
SECTION C
I certify that I am: (a) the patient and at least 18 years of age; (b) the legal guardian of the patient; or (c) a person authorized to consent on behalf of the patient where the patient is not otherwise competent or unable to 
consent for themselves. Further, I hereby give my consent to Walgreens or Duane Reade and the licensed healthcare professional administering the vaccine, as applicable (each an “applicable Provider”), to administer the 

vaccine(s) and have received, read and/or had explained to me the EUA Fact Sheet on the vaccine(s) I have elected to receive. I also acknowledge that I have had a chance to ask questions and that such questions were 
answered to my satisfaction. Further, I acknowledge that I have been advised that the patient should remain near the vaccination location for observation for approximately 15 minutes after administration. On behalf of 

employees from any and all liabilities or claims whether known or unknown arising out of, in connection with, or in any way related to the administration of the vaccine(s) listed above. I acknowledge that: (a) I understand 

Patient signature:     Date: 
(Parent or guardian, if minor)

All vaccines
1. Do you feel sick today?  Yes  No  Don’t know
2.  Yes  No  Don’t know
3.  Yes  No  Don’t know

Do you have a history of allergic reaction or allergies to latex, medications, food or vaccines (examples: polyethylene glycol,
polysorbate, eggs, bovine protein, gelatin, gentamicin, polymyxin, neomycin, phenol, yeast or thimerosal)?
If yes, please list:

 Yes  No  Don’t know

5.  Yes  No  Don’t know
6.

(a condition that causes paralysis) or other nervous system problem?
 Yes  No  Don’t know

7.
If yes, please list:

 Yes  No  Don’t know

8.
Pneumonia: Date received  Shingles: Date received  Whooping cough: Date received 

Do you have any chronic health conditions such as cancer, chronic kidney disease, immunocompromised, chronic lung disease,
obesity, sickle cell disease, diabetes, asthma or heart disease?
If yes, please list:

 Yes  No  Don’t know

10. For women: Are you pregnant or considering becoming pregnant in the next month?  Yes  No  Don’t know
11. For COVID-19 vaccine only:

or convalescent plasma)?
 Yes  No  Don’t know

For chickenpox, MMR® II, shingles, Vaxchora®, yellow fever only:
Answer the following questions only if you are receiving any vaccinations listed above.

12.  Yes  No  Don’t know
13. ® (adalimumab), Remicade® ®  Yes  No  Don’t know

 Yes  No  Don’t know
15.

in the past year?
 Yes  No  Don’t know

16.
thymus removed? (yellow fever only)

 Yes  No  Don’t know

17.  Yes  No  Don’t know
18. ® only)  Yes  No  Don’t know

® only)  Yes  No  Don’t know

SECTION B

Store number:      Rx number: 
Store address: 

First name:     Last name: 
Date of birth:     Age:     Gender:     Female    Phone: 

 I wish to receive text message alerts regarding my prescriptions.
Home address:     City: 
State:     ZIP code:     Email address: 
Race:  American Indian or Alaska Native    Asian    White   

 Other Race  Unknown 
Ethnicity:  Unknown ethnicity
Walgreens will send vaccination information from this visit to your doctor/primary care provider using the contact information provided below.
Have you had a physical exam within the past year?  Yes    No    Don't know
Doctor/primary care provider name:     Phone: 
Address:     City:     State:     ZIP code: 
I want to receive the following vaccination(s): 
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INSURANCE PATIENT OR AUTHORIZED PERSON TO COMPLETESECTION D

Pharmacy card Medical card

Insurance Plan/Plan ID:

N/A

N/A

Medicare Medicare Part B
*

†

Are you the cardholder?    Yes     No

If no, please provide cardholder’s name, 

Please ensure to record BOTH pharmacy AND medical insurance information since there are multiple ways vaccinations can be billed at Walgreens.

COVID-19 VACCINATION ONLY

If uninsured: I attest that I do not have any medical or pharmacy insurance.    Yes

Driver’s license/State ID number* (circle one)   Issuing state: 

* Initial here: 
Healthcare provider only: Individual refused to provide insurance information when 
I attempted to obtain the insurance information from the individual.     Yes

Clinician’s name (print):     Clinician signature:     Title: 

If applicable, intern/tech name (print):   Administration date: 

Date EUA Fact Sheet/VIS given to patient: 

HEALTHCARE PROVIDER ONLY
Complete BEFORE vaccine administration

Complete AFTER vaccine administration

Vaccine NDC Manufacturer Dosage Dose # 
(if applicable)

Site of 
Administration

Vaccine  
Lot #

Vaccine 
Expiration

Diluent 
Lot # (if 
applicable)

Diluent 
Expiration 
(if applicable)

VIS/Patient  
Fact Sheet 
Published 
Date

1. I have reviewed the Patient Information and Screening Questions. Initial here: 

2. vaccine requested by the patient. Initial here: 

3. Age Guidelines provided by federal and/or state regulations
and company policies.

Initial here: 

 
If yes, please list medical condition(s): 

 Yes     No

I have discussed with the patient additional immunizations the patient may be eligible for based on age and/or health conditions. Initial here: 

5. Vaccine NDC matches
(Perform 3-way NDC match.)

Initial here: 

6. Expiration Date is greater than today’s date and have entered the Lot # and Expiration Date Initial here:

7. Initial here: 

Complete DURING the patient interaction

1. Name, DOB and Requested Vaccine Initial here: 

2. I have reviewed the Screening Questions with the patient. Initial here: 

3. I have reviewed the VIS/Patient Fact Sheet with the patient. Initial here: 

For COVID-19, Shingrix®, MMR® II, Varivax®, YF-Vax®, Menveo®, Imovax®, Vaxchora® and RabAvert®, ensure the vaccine is reconstituted following  
the package insert’s instructions.

1. Update the patient’s record with any new allergy, health condition or primary care provider information.

Reminder

Notes

SECTION E

SECTION F

SECTION G
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