

Herefordshire and Worcestershire Integrated Care System

Clinical Check and Consent Form 
For
 COVID-19 Vaccination of Children and Young People


Please refer to COVID-19 Vaccination programme for children and young people – guidance for parents and COVID-19 vaccination – A guide for children and young people

[bookmark: _Hlk60847835]This document requires completion on behalf of every individual prior to vaccination. The purpose is twofold:
1. To obtain consent for vaccination of children aged 12 to 15 years from responsible parents or legal guardians. For more information go to: https://www.gov.uk/parental-rights-responsibilities/who-has-parental-responsibility
2. To obtain relevant clinical information to enable appropriate vaccination of all individuals

	DETAILS OF CHILD OR YOUNG PERSON TO BE VACCINATED

	Name
	
	Date of Birth
	

	Surname
	
	Gender
	

	Home Address
	
	Ethnicity 
	

	
	
	Post Code
	

	NHS Number 
	
			  	   (if known)
	Telephone No.
	

	GP Name and Address
	
	GP Telephone No.
	

	
	
	GP Post Code
	

	School
	
	Year Group/Class
	

	[bookmark: _GoBack]Date of first vaccination ………………….

	CONSENT FOR IMMUNISATION 
Consent, and the decision to vaccinate, will be subject to clinical approval on the day
Only for completion by parents/guardians of children aged 12 to 15 years

	I have read and understood the leaflet supplied	☐

	☐  YES, I want my child to receive the COVID-19 immunisation
	☐   NO, I DO NOT want my child to receive the COVID-19 immunisation
Please state reason for declining: …………………………
…………………………………………………………

	[bookmark: _Hlk83045150][bookmark: _Hlk83044297]Parent/Guardian Name
	

	Signature
	

	Date
	

	Email address (optional)
	

	Contact Number (for queries on the day of vaccination or in case of emergency)
	

	

	Please answer the Clinical Check Questions overleaf
This information will be used on the day of vaccination to ensure clinically appropriate immunisation. 

	Clinical Check Questions
	Please Provide Further Information
where “Yes” to any Questions

	1.
	Has the child/young person received any other vaccine or injection within the last 7 days?
	No
	☐	Yes
	☐	What was it?............................................
Date administered: .................................

	2.
	What date did the child / young person have their first covid vaccination?
	
	
	
	
	Date administered   .................................

	3.
	Has the child/young person been unwell with fever or COVID-19 symptoms in the last week?
	No
	☐	Yes
	☐	

	4.
	Has the child/young person ever had to go to hospital following a severe allergic reaction?

	No
	☐	Yes
	☐
	What did the child react to? ……………………………………………...
What symptoms? ……………………………………………...
Treatment received? ………………………………………………

	5.
	Did the child have a reaction after having their first covid vaccination
	No
	☐	Yes
	☐	

	[bookmark: _Hlk73443820]6..
	Is the child/young person pregnant, or could they be?
	No
	☐	Yes
	☐	

	7.
	Has the child/young person had a COVID-19 vaccine before or been invited by their GP to receive their vaccine elsewhere? For example, as part of a trial or because they are in an “at-risk” group 
	No
	☐	Yes
	☐	How many doses? ……………………………………………...
Date of last dose? ……………………………………………...

	8.
	Does the child/young person have a bleeding or clotting disorder?
	No
	☐	Yes
	☐	

	9.
	Has the child/young person had a positive COVID-19 PCR test in the past 12 weeks
	No
	☐	Yes
	☐	Date? ……………………………………………...

	10
	Has the child/young person got any long-term medical conditions that require ongoing treatment, or are they waiting to see a specialist?
	No
	☐	Yes
	☐	Please provide details:


	11.
	Is the child/young person taking any regular medicines?
	No
	☐	Yes
	☐	Please provide details:




	









	
	
	
	
	
	

	

FOR OFFICE USE ONLY

	Eligibility Assessment ON THE DAY OF VACCINATION

	Has the individual been assessed as suitable for receiving COVID-19 vaccine today?
	Yes
	☐	No
	☐
	Has the individual read the written information provided?
	Yes
	☐	No
	☐
	Has the individual agreed to receive the COVID-19 vaccine following assessment by a clinician?
	Yes
	☐	No
	☐
	Does the individual agree to be monitored for at least 15 minutes following vaccination?
	Yes
	☐	No
	☐
	Individual NOT immunised today because:

	High temperature		☐
Not well enough today		☐
	Other (Please provide details below) 	☐
………………………………………………….

	Clinical Assessors Name
	

	Signature
	

	Please ensure that vaccinations are recorded on Pinnacle at the time of vaccination
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