COVID-19 vaccination consent form

Full name (first and second name):

CHI number: Date of birth:

Care home address: Ethnicity:

GP Practice name and address: Sex (circle as appropriate): Male  Female

Care Home Resident (able to consent for themselves)

Name
Signature

Signature

Date Date

Care Home Resident (not able to consent for themselves)

If consent is taken in person by Power of Attorney or Guardian
Name of Power of Attorney or Guardian

If offer is declined in person by Power of Attorney or Guardian
Name of Power of Attorney or Guardian

Signature of Power of Attorney or Guardian Signature of Power of Attorney or Guardian
Date

If consent is taken verbally e.g. telephone
Name of Power of Attorney or Guardian

If refusal is taken verbally e.g. telephone
Name of Power of Attorney or Guardian

Name of staff member taking consent

Date and time consent taken Date and time refusal taken

Name of staff member taking refusal
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