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Sex:
Telephone: (Indicate Preferred)
Which dose of vaccine are you or your child receiving today?
Health Authority or Organization:
Are you a healthcare worker?
Are you employed within a Regional Health Authority?   
Are you employed within a long term care home, personal care home, community care home or assisted living facility?      
Are you a resident of a long term care home, personal care home community care home or assisted living facility?      
Do you live in a group living setting such as group home, shelter, correctional facility, treatment center or other?
Race/ethnicity (please check the applicable boxes)
Do you or your child identify as Indigenous?  
Do you identify as an essential worker?  
If yes, are you employed in:
Do you identify as a first responder?
Do you identify as a rotational worker?
What is your occupation:
Screening:
Please indicate if you are recording this vaccine for one of the following provinces.  **Please skip this question if you are not recording this vaccination for one of the listed provinces** 
Are you or your child  feeling ill today?
Have you or your child  had a COVID-19 infection?
Are you or your child or could you or your child be pregnant?
Are you breastfeeding?
Are you or your child allergic to polyethylene glycol which is contained in the Pfizer/BioNtech and Moderna and Medicago Covifenz vaccines? It can be found in some products such as cosmetics, skin care products, laxatives, cough syrups, bowel preparation products for colonoscopy, and some foods and drinks.
Are you or your child allergic to polysorbate 80 which is contained in the AstraZeneca, COVISHIELD and Janssen vaccines? It can be found in medical preparations (e.g. vitamin oils, tablets, and anti-cancer agents), cosmetics.
Are you or your child allergic to Tromethamine (also known as Trometamol or Tris) which is contained in the Moderna   vaccine and the Pediatric Pfizer/BioNtech vaccine?
It can be found in some medications injected to do tests (contrast media) as well as other medications taken by mouth or injection, and some creams and lotions.
*please refer to COVID-19 Vaccine Ingredient List for a detailed list of vaccine components
Did you or your child have a severe reaction or allergic reaction to a previous dose of COVID-19 vaccine?
Did you or your child have any side effects to a previous dose of COVID-19 vaccine 
Do you or your child have any problems with your immune system or are you or your child taking any medications that can affect your immune system (e.g., high dose steroids, chemotherapy)? 
Do you or your child have an autoimmune disease?
Do you or your child have a bleeding disorder or are you taking any medications that could affect blood clotting?
Have you or your child ever felt faint or fainted after a past vaccination or medical procedure?
PEDIATRIC SPECIFIC QUESTIONS (For ages 6 months to 5 years)
Has your child received any other vaccines in the last 14 days?
JANSSEN SPECIFIC QUESTIONS
Do you have a history of blood clots?
Do you have a history of blood clots with low platelets after a COVID-19 vaccine?
Have you previously experienced an episode of capillary leak syndrome (CLS)?
Have you recently received monoclonal antibodies or convalescent plasma for COVID-19 treatment?
Do you have a history of a problem with low platelets? A part of the blood that helps with clotting. Ask the health care provider if you are not sure about your medical condition.
opportunity to ask questions and to have them answered to my satisfaction.  I have had the opportunity to speak   with a healthcare worker regarding any special consideration that apply to me in respect to the COVID-19 vaccine.
I consent for myself or my child the to receive the COVID-19 vaccine, including additional COVID-19 vaccine doses that may be recommended.
Record of Immunization 
Tradename
Lot Number
Dose(ml)
Site 
and 
Route
Time Given
Date Given
(YYYY/MON/DD)
Vaccine 
given out of province
Immunizer's Name & Signature 
This personal health information is being collected and used under the authority of  s. 29 and s.34(a)(m) of the Personal Health Information Act, and will be used for determining eligibility to receive COVID-19 immunization and monitor organizational uptake of the COVID-19 vaccine. If you have concerns about the collection, use or disclosure of your personal health information, please contact the privacy office of your organization.
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