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Sex:
Telephone: (Check Preferred)
Health Zone or Staff:
Are you a healthcare worker?
Are you employed within NL Health Services?   
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?  
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 in the last 6 months?
Are you or your child allergic to components of the COVID-19 vaccine?
Refer to product monographs for more information or visit 
https://www.canada.ca/en/public-health/services/publications/healthy-living/canadian-immunization-guide-part-1-key-immunization-information/page-15-contents-immunizing-agents-available-use-canada.html
Did you or your child have an allergic reaction 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)? 
Have you or your child ever felt faint or fainted after a past vaccination or medical procedure?
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 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 (HH:MM)
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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