindications to COVID-19 Vaccination

 � 30 minutes: History of an immediate allergic reaction of any severity to a vaccine or injectable therapy. People with a contraindication to 
a different type of COVID-19 vaccine (for example, people with a contraindication to mRNA COVID-19 vaccines who receive Janssen viral 
vector vaccine should be observed for 30 minutes following Janssen vaccination). History of anaphylaxis due to any cause

 � 15 minutes: All other persons 

Are you feeling sick today? 
There is no evidence that acute illness reduces vaccine efficacy or increases vaccine adverse events. However, as a precaution with 
moderate or severe acute illness, all vaccines should be delayed until the illness has improved. Mild illnesses are NOT contraindications to 
vaccination. Do not withhold vaccination if a person is taking antibiotics. 

Vaccination of persons with current SARS-CoV-2 infection should be deferred until the person has recovered from  
acute illness and they can discontinue isolation. This recommendation applies to persons who develop SARS-CoV-2 infection before 
receiving any vaccine doses as well as those who develop SARS-CoV-2 infection after the first dose but before receipt of  
the second dose. 

Have you ever received a dose of COVID-19 vaccine?
COVID-19 vaccines are not interchangeable. COVID-19 vaccines are administered intramuscularly as either a two-dose series or single dose.  

For two-dose products, check medical records, immunization information systems, and vaccination record cards to help determine the initial 
product received. Those who received a trial vaccine should consult with the trial sponsors to determine if it is feasible to receive additional 
doses.  If the vaccine product used for the first dose cannot be determined or is no longer available, any available mRNA COVID-19 vaccine 
may be administered. Separate doses by at least 28 days. If two doses of different mRNA COVID-19 vaccine products  
are administered in these situations (or inadvertently), no additional doses of either product are recommended at this time.

PRODUCT AUTHORIZED AGE GROUPS

Pfizer-BioNTech COVID-19 Vaccine 16 years of age and older

Moderna COVID-19 Vaccine 18 years of age and older

Janssen COVID-19 Vaccine (Johnson & Johnson) 18 years of age and older

Vaccine NUMBER OF DOSES/SERIES INTERVAL BETWEEN DOSES 
Pfizer-BioNTech COVID-19 Vaccine 2 21 days
Moderna COVID-19 Vaccine 2 28 days

Janssen COVID-19 Vaccine 1 N/A

*The second dose should be administered as close to the recommended interval as possible. If this is not possible, the second dose of mRNA 
COVID-19 vaccine may be scheduled for administration up to 6 weeks (42 days) after the first dose.

Prevaccination Checklist  
for COVID-19 Vaccines
Information for Healthcare Professionals

https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html
https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html
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Have you ever had an allergic reaction to:
 � Any component of a COVID-19 vaccine, including:

 » Polyolyethylene (PEG), which is found in some  
medications, such as laxatives and preparations for 
colonoscopy procedures

 » Polysorbate, which is found in some vaccines, film-coated 
tablets, and intravenous steroids

 � A vaccine or injectable therapy that contains multiple 
components, one of which is a COVID-19 vaccine component, 
but it unknown which component elicited the immediate 
allergic reaction.

Polyethylene glycol (PEG) is an ingredient in both mRNA COVID-19 
vaccines, and polysorbate 80 is an ingredient in Janssen COVID-19 
vaccine. PEG and polysorbate are structurally related, and cross-
reactive hypersensitivity between these compounds may occur.

 » Persons with a contraindication to one of the mRNA COVID-19 
vaccines should not receive doses of either of the mRNA vaccines 
(Pfizer-BioNTech or Moderna). Persons with a contraindication to 
mRNA COVID-19 vaccines (including due to a known [diagnosed] 
allergy to PEG) have a precaution to Janssen COVID-19 vaccine.

 » Persons with a contraindication to Janssen COVID-19 Vaccine 
(including due to a known [diagnosed] allergy to polysorbate) 
have a precaution to mRNA COVID-19 vaccines. 

Description Pfizer-BioNTech mRNA 
COVID-19 Vaccine Moderna mRNA COVID-19 Vaccine Janssen COVID-19 Vaccine

Active 
ingredients

Nucleoside-modified mRNA 
encoding the viral spike (S) 
glycoprotein of SARS-CoV-2

Nucleoside-modified mRNA encoding the 
viral spike (S) glycoprotein of SARS-CoV-2

Viral Vector; Recombinant, 
replication-incompetent Ad26 
vector, encoding a stabilized variant 
of the SARS-CoV-2 Spike (S) protein

Inactive 
ingredients

2[(polyethylene glycol {PEG})-
2000]-N, N-ditetradecylacetamide

PEG2000-DMG: 1,2-dimyristoyl-rac-glycerol, 
methoxypolyethylene glycol Polysorbate-80

1,2-distearoyl-sn-glycero-3-
phosphocholine 1,2-distearoyl-sn-glycero-3-phosphocholine 2-hydroxypropyl-β-cyclodextrin 

(HBCD)

Cholesterol Cholesterol Citric acid monohydrate

(4-hydroxybutyl)azanediyl)bis(hexane-
6,1-diyl)bis(2-hexyldecanoate)

SM-102: heptadecan-9-yl 8-((2-hydroxyethyl)  
(6-oxo-6-(undecyloxy) hexyl) amino) 
octanoate 

Trisodium citrate dihydrate

Sodium chloride Tromethamine Sodium chloride

Monobasic potassium phosphate Tromethamine hydrochloride Ethanol

Potassium chloride Acetic acid

Dibasic sodium phosphate dihydrate Sodium acetate

Sucrose Sucrose

COVID-19 Vaccine Components*

Healthcare professionals should be familiar with 
identifying immediate-type allergic reactions, 
including anaphylaxis, and be competent in treating 
these events at the time of vaccine administration. 
Appropriate medical treatment for severe allergic 
reactions must be immediately available in the event 
that an acute anaphylactic reaction occurs following 
administration of a COVID-19 vaccine.  
See Management of Anaphylaxis at COVID-19 
Vaccination Sites | CDC for additional guidance.

 » In addition, persons with a reaction to a vaccine or injectable 
therapy that contains multiple components, one of which 
is a vaccine component, but in whom it is unknown which 
component elicited the immediate allergic reaction, have a 
precaution to vaccination.

When vaccine recipients report an immediate allergic reaction, providers should attempt to determine whether reactions reported following vaccination  
are consistent with immediate allergic reactions versus other types of reactions commonly observed following vaccination, such as vasovagal reaction or  
postvaccination side effects (which are not contraindications to receiving the second of an mRNA COVID-19 vaccine dose). See page 6 for additional information.

*None of the vaccines contain eggs, gelatin, latex, or preservatives.

Have you ever had an allergic reaction to another 
vaccine (other than COVID-19 vaccine) or another 
injectable medication?
A history of any immediate allergic reaction to any other 
vaccine or injectable therapy (i.e., intramuscular, intravenous, or 
subcutaneous vaccines or therapies not related to a component 
of COVID-19 vaccines) is a precaution to currently authorized 
COVID-19 vaccines. Vaccine may be given, but counsel patients 

Prevaccination Checklist  
for COVID-19 Vaccines
Information for Healthcare Professionals

https://www.cdc.gov/vaccines/covid-19/info-by-product/pfizer/anaphylaxis-management.html
https://www.cdc.gov/vaccines/covid-19/info-by-product/pfizer/anaphylaxis-management.html
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about unknown risks of developing a severe allergic reaction and 
balance these risks against the benefits of vaccination. Deferral of 
vaccination and/or consultation with an allergist-immunologist 
may be considered. Considerations for vaccination include risk 
of exposure to SARS-CoV-2, risk of severe disease or death due 
to COVID-19, previous infection with COVID-19, unknown risk of 
anaphylaxis following COVID-19 vaccination, and ability of recipient 
to receive care immediately for anaphylaxis, if necessary.  
These individuals should be observed for 30 minutes  
after vaccination. 

Have you ever had a severe allergic reaction (e.g., 
anaphylaxis) to something other than a component 
of COVID-19 vaccine, or any vaccine or injectable 
medication? This would include food, pet, venom, 
environmental, or oral medication allergies.
Allergic reactions, including severe allergic reactions, NOT related 
to vaccines or injectable therapies, components of COVID-19 
vaccines (including PEG), are NOT contraindications or precautions to 
vaccination with currently authorized COVID-19 vaccines. HOWEVER, 
individuals who have had severe allergic reactions to anything, 
regardless of cause, should be observed for 30 minutes after 
vaccination. All others, including those with immediate allergic 
reactions that were not severe, should be observed for 15 minutes. 

Clinical Consideration Questions
Responses to these questions are not (on their own) 
contraindications or precautions to vaccination. However, healthcare 
professionals should be prepared to discuss information and options 
with patients based on their responses to the following questions.

Have you received another vaccine in the last  
14 days?

The COVID-19 vaccine series should be administered alone, with a 
minimum interval of 14 days before or after administration of other 
vaccines. This recommendation is based on the lack of data on the 
safety and efficacy of COVID-19 vaccines administered simultaneously 
with other vaccines. 

However, COVID-19 and other vaccines may be administered within 
a shorter period in situation where the benefits of vaccination 
are deemed to outweigh the potential unknown risks of vaccine 
coadministration (e.g., tetanus toxoid-containing vaccination as 
part of wound management, rabies vaccination for post-exposure 
prophylaxis, measles or hepatitis A vaccination during an outbreak) 
or to avoid barriers or delays to COVID-19 vaccination.

Have you had a positive test for COVID-19 or has a 
doctor ever told you that you had COVID-19?
Vaccination should be offered to persons regardless of history 
of prior symptomatic or asymptomatic SARS-CoV-2 infection. 
Vaccination of persons with known current SARS-CoV-2 infection 
should be deferred until the person has recovered from the acute 

illness (if the person had symptoms) and criteria have been met 
for them to discontinue isolation. There is no recommended 
minimum interval between infection and vaccination, suggesting 
that the risk of SARS-CoV-2 reinfection is low in the months 
after initial infection but may increase with time due to waning 
immunity. Thus, while vaccine supply remains limited, persons 
with recent documented acute SARS-CoV-2 infection may choose 
to temporarily delay vaccination, if desired, recognizing that the 
risk of reinfection and, therefore, the need for vaccination, may 
increase with time following initial infection. Viral testing to assess 
for acute SARS-CoV-2 infection or serologic testing to assess for 
prior infection solely for the purpose of vaccine decision-making is 
not recommended.

Have you received passive antibody therapy as 
treatment for COVID-19?
Based on the estimated half-life of monoclonal antibodies or 
convalescent plasma as part of COVID-19 treatment, as well as 
evidence suggesting that reinfection is uncommon in the 90 days 
after initial infection, vaccination should be deferred for at least 
90 days, as a precautionary measure until additional information 
becomes available, to avoid interference of the antibody treatment 
with vaccine-induced immune responses.

Do you have a weakened immune system caused by 
something such as HIV infection or cancer or do you take 
immunosuppressive drugs or therapies?
Persons with HIV infection or other immunocompromising 
conditions, or who take immunosuppressive medications or 
therapies, might be at increased risk for severe COVID-19. COVID-19 
vaccines may be administered to persons with underlying medical 
conditions who have no contraindications to vaccination. However, 
they should be counseled about the unknown vaccine safety 
profile and effectiveness in immunocompromised populations, as 
well as the potential for reduced immune responses and the need 
to continue to follow all current guidance to protect themselves 
against COVID-19, including wearing a mask, social distancing, 
and washing hands frequently. Revaccination is not recommended 
after immune competence is regained in persons who received 
COVID-19 vaccines during chemotherapy or treatment with other 
immunosuppressive drugs.

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

As with all vaccines, COVID-19 vaccine may be given to these 
patients, if a physician familiar with the patient’s bleeding risk 
determines that the vaccine can be administered intramuscularly 
with reasonable safety. ACIP recommends the following technique 
for intramuscular vaccination in patients with bleeding disorders 
or taking blood thinners: A fine-gauge needle (23-gauge or smaller 
caliber) should be used for the vaccination, followed by firm pressure 
on the site, without rubbing, for at least 2 minutes.

Prevaccination Checklist  
for COVID-19 Vaccines
Information for Healthcare Professionals
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Are you pregnant or breastfeeding?
If pregnant people are part of a group that is recommended to 
receive a COVID-19 vaccine (e.g., healthcare personnel), they 
may choose to be vaccinated. When making a decision, pregnant 
people and their healthcare providers should consider the level 
of COVID-19 community transmission, the patient’s personal risk 
of contracting COVID-19, the risks of COVID-19 to the patient and 
potential risks to the fetus, the efficacy of the vaccine, the side 
effects of the vaccine, and the lack of data about use of the vaccine 
during pregnancy.

A lactating person who is part of a group recommended to receive 
a COVID-19 vaccine (e.g., healthcare personnel) may choose to be 
vaccinated. There are no data on the safety of COVID-19 vaccines 
in lactating people or the effects of COVID-19 vaccines on the 
breastfed infant or milk production/excretion.  

Do you have dermal fillers? 
Persons who have received dermal fillers may develop temporary 
swelling at or near the filler injection site, usually face or lips, after a 

dose of an COVID-19 vaccine. Administer vaccines to persons with 
injectable dermal fillers who have no contraindications to vaccination. 
These persons should be advised to contact their healthcare provider 
if swelling develops at or near the site of dermal filler following 
vaccination.

Potential characteristics of allergic reactions, vasovagal 
reactions, and vaccine side effects following COVID-19 
vaccination
In patients who experience post-vaccination symptoms, determining 
the etiology (including allergic reaction, vasovagal reaction, or vaccine 
side effects) is important to determine whether a person can receive 
additional doses of the vaccine (including the 2nd dose of an mRNA 
COVID-19 vaccine). The following table of signs and symptoms is 
meant to serve as a resource but may not be exhaustive, and patients 
may not have all signs or symptoms. Providers should use their clinical 
judgement when assessing patients to determine the diagnosis and 
appropriate management.

Healthcare professionals or health departments in the United States can request a consultation from the Clinical Immunization Safety 
Assessment COVIDvax project for a complex COVID-19 vaccine safety question not readily addressed by CDC guidance about an individual 
patient residing in the United States.

Characteristic Immediate allergic reactions  
(including anaphylaxis) Vasovagal reactions Vaccine side effects  

(local and systemic)

Timing after 
vaccination

Most occur within 15-30 
minutes of vaccination Most occur within 15 minutes 

Median of 1 to 3 days after 
vaccination (with most 
occurring day after vaccination)

Signs and symptoms
Constitutional Feeling of impending doom Feeling warm or cold Fever, chills, fatigue

Cutaneous
Skin symptoms present in ~90% 
of people with anaphylaxis, 
including pruritus, urticaria, 
flushing, angioedema

Pallor, diaphoresis, clammy skin, sensation 
of facial warmth

Pain, erythema or 
swelling at injection site, 
lymphadenopathy in same 
arm as vaccination

Neurologic
Confusion, disorientation, 
dizziness, lightheadedness, 
weakness, loss of consciousness

Dizziness, lightheadedness, syncope 
(often after prodromal symptoms for a few 
seconds or minutes), weakness, changes 
in vision (such as spots of flickering lights, 
tunnel vision), changes in hearing

Headache

Respiratory Shortness of breath, wheezing, 
bronchospasm, stridor, hypoxia

Variable; if accompanied by anxiety, may 
have an elevated respiratory rate N/A

Cardiovascular Hypotension, tachycardia Variable; may have hypotension or 
bradycardia during syncopal event N/A

Gastrointestinal Nausea, vomiting, abdominal 
cramps, diarrhea Nausea, vomiting Vomiting or diarrhea may 

occur
Musculoskeletal N/A N/A Myalgia, arthralgia
Vaccine recommendations
If vaccinated with 
mRNA COVID-19 
vaccine as first dose, 
recommended 
to receive second 
mRNA vaccine dose?

No Yes Yes

Prevaccination Checklist  
for COVID-19 Vaccines
Information for Healthcare Professionals

https://www.cdc.gov/vaccinesafety/ensuringsafety/monitoring/cisa/index.html
https://www.cdc.gov/vaccinesafety/ensuringsafety/monitoring/cisa/index.html
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