
Insurance Card: ________________ ID: ___________________ Group: ______________ I do not have insurance 

12-2020

Screening Questionnaire and Consent Form 
Patient Information: (Patient to complete)

Patient Name: ____________________________Date of Birth: _________  Age: _____ Phone#: ___________________ 
Address: ________________________________ City: ___________________________ State: ____ Zip: ____________ _____ Phone#



I authorize the release of any medical or other information with respect to this vaccine to my healthcare providers, 
Medicare, Medicaid or other third party payer as needed and request payment of authorized benefits to be made on my 
behalf to Rite Aid. 
- I acknowledge that if my insurance does not cover the cost of administering the vaccine at the pharmacy, then 

payment must be made at the time of the administration of the vaccine.
- I acknowledge that my vaccination record may be shared with federal or state or city agencies for registry reporting.
- I acknowledge that the pharmacist recommends that vaccinated patients should remain in the waiting area, for 15 

minutes, after the administration of the immunization.
- I acknowledge receipt of Rite Aid’s Notice of Privacy Practices for Protected Health Information.
- I acknowledge that the administration of an immunization or vaccine does not substitute for an annual check-up with 

the patient’s primary care physician.
- For CA: I acknowledge that Rite-Aid intends to share my vaccination record wit㔀Ā
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