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COVID-19 Immunization Screening and Consent Form* 
Recipient Name (please print) Preferred Name 

DOB 



 
6. Do you have cancer, leukemia, HIV/AIDS or any other condition that weakens the immune 

system? 

´ Yes 
´ No 
´ Unknown 

7. Do you take any medications that affect your immune system, such as cortisone, prednisone or 
other 


