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Consent and Waiver   

COVID-19 VACCINE ADMINISTRATION 

I, ___________________________, acknowledge that I am receiving a COVID-19 vaccine 
through a specific manufacturer that will be outlined to you in advance of the vaccine.  The nurse 
administering the vaccine, under the overall supervision of a physician, is not administering care 
for or in expectation of compensation.   

I have agreed that I have signed an informed consent and have answered the questions to the best 
of my ability.  This form is to acknowledge that healthcare workers from Austin Health Partners, 
or one of the pediatrician’s offices associated with Austin Health Partners, is offering this service 
free of charge and is not charging for or requiring any insurance information from you as a part 
of this service.  This vaccine provided to you is offered as a part of a charitable service.  

No record of the vaccine will be kept or maintained in any form except for required reporting as 
required by state and federal law and any information to you about your particular vaccine will 
not be available to you in the future. It’s your responsibility to keep up with any vaccine card and 
nothing will be kept on file for you to retrieve in the future. You are expected to sit and wait for 
the specified time as outlined by the nurse and by signing this form, you agree to follow 
whatever instructions are given to you.  

I also understand that as a volunteer health care provider, the physician who is supervising the 
nurse is immune from civil liability for any act or omission resulting in death, damage, or injury 
as long as the volunteer acts in good faith and in the scope of his or her duties within the 
organization in providing the health care services.  

The physician or healthcare organization who is sponsoring or working to give vaccines is not 
establishing a physician/patient relationship with you by undergoing this free service.  

I agree that if and when I feel pain or am uncomfortable with the procedure or the trainee, I will 
notify someone immediately.   

Furthermore, I realize that the civil liabilities of the employee of the organization are limited to 
money damages per state law.  I hereby agree to RELEASE AND HOLD HARMLESS SURE, 
INC FROM ANY CLAIMS, DEMANDS, OR LIABILITIES ARISING FROM ANY 
PHYSICAL OR PSYCHOLOGICAL INJURY RESULTING FROM THIS VACCINE.  

 

_______________________________  ___________________________ 
Patient's name      Patient Signature 

_______________________________  ___________________________ 

If minor, parent or legal guardian name  Parent/Guardian Signature 

_______________________________ 
Date 
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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

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?

 �P!zer  � 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: 

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

 ӑ Polysorbate, which is found in some vaccines, !lm 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.   Do you have a history of or a risk factor for a blood clotting disorder? 

12.    Are you pregnant or breastfeeding?

13. Do you have dermal !llers?

Prevaccination Checklist  
for COVID-19 Vaccines



3ULYDF\�1RWLÀFDWLRQ� 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�IRU�PRUH�LQIRUPDWLRQ�RQ�3ULYDF\�1RWLÀFDWLRQ��
(Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Stock No. C-7 Revised 02/2021

IMMUNIZATION REGISTRY (ImmTrac2)
Minor Consent Form

%\�P\�VLJQDWXUH�EHORZ��,�GRANT�FRQVHQW�IRU�UHJLVWUDWLRQ���,�ZLVK�WR�,1&/8'(�P\�FKLOG·V�LQIRUPDWLRQ�LQ�WKH�7H[DV�
LPPXQL]DWLRQ�UHJLVWU\�
3DUHQW��OHJDO�JXDUGLDQ��RU�PDQDJLQJ�FRQVHUYDWRU�

Printed Name

SignatureDate

&RQVHQW�IRU�5HJLVWUDWLRQ�RI �&KLOG�DQG�5HOHDVH�RI �,PPXQL]DWLRQ�5HFRUGV�WR�$XWKRUL]HG�(QWLWLHV�
I understand that, by granting the consent below, I am authorizing release of  the child’s immunization information to DSHS and I further 
understand that DSHS will include this information in the state’s central immunization registry (“ImmTrac2”).  Once in ImmTrac2, the 
child’s immunization information may by law be accessed by:

• a public health district or local health department, for public health purposes within their areas of  jurisdiction;
• a physician, or other health-care provider legally authorized to administer vaccines, for treating the child as a patient;
• a state agency having legal custody of  the child;
• a Texas school or child-care facility in which the child is enrolled;
• a payor, currently authorized by the Texas Department of  Insurance to operate in Texas, regarding coverage for the child.

I understand that I may withdraw this consent to include information on my child in the ImmTrac2 Registry and my consent to release 
information from the Registry at any time by written communication to the Texas Department of  State Health Services, ImmTrac Group – 
MC 1946, P. O. Box 149347, Austin, Texas  78714-9347.

The Texas Immunization Registry (ImmTrac2) is a free service of  the Texas Department of  State Health Services (DSHS).  The 
LPPXQL]DWLRQ�UHJLVWU\�LV�D�VHFXUH�DQG�FRQÀGHQWLDO�VHUYLFH�WKDW�FRQVROLGDWHV�DQG�VWRUHV�\RXU�FKLOG·V��\RXQJHU�WKDQ����\HDUV�RI �DJH��
immunization records. With your consent, your child’s immunization information will be included in ImmTrac2.  Doctors, public health 
departments, schools, and other authorized professionals can access your child’s immunization history to ensure that important vaccines are 
not missed.

7KH�7H[DV�'HSDUWPHQW�RI �6WDWH�+HDOWK�6HUYLFHV�HQFRXUDJHV�\RXU�
YROXQWDU\�SDUWLFLSDWLRQ�LQ�WKH�7H[DV�LPPXQL]DWLRQ�UHJLVWU\�

4XHVWLRQV" (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com
7H[DV�'HSDUWPHQW�RI �6WDWH�+HDOWK�6HUYLFHV� �� ,PP7UDF��*URXS�²�0&������ �� 3��2��%R[�������� �� $XVWLQ��7;�����������

3529,'(56�5(*,67(5('�:,7+�,PP7UDF�
Please enter client information in ImmTrac2 and DIÀUP that consent has been granted. 

'2�127 fax to ImmTrac2.  5HWDLQ�WKLV�IRUP�LQ�\RXU�FOLHQW·V�UHFRUG�

5DFH��VHOHFW�DOO�WKDW�DSSO\�
American Indian or Alaska Native Asian Black or African-American
1DWLYH�+DZDLLDQ�RU�2WKHU�3DFLÀF�,VODQGHU White Other Race
Recipient Refused

(WKQLFLW\��VHOHFW�RQO\�RQH�
Hispanic or Latino
Not Hispanic or Latino
Recipient Refused

(Please print clearly)

Child’s First Name Child’s Last NameChild’s Middle Name

*Children younger than
18 years old only. Child’s Gender:

Female
MaleChild’s Date of  Birth (mm/dd/yyyy) Telephone

��

Child’s Address Apartment # Email address

City State Zip Code County

Mother’s First Name Mother’s Maiden Name

http://www.dshs.texas.gov


PROVIDERS REGISTERED WITH ImmTrac2:  Please enter client information in ImmTrac2 and DIÀUP that consent has been granted. DO 
NOT fax to ImmTrac2.  Retain this form in your client’s record.

TEXAS IMMUNIZATION REGISTRY (ImmTrac2)
ADULT CONSENT FORM

Stock No. F11-13366 Revised 02/2021

Questions?  (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com

Texas Department of  State Health Services • ImmTrac Group • MC 1946 • P. O. Box 149347 • Austin, TX 78714-9347

3ULYDF\�1RWLÀFDWLRQ��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 Noti!cation. (Reference: Government Code, Section 
552.021, 552.023, 559.003, and 559.004)

(Please print clearly)

 

The Texas Immunization Registry is a free service of  the Texas Department of  State Health Services (DSHS).  The immunization registry is a 
VHFXUH�DQG�FRQÀGHQWLDO�VHUYLFH�WKDW�FRQVROLGDWHV�LPPXQL]DWLRQ�UHFRUGV�IRU�SXEOLF�KHDOWK�SXUSRVHV��H�J���JLYLQJ�DOO�GRFWRUV�WUHDWLQJ�D�SDWLHQW�D�FHQWUDO�
SODFH�WR�VHH�WKDW�SDWLHQW·V�LPPXQL]DWLRQ�UHFRUGV����:LWK�\RXU�FRQVHQW��\RXU�LPPXQL]DWLRQ�LQIRUPDWLRQ�ZLOO�EH�LQFOXGHG�LQ�,PP7UDF��  

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
,�XQGHUVWDQG�WKDW��E\�JUDQWLQJ�WKH�FRQVHQW�EHORZ��,�DP�DXWKRUL]LQJ�UHOHDVH�RI �P\�LPPXQL]DWLRQ�LQIRUPDWLRQ�WR�'6+6�DQG�,�IXUWKHU�XQGHUVWDQG�
WKDW�'6+6�ZLOO�LQFOXGH�WKLV�LQIRUPDWLRQ�LQ�WKH�7H[DV�,PPXQL]DWLRQ�5HJLVWU\���2QFH�LQ�,PP7UDF���P\�LPPXQL]DWLRQ�LQIRUPDWLRQ�PD\�E\�ODZ�EH�
DFFHVVHG�E\��D�7H[DV�SK\VLFLDQ��RU�RWKHU�KHDOWK�FDUH�SURYLGHU�OHJDOO\�DXWKRUL]HG�WR�DGPLQLVWHU�YDFFLQHV��IRU�WUHDWPHQW�RI �WKH�LQGLYLGXDO�DV�D�SDWLHQW��
D�7H[DV�VFKRRO�LQ�ZKLFK�WKH�LQGLYLGXDO�LV�HQUROOHG��D�7H[DV�SXEOLF�KHDOWK�GLVWULFW�RU�ORFDO�KHDOWK�GHSDUWPHQW��IRU�SXEOLF�KHDOWK�SXUSRVHV�ZLWKLQ�WKHLU�
DUHDV�RI �MXULVGLFWLRQ��D�VWDWH�DJHQF\�KDYLQJ�OHJDO�FXVWRG\�RI �WKH�LQGLYLGXDO��D�SD\RU��FXUUHQWO\�DXWKRUL]HG�E\�WKH�7H[DV�'HSDUWPHQW�RI �,QVXUDQFH�WR�
RSHUDWH�LQ�7H[DV�IRU�LPPXQL]DWLRQ�UHFRUGV�UHODWLQJ�WR�WKH�VSHFLÀF�LQGLYLGXDO�FRYHUHG�XQGHU�WKH�SD\RU·V�SROLF\�  I understand that I may withdraw 
this consent at any time.

%\�P\�VLJQDWXUH�EHORZ��,�*5$17�FRQVHQW�IRU�UHJLVWUDWLRQ��,�ZLVK�WR�,1&/8'(�P\�LQIRUPDWLRQ�LQ�WKH�7H[DV�LPPXQL]DWLRQ�UHJLVWU\�

,QGLYLGXDO��RU�LQGLYLGXDO·V�OHJDOO\�DXWKRUL]HG�UHSUHVHQWDWLYH�� 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 
WKH�5HJLVWU\���$�´)LUVW�5HVSRQGHUµ�LV�GHÀQHG�DV�D�SXEOLF�VDIHW\�HPSOR\HH�RU�YROXQWHHU�ZKRVH�GXWLHV�LQFOXGH�UHVSRQGLQJ�UDSLGO\�WR�DQ�HPHUJHQF\���$Q�
´LPPHGLDWH�IDPLO\�PHPEHUµ�LV�GHÀQHG�DV�D�SDUHQW��VSRXVH��FKLOG��RU�VLEOLQJ�ZKR�UHVLGHV�LQ�WKH�VDPH�KRXVHKROG�DV�WKH�)LUVW�5HVSRQGHU���)RU�D�IDPLO\�
PHPEHU�\RXQJHU�WKDQ����\HDUV�RI �DJH��D�SDUHQW��OHJDO�JXDUGLDQ��RU�PDQDJLQJ�FRQVHUYDWRU�PD\�JUDQW�FRQVHQW�IRU�SDUWLFLSDWLRQ�DV�DQ�´,PP7UDF��
FKLOGµ�E\�FRPSOHWLQJ�WKH�,PPXQL]DWLRQ�5HJLVWU\��,PP7UDF���&RQVHQW�)RUP����&����

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.

$GGUHVV $SDUWPHQW�����%XLOGLQJ��

&LW\ &RXQW\State =LS�&RGH

Mother’s First Name Mother’s Maiden Name

First Name /DVW�1DPHMiddle Name

*HQGHU�
Male

Female

(PDLO�DGGUHVVDate of  Birth (mm/dd/yyyy) Telephone

--

Race (select all that apply)
$PHULFDQ�,QGLDQ�RU�$ODVND�1DWLYH $VLDQ %ODFN�RU�$IULFDQ�$PHULFDQ
1DWLYH�+DZDLLDQ�RU�2WKHU�3DFLÀF�,VODQGHU White Other Race
Recipient Refused

Ethnicity (select only one)
+LVSDQLF�RU�/DWLQR
1RW�+LVSDQLF�RU�/DWLQR
Recipient Refused

http://www.ImmTrac.com
http://www.dshs.texas.gov


$YLVR�GH�FRQÀGHQFLDOLGDG��Con ciertas excepciones, usted tiene derecho a solicitar y recibir información sobre los datos que el estado 
de Texas recabe sobre usted.  Usted tiene derecho a recibir y revisar la información si así lo solicita.  También tiene derecho a pedir que la 
dependencia estatal corrija cualquier información que se determine que es incorrecta. Consulte el sitio http://www.dshs.texas.gov para más 
LQIRUPDFLyQ�VREUH�HO�DYLVR�GH�FRQÀGHQFLDOLGDG���)XHQWH��&yGLJR�JXEHUQDPHQWDO��VHFFLRQHV���������������������������\���������

Stock No. C-7 Revised 02/2021

5(*,6752�'(�,1081,=$&,Ð1��,PP7UDF��
&RQVHQWLPLHQWR�SDUD�PHQRUHV�GH�HGDG

(Llene a mano claramente)

&RQ�PL�ÀUPD�D�FRQWLQXDFLyQ��'2<�PL�FRQVHQWLPLHQWR�SDUD�HO�UHJLVWUR��'HVHR�,1&/8,5�ORV�GDWRV�GH�PL�KLMR�HQ�HO�5HJLVWUR�GH�
,QPXQL]DFLyQ�GH�7H[DV�

3DGUH��WXWRU�R�WLWXODU�GH�OD�FXVWRGLD�����������������������������������������������������������
Nombre escrito a mano

FirmaFecha

&RQVHQWLPLHQWR�SDUD�LQFOXLU�HQ�HO�UHJLVWUR�D�XQ�PHQRU�\�SDUD�GLYXOJDU�VXV�GDWRV�D�ODV�HQWLGDGHV�DXWRUL]DGDV
Entiendo que, al dar aquí mi consentimiento, autorizo la divulgación de mis datos de vacunación al DSHS, y entiendo además que el DSHS 
incluirá esta información en el registro central de inmunización de Texas (“ImmTrac2”). Una vez que los datos de las vacunas de mi hijo 
estén en el ImmTrac2, las siguientes entidades tendrán, por ley, acceso a ella:

• un distrito de salud pública o departamento de salud local, por razones de salud pública, dentro de sus zonas de jurisdicción;
• un médico u otro proveedor de salud legalmente autorizado para aplicar vacunas, como parte del tratamiento al menor como su 

paciente;
• una dependencia estatal que tenga la custodia legal del niño;
• una escuela o guardería en la que el niño esté inscrito;
• un pagador autorizado por el Departamento de Seguros de Texas para operar en Texas lo relacionado con la cobertura del menor.

Entiendo que puedo retirar este consentimiento para incluir los datos de mi hijo en el registro ImmTrac2 para divulgar la información 
contenida en el registro en cualquier momento, enviando una carta a esta dirección: Texas Department of  State Health Services, ImmTrac 
Group – MC 1946, P. O. Box 149347, Austin, Texas 78714-9347.

ImmTrac2, el registro de vacunaciones de Texas, es un servicio gratuito del Departamento Estatal de Servicios de Salud (DSHS) de Texas. Se 
WUDWD�GH�XQ�VHUYLFLR�VHJXUR�\�FRQÀGHQFLDO�TXH�FRQVROLGD�\�JXDUGD�ORV�UHJLVWURV�GH�YDFXQDFLyQ�GH�VX�KLMR��KDVWD�ORV����DxRV�GH�HGDG���&RQ�VX�
debida autorización, la información de las vacunas que recibe su hijo se incluirá en el registro ImmTrac2. Médicos, departamentos de salud 
S~EOLFD��HVFXHODV�\�RWURV�SURIHVLRQDOHV�DXWRUL]DGRV�SXHGHQ�WHQHU�DFFHVR�D�HVWD�LQIRUPDFLyQ�SDUD�YHULÀFDU�TXH�QR�IDOWHQ�YDFXQDV�LPSRUWDQWHV�

(O�'HSDUWDPHQWR�(VWDWDO�GH�6HUYLFLRV�GH�6DOXG�GH�7H[DV�OR�DQLPD�D�TXH�
SDUWLFLSH�GH�IRUPD�YROXQWDULD�HQ�HO�UHJLVWUR�GH�LQPXQL]DFLyQ�GH�7H[DV�

¢7LHQH�DOJXQD�SUHJXQWD" (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com
7H[DV�'HSDUWPHQW�RI �6WDWH�+HDOWK�6HUYLFHV� �� ,PP7UDF��*URXS�²�0&������ �� 3��2��%R[�������� �� $XVWLQ��7;�����������

3529,'(56�5(*,67(5('�:,7+�,PP7UDF�
Please enter client information in ImmTrac2 and DIÀUP that consent has been granted. 

'2�127 fax to ImmTrac2.  5HWDLQ�WKLV�IRUP�LQ�\RXU�FOLHQW·V�UHFRUG�

5D]D��VHOHFFLRQH�WRGRV�ORV�TXH�FRUUHVSRQGDQ��
Indio americano o nativo de Alaska Asiático Negro o afroamericano
1DWLYR�GH�+DZiL�R�GH�RWUD�LVOD�GHO�3DFtÀFR Blanco Otro
Se negó a contestar

*UXSR�pWQLFR��VHOHFFLRQH�VROR�XQD��
Hispanic o latino
No hispano o latino
Se negó a contestar

Primer nombre del menor ApellidoSegundo nombre

*Solo para menores 
de 18 años

Sexo del menor: Femenino
Masculino Fecha de nac. del menor (mm/dd/aaaa) Teléfono

��

Dirección del menor Núm. de apartamento Correo electrónico

Ciudad Estado Código postal Condado

Nombre de la madre Apellido de soltera 

http://www.dshs.texas.gov


PROVIDERS REGISTERED WITH ImmTrac2:  Please enter client information in ImmTrac2 and DIÀUP that consent has been granted. DO 
NOT fax to ImmTrac2.  Retain this form in your client’s record.

REGISTRO DE INMUNIZACIÓN DE TEXAS (ImmTrac2)
CONSENTIMIENTO PARA ADULTOS

Stock No. F11-13366 Revised 02/2021

¿Tiene alguna pregunta? (800) 252-9152 • (512) 776-7284 • Fax: (866) 624-0180 • www.ImmTrac.com
Texas Department of  State Health Services • ImmTrac Group • MC 1946 • P. O. Box 149347 • Austin, TX 78714-9347

$YLVR�GH�FRQÀGHQFLDOLGDG��&RQ�FLHUWDV�H[FHSFLRQHV��XVWHG�WLHQH�GHUHFKR�D�SHGLU�\�D�VHU�LQIRUPDGR�VREUH�ORV�GDWRV�TXH�HO�HVWDGR�GH�7H[DV�UHFDED�VREUH�
XVWHG��8VWHG�WLHQH�GHUHFKR�D�UHFLELU�\�UHYLVDU�OD�LQIRUPDFLyQ�VL�DVt�OR�SLGH��7DPELpQ�WLHQH�GHUHFKR�D�SHGLU�TXH�OD�GHSHQGHQFLD�HVWDWDO�FRUULMD�FXDOTXLHU�
LQIRUPDFLyQ�TXH�VH�GHWHUPLQH�TXH�HV�LQFRUUHFWD��&RQVXOWH�HO�VLWLR�http://www.dshs.texas.gov�SDUD�PiV�LQIRUPDFLyQ�VREUH�HO�DYLVR�GH�FRQÀGHQFLDOLGDG��
�)XHQWH��&yGLJR�JXEHUQDPHQWDO��VHFFLRQHV���������������������������\���������

�/OHQH�D�PDQR�FODUDPHQWH�

'LUHFFLyQ 1~P��GH�DSDUWDPHQWR�R�HGLÀFLR

&LXGDG &RQGDGR(VWDGR &yGLJR�SRVWDO

Nombre de la madre $SHOOLGR�GH�VROWHUD

Primer nombre $SHOOLGRSegundo nombre

Sexo:
Masculino

Femenino

&RUUHR�HOHFWUyQLFRFecha de nacimiento (mm/dd/aaaa) 7HOpIRQR
--

   

(O�5HJLVWUR�GH�,QPXQL]DFLyQ�GH�7H[DV�HV�XQ�VHUYLFLR�JUDWXLWR�GHO�'HSDUWDPHQWR�(VWDWDO�GH�6HUYLFLRV�GH�6DOXG��'6+6��GH�7H[DV��6H�WUDWD�GH�XQ�
VHUYLFLR�VHJXUR�\�FRQÀGHQFLDO�TXH�FRQVROLGD�ORV�UHJLVWURV�GH�YDFXQDFLyQ�FRQ�ÀQHV�GH�VDOXG�S~EOLFD��SRU�HM���SDUD�GDUOH�D�FDGD�PpGLFR�TXH�DWLHQGD�
D�XQ�SDFLHQWH�XQ�OXJDU�FHQWUDOL]DGR�GRQGH�SXHGD�YHU�ORV�UHJLVWURV�GH�YDFXQDFLyQ�GH�VXV�SDFLHQWHV���$O�GDUQRV�XVWHG�VX�FRQVHQWLPLHQWR��ORV�GDWRV�
sobre sus vacunas se incluirán en el ImmTrac2. En el caso de un menor de 18 años de edad, uno de los padres, el tutor legal o el titular de la custodia puede dar el 
consentimiento para que ese menor participe, llenando el consentimiento del ImmTrac2 para menores de edad (# C-7), que puede descargar en: www.ImmTrac.com.

Consentimiento para el registro y para divulgar los registros de inmunización a las personas o entidades autorizadas
(QWLHQGR�TXH��DO�GDU�DTXt�PL�FRQVHQWLPLHQWR��DXWRUL]R�OD�GLYXOJDFLyQ�GH�PLV�GDWRV�GH�YDFXQDFLyQ�DO�'6+6��\�HQWLHQGR�DGHPiV�TXH�HO�'6+6�LQFOXLUi�
HVWD�LQIRUPDFLyQ�HQ�HO�5HJLVWUR�GH�,QPXQL]DFLyQ�GH�7H[DV��8QD�YH]�TXH�OD�LQIRUPDFLyQ�VREUH�PLV�YDFXQDV�HVWp�HQ�HO�,PP7UDF���ODV�VLJXLHQWHV�
HQWLGDGHV�WHQGUiQ��SRU�OH\��DFFHVR�D�HOOD��XQ�PpGLFR�X�RWUR�SURYHHGRU�GH�VDOXG�GH�7H[DV�OHJDOPHQWH�DXWRUL]DGR�SDUD�DGPLQLVWUDU�YDFXQDV��FRPR�SDUWH�
GHO�WUDWDPLHQWR�TXH�\R�UHFLED�FRPR�SDFLHQWH��FXDOTXLHU�HVFXHOD�GH�7H[DV�HQ�OD�TXH�\R�HVWp�LQVFULWR��XQ�GLVWULWR�GH�VDOXG�S~EOLFD�R�GHSDUWDPHQWR�
GH�VDOXG�ORFDO�GH�7H[DV��SRU�UD]RQHV�GH�VDOXG�S~EOLFD��GHQWUR�GH�VXV�]RQDV�GH�MXULVGLFFLyQ��FXDOTXLHU�HQWLGDG�HVWDWDO�TXH�WHQJD�FXVWRGLD�VREUH�Pt��
FXDOTXLHU�SDJDGRU�DXWRUL]DGR�SRU�HO�'HSDUWDPHQWR�GH�6HJXURV�GH�7H[DV�SDUD�RSHUDU�HQ�7H[DV�OR�UHODFLRQDGR�FRQ�PL�FREHUWXUD�FRQ�XQD�SyOL]D�GH�
dicho pagador. Entiendo que puedo retirar mi consentimiento en cualquier momento. 

/D�OH\�HVWDWDO�SHUPLWH�OD�LQFOXVLyQ�HQ�HO�,PP7UDF��GH�ORV�UHJLVWURV�GH�YDFXQDFLyQ�GH�ORV�VRFRUULVWDV�\�VXV�IDPLOLDUHV�GLUHFWRV��PD\RUHV�GH����DxRV����
6H�GHÀQH�FRPR�´VRFRUULVWDµ�DO�HPSOHDGR�GH�OD�VHJXULGDG�S~EOLFD�R�YROXQWDULR�HQWUH�FX\DV�IXQFLRQHV�HVWi�UHVSRQGHU�UiSLGDPHQWH�D�XQD�HPHUJHQFLD�
PpGLFD��6H�GHÀQH�FRPR�´IDPLOLDU�GLUHFWRµ�D�ORV�SDGUHV��FyQ\XJHV��KLMRV�R�KHUPDQRV�TXH�YLYHQ�HQ�HO�PLVPR�KRJDU�TXH�HO�GHO�VRFRUULVWD��(Q�HO�FDVR�
GH�XQ�IDPLOLDU�PHQRU�GH����DxRV��XQR�GH�ORV�SDGUHV��HO�WXWRU�OHJDO�R�HO�WLWXODU�GH�OD�FXVWRGLD�SXHGH�GDU�HO�FRQVHQWLPLHQWR�SDUD�TXH�HO�PHQRU�SDUWLFLSH�
HQ�FDOLGDG�GH�´PHQRU�HQ�HO�,PP7UDF�µ��OOHQDQGR�HO�IRUPXODULR�GH�FRQVHQWLPLHQWR����&����GHO�5HJLVWUR�GH�,QPXQL]DFLyQ��,PP7UDF���

Marque la casilla correspondiente para indicar si es usted es un socorrista o un familiar directo de un socorrista.

Soy un FAMILIAR DIRECTO (mayor de 18 años) de un socorrista.Soy un SOCORRISTA.

&RQ�PL�ÀUPD�D�FRQWLQXDFLyQ��'2<�PL�FRQVHQWLPLHQWR�SDUD�HO�UHJLVWUR��'HVHR�,1&/8,5�PLV�GDWRV�HQ�HO�5HJLVWUR�GH�,QPXQL]DFLyQ�GH�7H[DV�

/D�SHUVRQD��R�VX�UHSUHVHQWDQWH�OHJDOPHQWH�DXWRUL]DGR�� 
 Nombre escrito a mano

Fecha Firma

5D]D��VHOHFFLRQH�WRGRV�ORV�TXH�FRUUHVSRQGDQ��
,QGLR�DPHULFDQR�R�QDWLYR�GH�$ODVND $VLiWLFR Negro o afroamericano
1DWLYR�GH�+DZiL�R�GH�RWUD�LVOD�GHO�3DFtÀFR Blanco Otro
6H�QHJy�D�FRQWHVWDU

*UXSR�pWQLFR��VHOHFFLRQH�VROR�XQD��
Hispanic o latino
No hispano o latino
6H�QHJy�D�FRQWHVWDU

http://www.ImmTrac.com

