Formulario de Administracion y Deteccion
para la vacuna contra el COVID-19 en &, %
Colorado )

Por favor escriba claramente en mayuscula, como en . L.
o . Las preguntas de evaluacion de
el siguiente ejemplo Por favor conteste todas las preguntas lo
salud se encuentran en el dorso

E J E M P L O 1 2 3 mds completas posible de este documento

Informacion personal. Provea la informacion lo mas completa posible. Toda la informaciéon se mantendra confidencial.

Apellido(s Nombre(s) Inicial del segundo nombre

Fecha de Nacimiento Direccion de Domicilio o Direccion Postal
Numero de Apartamento Ciudad Condado
Estado  Codigo postal Numero telefonico

Correo electronico

Identidad de género
[ JMujer [JHombre [ ] Trangénero femenino [ | Trangénero masculine/a/o  [_|No binaria [INo binario  []Sin-especificar [ _]Decliné responder

Raza(s) elija todos los que aplican Etnicidad

|:| Indio Americano/Nativo de Alaska D Nativo de Hawai/lslefio del Pacifico |:| Declind responder D Hispano/Latin/a/o/x
[] asiatico O otro []No-Hispano/Latin/a/o/x
[] Negro, Afroamericano [] Blanco [ ]Declin6 responder
Informacién del seguro medico (OPCIONAL-SEGURO NO REQUERIDO PARA VACUNACION) Numero de péliza del seguro

] Medicaid [] Medicare [] Kaiser Permanente [ Otroprivado  [] Sin seguro

¢Ya recibio la vacuna contra el Covid-19? [Js [N ;Cuando? (Fecha) ;Marca?
Preg o g 0 e O 0
1. ¢Estd enfermo hoy o tienes fibre ?
2. ¢Alguna vez tuvo una reaccion alérgica al polisorbato, polietilenglicol o a la dosis anterior del COVID-19?
3. ¢Tuvo alguna reaccion grave (anafilaxia) ante otra vacuna o medicamento inyectable?
4. ¢Tuvo alguna reaccion alérgica grave a animales, comida, entorno o medicamentos orales?
5. ¢Esta embarazada o en periodo de lactancia?
6. ¢éTienes un sangrado desorden o son en sangre diluyenyes?
7. ¢Recibid algun relleno dérmico? (Juvaderm®, Restylane®, etc.)? (solo aplica para vacunas de ARNm)
8. '¢Ha estado enfermo o hace poco que se recuperé de un caso confirmado del COVID-19 dentro de los Ultimos 3 meses?
9 ¢Recibid plasma convaleciente o anticuerpos monoclonales como parte de su tratamiento para el COVID-19 dentro de los ultimos 3
: meses?
10. ¢Recibié alguna vacuna dentro de los Gltimos 14 dias?

Autorizacién para la administracion de la vacuna contra el COVID-19

Lo lei o me lo explicaron, y entiendo el riesgo y los beneficios de recibir la vacuna contra el COVID-19. Tuve la oportunidad de hacer preguntas, las
cuales fueron muy bien contestadas. Por el presente, libero al proveedor, sus empleados y los voluntarios de cualquier responsabilidad que pueda
ocurrir después de la administracion de la vacuna.

Fecha:

Firma del paciente o padre/tutor:

Continua en la siguiente pagina

Rev. 04/05/2021



Apellido(s)

Nombre(s) Incial de segundo nombre

]

Fecha de nacimiento

/T

Dosis numero 1] 2[]

DETENGASE - POR FAVOR NO ESCRIBA DEBAJO DE ESTALINEA

|:| Moderna |:| Novavax

_J Janssen

COVID/VFC PIN Provider Type | Clinic Name Prescribing Provider Name
[J Public
L] Private
Manufacturer Lot Number Dosage Site Date Administered
PFR (pfizer
] @prizern) || AstraZeneca [(Jo3m | [J i LT / /

DO.Sml DRDDRT MM D D Y Y Y v

Administered by:

Name Title




Precautions/Contraindications for vaccination

Triage of persons presenting for COVID-19 vaccination

PRECAUTION TO VACCINATION

MAY PROCEED WITH VACCINATION

7 «  Among persons without a contraindication, a Among persons without a contraindication or
% history of: precaution, a history of:
E *  Any immediate allergic reaction” to *  Allergy to oral medications (including
= vaccines or injectable therapies the oral equivalent of an injectable
< medication)
NOTE: people Wlth contramd1cathn to mRNA - History of food, pet, insect, venom,
COVID-19 vaccines have a precaution to Janssen el b e, elems
COVID-19 vaccine, and vice versa. See footnote ? P s
for additional information on additional measures +  Family history of allergies
to take in these people.*
2 *  Risk assessment 30 minute observation period: Persons with a
) . .
= » 30 minute observation period if vaccinated IR ENERIPIS (LI El I
o . . L
< «  Consider deferral of vaccination for further U i s et [pEses Al oy

risk assessment and possible referral to
allergist-immunologist

persons

# Any hypersensitivity-related signs or symptoms consistent with urticaria, angioedema, respiratory distress (e.g., wheezing, stridor), or anaphylaxis
that occur within four hours following administration.

“These persons should not receive mRNA COVID-19 vaccination at this time unless they have been evaluated by an allergist-immunologist and it is
determined that the person can safely receive the vaccine (e.g., under observation, in a setting with advanced medical care available)

*Polyethylene glycol (PEG), an ingredient in both mRNA COVID-19 vaccines, is structurally related to polysorbate and cross-reactive hypersensitivity
between these compounds may occur. Information on ingredients of a vaccine or medication (including PEG, a PEG derivative, or polysorbates) can be
found in the package insert. PEG and polysorbate are common excipients in many vaccines, injectable therapies, and other products. Persons with a
known (diagnosed) allergy to PEG, another mRNA vaccine component, or polysorbate, have a contraindication to vaccination. Persons with a reaction
to a vaccine or injectable therapy that contains multiple components, one of which is PEG, another mRNA vaccine component or polysorbate,
but in whom it is unknown which component elicited the immediate allergic reaction have a precaution to vaccination.

Polysorbate 80 is an ingredient in Janssen COVID-19 vaccine. People with a contraindication to Janssen COVID-19 vaccine (including due to a
known allergy to polysorbate) have a precaution to mRNA COVID-19 vaccines. For people with these precautions , referral to an allergist or

immunologist should be considered.

Potential characteristics of allergic reactions, vasovagal reactions, and vaccine side effects following mRNA COVID-19
vaccination

Characteristics

Timing after vaccination

Sign and symptoms

Constitutional

Cutaneous

Neurologic

Respiratory

Gastrointestinal

Musculoskeletal
Vaccine recommendations
Recommended to receive

2nd dose of mRNA COVID-
19 vaccine?

Immediate allergic reactions
(including anaphylaxis)

Most occur within 15-30 minutes of
vaccination

Feeling of impending doom

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

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

consciousness

Shortness of breath, bronchospasm,
wheezing, stridor, hypoxia

Nausea, vomiting, abdominal cramps,
diarrhea

N/A

NO

Vasovagal reaction

Most occur within 15 minutes

Feeling warm or cold

Pallor, diaphoresis, clammy skin, sensation of facial warmth

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

Variable; if accompanied by anxiety, might have an elevated
respiratory rate

Nausea, vomiting

N/A

Yes

https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html

Vaccine side effects (local
and systemic)

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

Fever, chills, fatigue

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

Headache

N/A

Vomiting or diarrhea might
occur

Myalgia, arthralgia

Yes

03/04/2021


https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html
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