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For vaccine recipients: 
The following questions will help us determine if there is  
any reason you should not get the COVID-19 vaccine today. 
If you answer “yes” to any question, it does not necessarily mean you 
should not be vaccinated. It just means additional questions may be asked. 
If a question is not clear, please ask your healthcare provider to explain it.

Adapted with appreciation from the Immunization Action Coalition (IAC) screening checklists

Patient Name

Age

Yes No
Don't 
know

Form reviewed by Date

1. Are you feeling sick today?

2. Have you ever received a dose of COVID-19 vaccine?

• If yes, which vaccine product did you receive?
 �Pfizer � Moderna � Janssen (Johnson & Johnson) � Another product

3. Have you ever had an allergic reaction to:
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that caused you to go to the hospital. It 
would also include an allergic reaction that occurred within 4 hours that caused hives, swelling, or respiratory distress, including wheezing.)

• A component of a COVID-19 vaccine including either of the following:

○ Polyethylene glycol (PEG), which is found in some medications, such as laxatives and
preparations for colonoscopy procedures

○ Polysorbate, which is found in some vaccines, film coated tablets, and intravenous steroids.

• A previous dose of COVID-19 vaccine.

• A vaccine or injectable therapy that contains multiple components, one of which is a COVID-19
vaccine component, but it is not known which component elicited the immediate reaction.

4. Have you ever had an allergic reaction to another vaccine (other than COVID-19 vaccine) or an
injectable medication?
(This would include a severe allergic reaction [e.g., anaphylaxis] that required treatment with epinephrine or EpiPen® or that 
caused you to go to the hospital. It would also include an allergic reaction that occurred within 4 hours that caused hives, 
swelling, or respiratory distress, including wheezing.)

5. Have you ever had a severe allergic reaction (e.g., anaphylaxis) to something other than a component
of COVID-19 vaccine, or any vaccine or injectable medication? This would include food, pet, venom,
environmental, or oral medication allergies.

6. Have you received any vaccine in the last 14 days?

7. Have you ever had a positive test for COVID-19 or has a doctor ever told you that you had COVID-19?

8. Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as
treatment for COVID-19?

9. Do you have a weakened immune system caused by something such as HIV infection or cancer or do
you take immunosuppressive drugs or therapies?

10. Do you have a bleeding disorder or are you taking a blood thinner?

11. Are you pregnant or breastfeeding?

12. Do you have dermal fillers?

Prevaccination Checklist 
for COVID-19 Vaccines



Texas Immunization Registry (ImmTrac 2)
Disaster Information Retention Consent Form

(Please print clearly)

PRIVACY NOTIFICATION: With few exceptions, you have the right to request and be informed about information that the State of  
Texas collects about you.  You are entitled to receive and review the information upon request.  You also have the right to ask the state 
agency to correct any information that is determined to be incorrect.  See http://www.dshs.state.tx.us for more information on Privacy 
Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003 and 559.004)

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.
Questions? (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com • ImmTrac DC
Texas Department of  State Health Services    •    ImmTrac2 Group – MC 1946    •    P. O. Box 149347    •    Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted. 

DO NOT fax to ImmTrac2.  Retain this form in your client’s record.
Revised 02/2021

City CountyState Zip Code

Mother’s First Name Mother’s Maiden Name

Client’s Address Apartment # / Building #

First Name Last NameMiddle Name

*A parent, legal guardian or managing conservator must sign this form if  the client is younger than 18 years of  age.

The Texas Immunization Registry (ImmTrac2) has been designated as the disaster-related reporting and tracking system for 
immunizations, antivirals, and other medications administered to individuals in preparation for, or in response to, a disaster or public 
health emergency.  From the time the event is declared over, ImmTrac2 will retain disaster-related information received from health-
care providers for a period of  5 years.  At the end of  the 5 year retention period, client-specific disaster-related information will be 
removed from the Registry unless consent is granted to retain the client information in ImmTrac2 beyond the 5 year retention period.

The Texas Department of  State Health Services (DSHS) encourages your 
voluntary participation in the Texas Immunization Registry.

Consent for Retention of  Disaster-Related Information and Release of  Information to Authorized Entities 
I understand that, by granting the consent below, I am authorizing retention of  my (or my child’s) disaster-related information 
by DSHS beyond the 5 year retention period.  I further understand that DSHS will include this information in the state’s central 
immunization registry (“ImmTrac2”).  Once in ImmTrac2, my (or my child’s) disaster-related information may by law be accessed by:

• a state agency, for the purpose of  aiding and coordinating communicable disease prevention and control efforts, and / or
• a physician or other health- care provider legally authorized to administer immunizations, antivirals, and other medications, for

treating the client as a patient;
I understand that I may withdraw this consent to retain information in the ImmTrac2 Registry beyond the 5 year retention period 
and my consent to release information from the Registry, at any time by written communication to the Texas Department of  State 
Health Services, ImmTrac2 Group – MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below, I GRANT consent to retain my disaster-related information (or my child’s information if  
younger than age 18) in the Texas immunization registry beyond the 5 year retention period.

Client (or parent, legal guardian, or managing conservator:)
Printed Name

SignatureDate

Stock No. F11-12956

Gender:
Male
FemaleDate of  Birth (mm/dd/yyyy) Telephone

--
Email address

Race (select all that apply):
American Indian or Alaskan Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other Race
Recipient Refused

Ethnicity (select only one):
Hispanic or Latino
Not Hispanic or Latino
Recipient Refused



TEXAS IMMUNIZATION REGISTRY (ImmTrac2)
ADULT CONSENT FORM

Stock No. F11-13366 Revised 02/2021

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about 
you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct any information 
that is determined to be incorrect. See http://www.dshs.texas.gov for more information on Privacy Notification. (Reference: Government Code, Section 
552.021, 552.023, 559.003, and 559.004)

(Please print clearly)

The Texas Immunization Registry (ImmTrac2) is a free service of  the Texas Department of  State Health Services (DSHS).  The immunization 
registry is a secure and confidential service that consolidates immunization records for public health purposes (e.g., giving all doctors treating 
a patient a central place to see that patient’s immunization records).  With your consent, your immunization information will be included in 
ImmTrac2.  For a family member younger than 18 years of  age, a parent, legal guardian, or managing conservator may grant consent for participation for that minor by 
completing the ImmTrac2 Minor Consent Form (# C-7) available for downloading at www.ImmTrac.com.

Consent for Registration and Release of  Immunization Records to Authorized Persons / Entities
I understand that, by granting the consent below, I am authorizing release of  my immunization information to DSHS and I further understand 
that DSHS will include this information in the Texas Immunization Registry.  Once in ImmTrac2, my immunization information may by law be 
accessed by: a Texas physician, or other health care provider legally authorized to administer vaccines, for treatment of  the individual as a patient; 
a Texas school in which the individual is enrolled; a Texas public health district or local health department, for public health purposes within their 
areas of  jurisdiction; a state agency having legal custody of  the individual; a payor, currently authorized by the Texas Department of  Insurance to 
operate in Texas for immunization records relating to the specific individual covered under the payor’s policy.  I understand that I may withdraw 
this consent at any time.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry.

Individual (or individual’s legally authorized representative): Printed Name

Date Signature

State law permits the inclusion of  immunization records for First Responders and their immediate family members (older than 18 years of  age) in 
the Registry.  A “First Responder” is defined as a public safety employee or volunteer whose duties include responding rapidly to an emergency.  An 
“immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the First Responder.  For a family 
member younger than 18 years of  age, a parent, legal guardian, or managing conservator may grant consent for participation as an “ImmTrac2 
child” by completing the Immunization Registry (ImmTrac2) Consent Form (# C-7).

Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member.
I am an IMMEDIATE FAMILY MEMBER (older than 18 years of age) of a First Responder.I am a FIRST RESPONDER.

Address Apartment # / Building #

City CountyState Zip Code

Mother’s First Name Mother’s Maiden Name

First Name Last NameMiddle Name

Gender:
Male
Female

Email addressDate of  Birth (mm/dd/yyyy) Telephone
--

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.
Questions? (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com • ImmTrac DC
Texas Department of  State Health Services    •    ImmTrac2 Group – MC 1946    •    P. O. Box 149347    •    Austin, TX 78714-9347

Race (select all that apply):
American Indian or Alaskan Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other Race
Recipient Refused

Ethnicity (select only one):
Hispanic or Latino
Not Hispanic or Latino
Recipient Refused

PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted. 

DO NOT fax to ImmTrac2.  Retain this form in your client’s record.



 

Phase 1A: 

• Frontline healthcare workers and residents at long-term care facilities, plus people over 65 or with a 
chronic medical condition that puts them at risk for severe illness from Covid-19. 

Phase 1B: 

• People over 65 years of age and older 
• People 16 years of age and older with at least one chronic medical condition that puts them at 

increased risk for severe illness from the virus that causes Covid-19, such as but not limited to: 
 Cancer 
 Chronic kidney disease 
 COPD (chronic obstructive pulmonary disease) 
 Heart conditions such as heart failure, coronary heart disease or cardiomyopathies 
 Solid organ transplantation 
 Obesity and severe obesity (body mass index of 30 kg/m2 or higher) 
 Sickle cell disease 
 Type 2 diabetes mellitus 

 

______    I am eligible under the phase 1A for the vaccination. 

 

________    

  

 

 

Printed Name: ________________________________________________________________ 

 

Signature: ____________________________________________________________________ 

 

Date: _________________ 

 

 I am eligible under the Phase 1B for the vaccination. I am 18 years old or older with at least one 
chronic or medical condition. 





Patient Registration Form

Patient's Name (Last, First, MI):   ____________________________________________________________

Patient's Home Phone Number: _____________________ Alternate Phone Number ( cell or  work): __________________________ 

E-Mail Address: 

Address: __________________________________________________________   Apt. # ____________  

City:    ________________________________      State:  _________________    Zip:  ________________

Date of Birth: ____________________ Age: ______ : M F Social Security Number: ___________________________

Marital Status:  [  ] Married [  ] Single [ ] Divorced [ ] Widowed

Patient’s Employer: ____________________________ Employment Status: [ ] Full time [  ] Part time     [  ] Unemployed
[ ] Retired  [ ] Student [  ] Other: __________________

INSURANCE INFORMATION

Primary Insurance: ____________________

Patient is Subscriber/Policy Holder: Y N

Secondary Insurance: ____________________

Patient is Subscriber/Policy Holder: Y N

INSURED INFORMATION (IF OTHER THAN PATIENT) - We will request to scan your ID and insurance card

Subscriber/ Policy Holder: _________________________________________ Relationship to Patient ________________________
Address: _____________________________________________________________________________________________________
Social Security Number: _________________________________

Date of Birth: __________________________________________

His or Her Employer: ____________________________________ Work Phone Number: _________________________________

RELEASE OF INFORMATION  

I hereby give permission to the person(s) listed below to receive information about the care of the above named patient.

Name(s): ______________________________________________      Relationship to Patient: __________________________________

Greater Elevations LLC reserves the right to charge a fee for any scheduled laboratory visits that are: 

1. Cancelled with less than 24 hours notice
2. Are missed without calling to cancel ( no show)

Cancellation Fee schedule: $25.00

Patient / Parent or Guardian Signature: __________________________________________________ Date: ____________________

___________________________________________

®

Emergency Contact: ___________________________________________

Address: _____________________________________________________ Phone number:  ________________________   

Greater Elevations LLC

®



1. Assignment and Coordination of Insurance Benefits - I agree to provide information regarding all group
hospitalization, health maintenance organization, Workers' Compensation, automobile, and other health care benefits
(“Insurance Plan(s)”) to which I may be entitled. I hereby assign payment(s), if any, from my Insurance Plan(s) to
Greater Elevations LLC (or its affiliate) and each of the independent contractor physicians and/or professional
corporations for services rendered to me. The direct payment hereby assigned and authorized includes any
Insurance Plan(s) benefits to which I am otherwise entitled, including any major medical benefits otherwise
payable to me under the terms of my policy, but is not to exceed the balance due to the Greater Elevations LLC
(or its affiliate), the independent contractor physicians and/or professional corporations for services rendered to me
during the applicable periods of laboratory services/ medical care.

2. Unauthorized, Non-Covered, or Out of Plan Services - I understand if my Insurance Plan(s) does not consider
this laboratory service and any service rendered during this visit/appointment a covered service or they have
authorized this service, they will not pay for the service rendered during this outpatient visit/laboratory service. I
agree to be fully responsible for payment to Greater Elevations LLC for this laboratory service or any other service
provided if determined by my Insurance Plan(s) to be a non-covered service. I also understand and acknowledge that
in the case of Out of Plan/Network services, there may be reduced benefits and I may be required to pay a larger co-
payment, co-insurance or other charge In the event my Insurance Plan(s) does not reimburse these services provided to
me, I acknowledge I will be responsible for any remaining balance.

3. For Medicare Recipients Only - I certify the information given by me in applying for payment under Title
XVIII of the Social Security Act is correct. I request that payment of authorized Medicare benefits be made on my
behalf to the Hospital and/or independent contractors for any services furnished to me by that physician or supplier. I
authorize any holder of medical information about me to release to the Centers for Medicare & Medicaid Services and
its agents any information needed to determine these benefits or the benefits payable for the related services. In the
case of Medicare Part B benefits, I request payment either to myself or to the party who accepts assignment.

4. Residents, Interns or Medical Students- I understand residents, interns, medical students and other health care
professional students may participate, under the supervision of an attending physician or other health care
professional, in my care as part of the Greater Elevations LLC education programs.

By signing below, I certify I have read and understand the foregoing, have had the opportunity to ask questions and 
have them answered and accept the above conditions and terms and I agree to pay all charges for which I may be 
legally responsible including, but not limited to health insurance deductibles, co-payments, and non-covered. I also 
agree in the event my account must be placed with an attorney or collection agency to obtain payment, I will pay 
the reasonable attorneys' fees and other collection costs incurred Greater Elevations LLC. I understand and agree 
this document will remain in effect for all future outpatient or laboratory appointments/ visits Greater Elevations 
LLC, unless specifically rescinded in writing by me. 

Patient Signature: Date: 

Relationship to Patient: 

Greater Elevations LLC

Authorization for Claims Payment and Reviews 



SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE

NAME OF PATIENT OR PERSONAL REPRESENTATIVE

DATE

DESCRIPTION OF PERSONAL REPRESENTATIVE’S AUTHORITY

PATIENT IDENTIFICATION
Greater Elevations LLC
ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES

Greater Elevations LLC

I certify that I have been made aware of Greater Elevations LLC Notice of Privacy Practices 
and that I have a right to receive a copy upon request. This Notice describes the type of uses and 
disclosures of my protected health information that might occur during my treatment, to facilitate 
the payment of my bills or in the performance of Greater Elevations LLC laboratory operations. 
The Notice also describes my rights and Greater Elevations LLC duties with respect to my 
protected health information. I understand that copies of the Notice of Privacy Practices are 
available at the registration areas the Greater Elevations LLC facility.  I  may request that a copy 
be mailed to me by calling 832-296-7709.

Greater Elevations LLC has the right to change the privacy practices that are described in the 
Notice of Privacy Practices. I may obtain a revised Notice of Privacy Practices by calling the 
above number and requesting a revised copy be mailed to me, by asking for one at the time of 
my next appointment.

HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

This form is for use when such authorization is required and complies with the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) Privacy Standards
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