Department 6f
Education

Christopher Groll

Acting Assistant
Commissioner,

Office of School Health
Tweed Courthouse
52 Chambers Street
New York, NY 10007

Hoporue cembu!

Bam, BO3M0HO, y’K€ U3BECTHO, UTO BCE JKUTEJIH T. Hbm-ﬁopKa B Bo3pacte 12 ner
U CTapiie MOTYT OecriaTHO MoyduTh npuBUBKY 0T COVID-19. 310 BakHO 1115
3I0POBBS U OE30IIACHOCTH Balllero peOeHKa, Balllei CeMbH, BAIIIETO MKOJIbHOTO
coo01ecTBa 1 Bcero ropoaa!

[TosTomy HekoTopsie 1Kol coBMecTHO ¢ NYC Test & Trace Corp (T2) u
JlenapramenToM 3apaBooxpanenns r. Hpio-Mopka (DOHMH) B nepByro Hememo
y4e0HOro roja opranusyrot BakuuHanuio Pfizer-BioNTech Bcex mpaBoMOYHBIX
KUTEIICH TOpoa; BTopast 103a OyAeT mMpeIoCcTaBlieHa UM B HaYaJIe OKTSAOPSI.
[IpenBaputenbHas 3anuck He TpeOyeTcs. UTOOBI BBISICHUTH Yachl pabOThl TYHKTOB
BaKI[MHAIMH, OOpalaiTech B KOy MM Ha caiit schools.nyc.gov/covid19.

Bakuunanusa peéeHka npocra, 6e3onacHa, KOHGUAeHINATbHA.
Baxxnas undopmarusi.

e Jlns BakiuHAIMK He TPeOyeTCsl MPEabIBIATH TOKYMEHTHI O TPaX1aHCTBE
1 HOMEP coluanbHoro crpaxoBanus (SSN).

e JInsg BakuuHAIMKM METUIIMHCKAs CTpaxoBKa He TpeOyeTcs. Bakuunanus
OecriaTHa.

e Jlns nerei B Bo3pacre 10 18 seT Tpedyercs corsiacue
poauTeieii/3aKOHHBIX ONeKyHoB. dopMa corsiacusi NpuiIaraercs.
3anoJHMTE U BEPHUTE ee B IKOJIY.

e VYuyammmMmcs B Bo3pacte 12-15 jeT Hy»KHO SIBUTHCS B COITPOBOXKICHUN
POIUTENSI, 3aKOHHOT'O ONEKYHa WJIM Ha3HAaYeHHOTI'0 UMH JINLA. ITO
KelaTeNnbHO, HO He 00s3arenbHo. 1 mobom cnyyae pebeHok Oyner
HaXOJUTHCS MO/ HaOII0A€HHEM KBaJTM(ULIMPOBAHHOTO METULIUHCKOTO
paOoTHHKa B TeueHHE 15 MUHYT NOCiIe BBEJICHNS BaKLIUHBI.

e Bcs nokymenTanus u mH(GopMaus, kacarouascs BakKIIMHAILIMH, CTPOTO
KOH(HIEHIAIbHA.

e BakuuHanus npoBoauTcs 00y4eHHBIM MEJUIIMHCKUM IEPCOHAJIOM.

e [IpenocraBisiercst yCTHBIHM MepeBo Mo TeyeoHy.

e [IpuBHMBKM HACTOSTENFHO PEKOMEH]IYIOTCS, HO B HACTOsAIIEE BpeMs He
SIBJIIOTCSI 00s13aTEIIbHBIMU ISl OOJIBIIMHCTBA yuamuxcs. Vckitouenue
COCTABIISIIOT yJaliecs-CIOPTCMEHBI, YIacTBYIOINE B MEPOIIPUATHUSAX
MeKIIKoJIbHOU criopTuBHOU Juru (Public Schools Athletic League, PSAL)
110 BUJIaM CIIOPTA, KOTOPbIE CYUTAIOTCS] BUJAMH CIIOPTA C BBICOKUM PHUCKOM
unpunuposanus COVID-19. ([JlononauurensHas nHpopmaius Ha BeO-
caiite: schools.nyc.gov/PSAL).

e OO0ureropo/ickasi BaKIIMHAIIMs CIIOCOOCTBOBAJIa 3HAUUTEIILHOMY CHUKEHHUIO
ypoBHs pacnpoctpaneruss COVID-19, yTo npuBeno Kk OTKPBITHIO TOPOA,

CHATHUIO CONUAIBbHBIX OTpaHI/ILIeHI/Iﬁ H YIYUYHICHUIO KA4YCCTBA )KU3HHU.
((IIpooonacenue na c. 2)
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e PekomeHIyeM ceMbsSM 3aperUCTPUPOBATh CTATYC BaKIIMHAIIMK peOeHKa
Ha nopTaJie BakuuHanuu Jlemapramenra obpazoanus (COVID-19
Vaccination Portal): https://vaccine.schools.nyc. IIpemgocraBus 3Ty
MH(pOPMALMIO, BbI HOepxkuTe yerus . Helo-Mopka o 6opse
C MaHJAeMHUeH U JTMKBUIAINH €€ TOCIICICTBUMN, a TAK)KE TOMOXKETE
obecrieunTh 6e30macHOCTh Ko u 31aHuit DOE i Bcex yyamuxcs u
COTPYIHHUKOB.

3a moapo6Hoit nHpopMarmei oOpalaiiTech Ha caiiT Nyc.gov/covidvaccine. Met
HACTOSATENILHO PEKOMEH/IyeM BaM IPUHSTH PEIICHUE O BaKI[MHAIIMK peOeHKa B
OymKaiiee Bpemsi.

C yBaxeHuewM,

Christopher Groll

Christopher Groll

U. 0. 3aMECTHUTEJIS PYKOBOIUTEJISI

Otaen mKOIBHOTO 3PaBOOXPAHEHHUS

VYnpasieHue mo o0ecredeHn o 6e30MacHOi 1 3J0POBO MIKOJIEHON CPebl
Jlenaprament o6pa3zoBanus r. Hero-Mopka
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COVID-19 Immunization Screening and Consent Form*

Recipient Name (please print)

Preferred Name

DOB

Current Gender ID

Indicate ID Below:

Key:

W — Woman/Girl
TM — Transgender Man/Boy NB —Non-Binary Person

Q — Not Sure/Questioning

TW —Transgend

Gender not Listed (write-in)

NR -

M — Man/Boy
GNC — Gender Non-Conforming
Chose not to Respond

er Woman/Girl

* Gender Pronouns: write-in by client’s name

GNL -
Sex Assigned at Birth Key:
Indicate Sex Below:
M — Male F — Female
I —Intersex NR - Chose not to Respond

Marital Status
Indicate Status Below:

Key:

S —Single D - Divorced M — Married
W — Widowed V — Civil Union U — Unknown
SEPARATED — Legally Separated

PARTNER — Life Partner

Indicate Ethnicity Below:

DECL — Declined
HIS — Hispanic Origin

NHL — Non-Hispanic Origin

UNK - Unknown

Indicate Race Below:

Address City State Zip Email Address
Parent/Guardian/ Surrogate (if applicable, please print) | Phone Preferred Language
Ethnicity Ethnicity Key: Race Race Key:

AlIA — Native American or Alaskan  ASN — Asian
BAA — African American or Black

DECL — Declined

NHP — Native Hawaiian or Pacific Islander

WHT - White OTH — Other or Multiracial

Primary Insurance Name

Primary Insurance ID#

Subscriber Name/DOB | Subscriber Relation
to Patient

Primary Insurance Address

Primary Insurance Gro

up # Primary Insurance Phone #

Secondary Insurance Name

Secondary Insurance ID#

Subscriber Relation
to Patient

Subscriber Name/DOB

Secondary Insurance Address

Secondary Insurance Group #

Secondary Insurance Phone #

Clinic/Office Site Where Vaccine is Administered

Primary Care Physician Address/Phone Number

Screening Questionnaire

1. | Areyou feeling sick today? o Yes o No

2. | Inthelast 10days, have you had a COVID-19 test because you had symptoms and arestillawait- |0 Yes @ No |o Unknown
ing your test results or been told by a health care provider or health department to isolate or
quarantine at home due to COVID-19 infection or exposure?

3. | Haveyoubeentreated with antibody therapy or convalescent plasma for COVID-19inthepast90|o Yes | No | o Unknown
days (3 months)? If yes, when did you receive the last dose? Date:

4. | Haveyoueverhadanimmediateallergicreaction (e.g. hives, facial swelling, difficulty breathing, |0 Yes @ No | o Unknown
anaphylaxis) to any vaccine, injection, or shot or to any component of the COVID-19 vaccine, or a
severe allergic reaction (anaphylaxis) to anything?

5. | Areyou pregnant or considering becoming pregnant? o Yes @ No | o Unknown




6. | Doyouhave cancer, leukemia, HIV/AIDS or any other condition that weakens the immune o Yes |[o No |o Unknown
system?

7. | Doyoutakeany medicationsthataffect yourimmune system, such as cortisone, prednisone or o Yes @ No|o Unknown
other steroids, anticancer drugs, or have you had any radiation treatments?

8. Do you have a bleeding disorder, a history of blood clots or are you taking a blood thinner? o Yes [o No [o Unknown
9. Do you have a history of myocarditis (inflammation of the heart muscle) or pericarditis o Yes [o No [o Unknown
(inflammation of the lining around the heart)?
10. | Haveyou received a previous dose of the Pfizer, Modemna or Janssen COVID-19 vaccine? 0 Yes|o No | Date:
(if applicable)

11. | Haveyoureceived a previous dose of a COVID-19 vaccine authorized by the WHO but not by the| o Yes [0 No | Date:
FDA (AstraZeneca — VAXZEVRIA, Sinovac — CORONAVAC, Serum Institute of India — COVISHIELD,
Sinopharm)? (if applicable)

Emergency Use Authorization

The FDA has made the COVID-19 vaccine available under an emergency use authorization (EUA). The EUA is used when circumstances exist to justify
the emergency use of drugs and biological products during an emergency, such as the COVID-19 pandemic. This vaccine has not undergone the same
type of review as an FDA-approved or cleared product. However, the FDA’s decision to make the vaccine available is based on the totality of scientific
evidence available, showing that known and potential benefits of the vaccine outweigh the known and potential risks.

Consent

I have read, or had explained to me, the information sheet about the COVID-19 vaccination. | understand that if my vaccine requires two doses, | will
need to be administered (given) two doses of this vaccine in order for it to be effective. | have had a chance to ask questions which were answered
to my satisfaction (and ensured the person named above for whom | am authorized to provide surrogate consent was also given a chance to ask
questions). | understand the benefits and risks of the vaccination asdescribed.

| request that the COVID-19 vaccination be given to me (or the person named above for whom | am authorized to make this request and provide
surrogate consent). | understand there will be no cost to me for this vaccine. | understand that any monies or benefits for administering the
vaccine will be assigned and transferred to the vaccinating provider, including benefits/monies from my health plan, Medicare or other third
parties who are financially responsible for my medical care. | authorize release of all information needed (including but not limited to medical

records, copies of claims and itemized bills) to verify payment and as needed for other public health purposes, including reporting to applicable
vaccine registries.

Recipient/Surrogate/Guardian (Signature) Date / Time Print Name Relationship to Patient
recipient (if other than recipient)
Telephonic Interpreter’'s ID # Date / Time

OR
Signature: Interpreter Date/ Time Print: Interpreter’'s Name and Relationship to Patient
Area Below to be Completed by Vaccinator
Which vaccine is the patient receiving today?
Vaccine Name Administration EUA Fact Sheet Date Manufacturer & Lot
Number

Pfizer/ BioNTech O First Dose o Second Dose
Moderna O First Dose 0 Second Dose
Astra-Zeneca O First Dose 0 Second Dose
Janssen o Single Dose

Administration Site o Left Deltoid o Right Deltoid O Left Thigh O Right Thigh

Dosage o 0.5ml o 0.3ml

o | have provided the patient (and/or parent, guardian or surrogate, as applicable) with information about the vaccine

and consent to vaccination was obtained.

Vaccinator Signature:

* Use of this form is optional. Updated July 12, 2021



