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Consent for COVID-19 Vaccine & Authorization of Payment

| UNDERSTAND: The purpose of, the need, and the risks and benefits for the recommended
vaccine.

The COVID-19 vaccination will reduce the chance of suffering from COVID-19 disease. Like all
medicines, no vaccine is completely effective and it takes a few weeks for the body to build up
protection from the vaccine. Some people may still get COVID-19 despite having a vaccination, but
this should lessen the severity of any infection. (If you are currently pregnant, planning pregnancy
or breastfeeding please speak with you OB/GYN before receiving the vaccine.)

The vaccine cannot give me COVID-19 infection. | will still need to follow CDC guidance, including
wearing the correct personal protection equipment. Like all medicines, vaccines can cause side
effects. Most of these are mild and short-term, and not everyone gets them. What to expect
after covid-19 vaccine Information sheet is attached.

CONSENT TO MEDICAL CARE: | have received the Vaccine Information sheet and have NO KNOWN
CONTRAINDICATIONS. | have had the opportunity to ask questions and | have NO ADDITIONAL
QUESTIONS about the COVID-19 vaccine. | consent for myself to receive the COVID-19 vaccine.

| acknowledge that because medicine is not an exact science, no guarantees or warranties can be
made to me regarding the results of any treatment in this hospital.

| understand that information from my medical records kept by the hospital may be used for
educational, administrative, and/or hospital approved purposes when my personal identity will
not be revealed.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: | hereby authorize CSSMCW to

release standard information required for reimbursement to the insurance carrier(s) named at the
time of registration.

AUTHORIZATION OF PAYMENT: | hereby authorize payment directly to this hospital of the
hospital insurance benefits otherwise payable to me but not to exceed the balance due of the
hospital’s regular charges for this period of hospitalization. | understand | am financially
responsible to the hospital for charges not covered by this authorization.

RESPONSIBILITY FOR PAYMENT: | agree to pay for all services rendered at CSSMCW. This
agreement covers all claims denied or reduced by the patient’s named insurance company(ies). In
the event of no insurance coverage, | agree to accept full responsibility for services rendered.

Continued on Page 2
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| HAVE READ, AGREE WITH, AND UNDERSTAND THE INITIALED ITEMS ON PAGE 1. ANY
QUESTIONS HAVE BEEN EXPLAINED.

Printed FULL Name (First, Middle Initial, Last):

Signature(patient/parent/guardian):

Date of Birth: Gender (checkone): [ M C1F

Phone Number (with area code):

Address (Street/PO Box, City, State, Zip):

If patient is unable to sign, state Medical Reason:

Relationship to Patient:

Insurance Information:

Insurance Provider Name:

Identification Number: Group Number:
Subscriber Name: Subscriber Date of Birth:
Date Vaccinated Site of Administration

R L Deltoid IM

Vaccine Manufacturer Vaccine Lot # Vaccine Exp. Date

Pfizer

Name of Vaccine Administrator Signature of Vaccine Administrator




