
Indiana Department of Health
COVID-19 Vaccination Patient Intake Form

First Name MI Last Name

Address

City State Zip Code

Mobile Phone

Email

Gender
N

DOB

Preferred Language:  Preferred Ethnicity:

F Y M

Preferred Race: Employer Name

Pregnant?

Is the patient sick today?

Y N

Does the patient have allergies to medications, 
food, a vaccine component, or latex?

Has the patient ever had a serious reaction
 after receiving a vaccination?

Y N

Risk Factors (Circle all that apply)

Reason for Vaccination 
(Circle all that apply)

Primary Medical Insurance Carrier

Policy Number

Group ID (If Present)

Policy Holder

Y N

Vaccine Name

CXV Code

Lot Number

Manufacturer

VIS/EUA Date

PATIENT CONSENT FOR COVID-19 VACCINATION

Vaccine Information (Only for office personnel use)

Notice of Privacy Practices

Expiration Date

Administration Site

Administration Route

Administering Facility

Administration Date

Dosage

IDOH IMMUNIZATION DIVISION DECEMBER 2020
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