
 
 

 
 

Staff Vaccine Administration Record for COVID-19 
 
 
  

 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

 

Staff Name (Print): _______________________________________  D.O.B.: ____/____/____ Facility Name: _______________________________________ 

Education (including benefits & potential side effects) Provided to Staff: 
COVID-19 Vaccine Education Date    ___/___/___     
Booster Vaccine Education Date       ___/___/___    
Addl. Dose Vaccine Education Date  ___/___/___ 

Manufacturer of Vaccine 
(place X in appropriate box) 

Dose of Vaccine 
(check mL dosage) 

Declined 
(indicate dose in 
appropriate box) 

Vaccine Lot # Diluent Lot #  
(if known) 

Date Vaccine 
Given or 
Declined 

Location of Intramuscular 
Vaccination 

(place X in appropriate box) 

  Pfizer            
      *3 weeks recommended between doses 

1.  1.  
   

Left Arm  Right Arm  
2.  2.  Left Arm  Right Arm  

  Moderna         
     *4 weeks recommended between doses 

1.  1.  
   

Left Arm  Right Arm  
2.  2.  Left Arm  Right Arm  

  Janssen/J&J  1.  1.     Left Arm  Right Arm  

  Other           
      (Print name)   _________________ 

1.  1.  
   

Left Arm  Right Arm  
2.  2.  Left Arm  Right Arm  

Vaccine Type: Booster/Additional Dose Declined Vaccine Lot # Diluent Lot #  
(if known) 

Date Vaccine 
Given or 
Declined 

Location of Intramuscular 
Vaccination 

(place X in appropriate box) 
Booster Manufacturer:     Left Arm  Right Arm  
Additional Dose Manufacturer:     Left Arm  Right Arm  

1) Contraindication: Immediate allergic reaction of any severity to previous COVID-19 vaccine; reaction to polysorbate, or polyethelene glycol. Refer staff 
member to allergist/immunologist for COVID-19 vaccine evaluation. Contraindication: _____________________________________________________ 

2) Adverse Event (Reaction) to Current Vaccine Administration - Describe any reaction to vaccine: _______________________________________________ 

 History of Lab Confirmed COVID-19?    YES        NO                   Date of most recent lab result: ____/____/____ 
 Consent for COVID-19 vaccine present in staff member’s record?       YES        NO  
 Check Box if COVID-19 Vaccine, Booster, or Additional Dose Received at Another Location:  
      Location: ___________________________  Manufacturer: ___________________________  Dose 1 Date:        ____/____/____ 
      Location: ___________________________  Manufacturer: ___________________________  Dose 2 Date:        ____/____/____ 
      Location: ___________________________  Manufacturer: ___________________________  Booster Date:      ____/____/____ 
      Location: ___________________________  Manufacturer: ___________________________  Addl. Dose Date: ____/____/____ 

This material was prepared by Health Quality Innovators (HQI), a Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services 
(HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific 
product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. 12SOW/HQI/QIN-QIO-0129-11/18/21 




