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	COVID-19 Vaccine Data Entry Form (AstraZeneca) 
	Version 1 – March 3, 2021

	
	

	CLIENT INFORMATION

	LAST NAME
	FIRST NAME
	DATE OF BIRTH   (month, day, year)

	
	
	             |          |  

	STREET
	CITY
	PROVINCE
	POSTAL CODE

	
	
	ON
	

	HOME PHONE
	MOBILE PHONE
	EMAIL

	
	
	

	EMPLOYER OR LONG-TERM CARE HOME/RETIREMENT HOME NAME (IF RESIDENT)
	ONTARIO HEALTH CARD NUMBER

	
	

	ALTERNATE ID
	ALTERNATE ID TYPE

	
	☐  Birth Certificate    ☐  Employee ID     ☐  First Nation    ☐  Passport  ☐  MRN  ☐  Out of province Health Card #    ☐  Driver’s license                          

	GENDER               
	☐  Male      ☐  Female      ☐  Non-binary/Third Gender      ☐  Other      ☐  Prefer not to say      ☐  Unknown

	PROXY INFORMATION

	LAST NAME
	FIRST NAME
	PHONE

	
	
	

	RELATIONSHIP TO CLIENT
	☐ Child      ☐ Friend     ☐ Grandparent      ☐ Parent     ☐ Roommate     ☐ Spouse/Partner     ☐ POA     ☐ SDM    ☐ Other

	CONSENT

	☐  Consent to data collection
☐  Consent to receive the vaccine
	Consent to receive communications via:
☐  Email      ☐ Text/SMS
	Consent to receive comms regarding COVID research via:
☐  Email      ☐ Text/SMS

	ADMINISTERED DOSE                                      ***  For Clinic Use Only ***

	AGENT
	COVID-19
	ANATOMICAL SITE
	☐  Left deltoid     ☐ Right deltoid

	PRODUCT NAME
	ASTRAZENECA COVID-19
	ROUTE
	Intramuscular

	LOT #
	
	DOSE #
	1 of 2

	DOSE
	0.5 ml
	AEFI?
	☐  Yes     

	DATE GIVEN
	February _______, 2021
	TIME GIVEN
	____  :  ____   am pm

	GIVEN BY
	
	LOCATION
	

	REASON FOR IMMS
	☐ Healthcare worker  
☐ Healthcare worker: Long term care  
☐ Healthcare worker: Retirement home  
☐ Long Term Care: Other Employee
☐ Retirement Home: Other Employee 
	☐ Long term care: Resident  
☐ Long term care: Essential Caregiver
☐ Long term care: Other Non-Employee
☐ Retirement home: Resident 
☐ Retirement home: Essential Caregiver
☐ Retirement home: Other Non-Employee  
	☐ Advanced age: Community dwelling 
☐ Indigenous community    
☐ Adult of chronic health care   
☐ Other priority population         

	REASON IMMS
 NOT GIVEN
	☐ Healthcare provider determines immunization is contraindicated    
☐ Healthcare provider determines that immunization will be temporarily deferred
☐ Healthcare provider rrecommends immunization but no consent received      
	☐ Medically Ineligible    
☐ Deceased
☐ Moved Out of Province      

	CLIENT’S DOSE 2 OF 2 IS SCHEDULED FOR:
	______  /  ______  / ______   (month, day, year)	______  :  ______      am    pm

	
Vaccinator:  Please copy relevant information from above into the receipt below, then tear off the receipt and provide to the client.

	

	Ministry of Health / ministère de la Santé
	[image: Ministry of Health (Ontario) - Wikipedia]

	Name/Nom:
	________________________________________________________________________________

	Health Card Number/Numéro de la carte Santé:
	#   #   #   #   #   #    _______   _______   _______   _______

	Date of Birth/Date de naissance:
	____________ / ____________ / ____________ (month / day/ year)

	Date/Date:
	____________ / ____________ / ____________ (month / day/ year)   _______ : _______ am pm

	Agent:
	COVID-19

	Product Name/Nom du produit:
	ASTRAZENECA COVID-19 

	Lot/Lot:
	________________________________

	Dose/Dose:
	0.5 ml

	Route/Voie:
	Intramuscular / intramusculaire

	Site/Site:
	☐ Left deltoid / deltoide gauche      ☐ Right deltoid / deltoide droit

	Dose/Dose
	1 of 2

	Administered By/Administré par:
	_______________________________________________________________ , _________________

	Location/Lieu:
	________________________________________________________________________________

	Your dose 2 of 2 is scheduled for/
Votre 2e dose est prévue pour:
	____________ / ____________ / ____________ (month / day/ year)   _______ : _______ am pm
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Ministry of Health / ministère de la Santé   

Name/Nom:  ________________________________________________________________________________  

Health Card Number/Numéro de la carte Santé:  #      #     #     #     #      #       _______   _______   _______   _______  

Date of Birth/Date de naissance:  ____________   /   ____________   /  ____________   (month / day/ year)  

Date/Date:  ____________   /   ____________   /  ____________   (month / day/ year)     _______   :   _______   am pm  

Agent:  COVID - 19  

Product Name/Nom du produit:  ASTRAZENECA COVID - 19    

Lot/Lot:  ________________________________  

Dose/Dose:  0.5 ml  

Route/Voie:  Intramuscular / intramusculaire  

Site/Site:  ?   Left deltoid / deltoide gauche       ?   Right deltoid / deltoide droit  

Dose/Dose  1 of 2  

Administered By/Administré par:  _______________________________________________________________   ,   _________________  

Location/Lieu:  ________________________________________________________________________________  

Your dose 2 of 2 is scheduled for/   Votre 2e dose est prévue pour:  ____________   /   ____________   /  ____________   (month / day/ year)     _______   :   _______   am pm  

 

