
10671 Veterans Mem Hwy
Lithia Springs, GA 30122
Phone: 770-948-8825

pharmacist @wyattspharmacy.com

Name Birth Date __/__/___ Age   ___________________ Sex _________

Address ____________________________________ State _________

Zip _______ Phone PCP

YES NO

Signature of Patient or Legal Guardian Relation to  Patient Date

Date Given Route Site Given
Lot# Expiration Manf. (M/D/Y) (IM/SQ) (RA/LA)

Printed Name of Pharmacist Administering Vaccine Pharmacist License #

Pharmacist’s Signature 

COVID Vaccine Consent Form
_________________________

City  __________________________

__________________ _________________________________________________
(Primary Care Physician)

Precautions and Contraindications:  Please mark YES or NO for each question. 

Vaccine Name Dose
Vaccine

Date on VIS

Are you over the age of 65 years old?

Are you a resident of or do you work at a long-term care facility?

You must answer  yes to one of the following questions to qualify to receive the COVID-19 Vaccination under Phase 1A+

Are you a healthcare worker? 
Are you law enforcement or fire personnel

Have you seen your primary care physician in the last year?

Are you a caregiver of someone who is 65 years or older?

I voluntarily request and consent that a pharmacist employed by Wyatt's Pharmacy administer to me the COVID vaccine. I acknowledge that Wyatt's Pharmacy has given me a copy of the 
Vaccine Information Statement that contains information about the Vaccine including information on certain adverse reactions that I may experience as a result of receiving the Vaccine, 
and I have carefully read and understand the Emergency Use Authorization (EUA). I have had an opportunity to ask the Wyatt's pharmacist any questions about the Vaccine or about 
information in the Emergency Use Authorization and my questions have been answered to my satisfaction. I have truthfully answered all the questions regarding my medical history that 
are listed above.  I understand that if I answered a question with a “Yes” there is an increased likelihood that I will experience an adverse reaction from the administration of the Vaccine. 
After careful consideration, I believe that the benefits of receiving the Vaccine outweigh the risks associated with receiving the Vaccine and I have decided to have the Wyatt's pharmacist 
administer the Vaccine to me. I understand that I should remain in the vaccine administration area for 15 minutes after the vaccination to be monitored for any potential adverse 
reactions. I understand if I experience side effects that I should do the following: call pharmacy, contact doctor, call 911. I request that the vaccine be given to me or to the person named 
above for whom I am authorized to make this request. I verify a pharmacist asked for my health history and whether I have had a physical exam within the past year. Health care providers 
did not identify condition(s) that would mean I should not receive vaccine(s).If applicable, I authorize Wyatt's to submit a claim to my insurer for this health care service and authorize an 
assignment of my insurance benefits under such claim to Wyatt's.  I certify that the information given by me in applying for payment under Medicare or Medicaid, or the HRSA COVID-19 
Program for Uninsured Patients, is correct. I authorize release of all records to act on this req  I authorize Wyatt's to use and/or disclose such information about me, including any medical 
related information that I provide to Wyatt's or that is created or received by Wyatts' that Wyatt's reasonably determines is necessary to receive payment for its services, carry out my 
treatment or conduct its health care operations.  This authorization includes disclosures to regulatory agencies, Medicare, Medicaid, health plans, pharmacy benefit managers, claims 
processors, billing companies, interpreters and other persons involved in my treatment, as well as any state immunization registry. I authorize Wyatt's to notify my primary care provider 
identified above, if any, of the administration of the vaccine to me. Wyatt's shall not, at any time, or to any extent allowable by applicable law, be liable, responsible, or in any way be 
accountable for any loss, injury, death, or damage suffered or sustained by me or any other person at any time in connection with, or as a result of, the administration of the Vaccine to me 
by the Wyatt's pharmacist. I, for myself, my heirs, executors, personal representatives and assigns, hereby release Wyatt's, its employees and contractors, specifically the administering 
pharmacist, its agents or representatives from any and all claims arising out of, in connection with, or in any way related to my receipt of the Vaccine from Wyatt's as allowed by applicable 
law. By signing below, I certify that I am the patient or the patient’s guardian/personal representative signing on behalf of the patient, and that I have read, understand and agree to all the 
statements on this form.

For Wyatt's Pharmacy Use Only


