Asian American Healthcare Center

886- Columbia 100 Pkwy, Suite 207, Columbia MD 21045

Phone/ Fax: 410-884-0888     aahcscheduling@gmail.com
Pfizer COVID-19 Vaccine Booster Dose Consent and Acknowledgement
Area below to be completed by patient                                           Today’s Date:  __________________
LIST ANT ALLERGIES:
________________________________________________________________________________________________
Last Name: _________________________  First Name: ______________________  M.I.: _______________________  
DOB: ______________________        Gender: □ Male □ Female         
Address: ________________________________________________City/State/Zip:_____________________________    
Cell Phone: _______________________ Home Phone: _______________________Other Phone: __________________
Emergency Contact Name: ____________________________ Phone#: __________________ Relation: _____________
WE ARE REQUIRED TO REPORT RACE/ETHNICITY TO THE STATE OF MARYLAND FOR EVERYONE
  □ African American/Black    □ Asian/Pacific Islander    □ Caucasian/White    □ Hispanic/Latino    □ Other

First Pfizer Vaccination Date__________________ Second Pfizer Vaccination Date______________________
Please Choose One of the Following Categories
1. □ Yes   □ No   People age 65 years and older  (if yes, Please skip rest questions, go to signature part)   

2. □ Yes   □ No   Adults 18+ living in long-term care setting. (if yes, skip rest questions, go to signature part)   
3. □ Yes    □ No    People aged 50–64 years with underlying medical conditions (Reference Append)

    
If Yes,      List medical condition:________________________________________________________
4. □ Yes    □ No    People aged 18–49 years with underlying medical conditions based on their individual 



    benefits and risk. (Reference Append)                                                                                                
If Yes,     Please explain:______________________________________________________________
5.□ Yes    □ No
     People aged 18-64 years who are at increased risk for COVID-19 exposure and transmission



    because of occupational or institutional setting may receive a booster shot of Pfizer COVID-


    19 vaccine at least 6 months after their Pfizer primary series, based on their individual benefits 

    and risks.

If Yes,     Please explain:______________________________________________________________
● I hereby certify that I have one or more of the medical conditions listed above as documented or diagnosed by my health care provider and that, to the best of my knowledge, the information upon which this certification is based is true and accurate, under penalty of law.
● Consent for Treatment: I have received and reviewed the vaccine information sheet provided to me. I have been given the opportunity to ask questions (for myself or the above-named person for whom I am an authorized agent) which were answered to the best of the provider’s ability. I understand the benefits and risks of the vaccination as explained. I hereby give permission to Asian American Healthcare Center to administer a dose of the Pfizer COVID-19 vaccine.

__________________________                _________________________                           ____________
Print Patient Name 



Signature of Patient  




Date

