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Pre-Immunization Checklist for Injectable Influenza and COVID-19 Vaccines 

Patient (Legal) Name: ________________________________________ 

Patient Date of Birth: ____/_____/_______  Patient’s Age Today: ____________     

Phone Number: _____________________  Premera Insurance Number: SZR-________________ 

Address: ____________________________________ City: ______________ State: _____ Zip: ________ 

Race:  __ American Indian  __ Native Hawaiian or Other Pacific Islander 
__ Alaskan Native  __ White 
__ Asian    __ Other Race 
__ Black or African American 

  
Ethnicity:  __ Hispanic   __ Not Hispanic 
 

For patients (both children and adults) to be vaccinated: The following questions will help us determine 
if there is any reason we should not give you or your child a vaccination today. Your answers will help us 
determine if additional questions must be asked. If a question is not clear, please ask your health care 
provider to explain it.  

 

Vaccine(s) Requested:  

  Influenza injectable     COVID-19 

 For influenza, please complete the BLUE section.  
 For COVID-19, please complete the BLUE and GREEN sections.  

INJECTABLE INACTIVATED INFLUENZA VACCINE AND/OR COVID-19 VACCINE 

 Yes No Unsure 
Is the person to be vaccinated sick today?    
Does the person to be vaccinated have an allergy? If yes, please list. 
 

   

Has the person to be vaccinated had a serious reaction after receiving an 
immunization? 

   

Has the person to be vaccinated ever had Guillian-Barrĕ Syndrome?    
Is the person to be vaccinated Native Alaskan, Native American or have a 
secondary health insurance? 
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INJECTABLE COVID-19 VACCINE 

 Yes No Unsure 
Has the person to be vaccinated ever received a dose of COVID-19 vaccine?      
If yes, which vaccine was administered? Circle one. 
 
               Pfizer / Moderna / Janssen (Johnson & Johnson) / Other 
 

   

Does the person to be vaccinated have a health condition or is undergoing 
treatment that makes them moderately or severely immunocompromised? 

This would include, but not be limited to, treatment for cancer, HIV, 
receipt of organ transplant, immunosuppressive therapy or high-dose 
corticosteroids, CAR-T-cell therapy, hematopoietic cell transplant 
[HCT], or moderate or severe primary immunodeficiency. 

   

Has the person to be vaccinated received COVID-19 vaccine before or during 
hematopoietic cell transplant (HCT) or CAR-T-cell therapies?  

   

 

Check all that apply to the person being vaccinated: Yes 
Have a history of myocarditis or pericarditis  
Have a history of Multisystem Inflammatory Syndrome (MIS-C or MIS-A)  
History of an immune-mediated syndrome defined by thrombosis and thrombocytopenia, 
such as heparin induced thrombocytopenia (HIT) 

 

Have a history of thrombosis with thrombocytopenia syndrome (TTS)  
Have a history of COVID-19 disease within the past 3 months  

 

 

Form completed by: _______________________________________________ Date: ______________ 
(Patient or Guardian Signature) 
 

INFLUENZA: 
LOT: 
EXPIRES: 
 
LOCATION: 
 
                 RT DELT                                            LT DELT 
 
                                  OTHER: ____________ 

COVID-19: 
LOT: 
EXPIRES: 
 
LOCATION: 
 
                 RT DELT                                            LT DELT 
 
                                  OTHER: ____________ 
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