


Lee County Health Department 
COVID-19 Vaccine Administration Verification & Consent 

I understand the benefits and risks of COVID-19 vaccine and ask that the vaccine be 
administered to me or the person named for whom I am authorized to make this 
request.  I have had a chance to ask questions that were answer to my satisfaction.  I 
verify the information I filled out on the screening form was correct.  I accept 
responsibility for seeking medical attention for any problems with this vaccination. 

Signature: ____________________________________   Date: __________________ 

Relationship to recipient, (if not self): _______________________________________ 

Healthcare Provider Use Only (complete all areas) 

Date Vaccine Administered: ______________ Injection Site (Deltoid):  __ Left  __ Right 

Manufacturer: ____________________  Lot Number: _________  Exp: ____________ 

Administered by (print): _______________  Signature: __________________________ 
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