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ANTI-COVID-19 VACCINATON

CONSENT FORM
Name and Surname:
…………………………………………………………………………………………….
Date of birth:
Place of birth:
……………………………………….
…………………………………………………..
Residence:
Telephone:
………………………………………………………
…….……………………………………………………….
………………………………………………………
……………………………………………………………..
National Health Service Card (if available):
N. ……………………………………………………………………….………….……
I have read, I have received in a language known to me, and I have understood the
General Information drafted by the Italian Medicines Agency (AIFA) regarding the
“______________________________” vaccine.
I have informed the doctor of all diseases, current and/ or past, and any treatment I
am currently on.
I have had the opportunity to ask questions concerning the vaccine and about my
health status, and I have received complete answers, which I have understood.
I have been correctly informed, with words that are clear to me. I have understood
the benefits and the risks of the vaccination, how it is performed, and any
therapeutic alternatives as well as the consequences should I refuse or forgo
completing the vaccination with the second dose, if foreseen.
I am aware that, should any side effect occur, it is my responsibility to inform my
doctor immediately and to follow the instructions provided.
I accept to remain in the waiting room for at least 15 minutes after the vaccine is
administered to ensure that no immediate side effect occurs.
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I consent to and authorize the administration of the “_____________________”
vaccine.
Date and place ______________________________________________________
Signature of the person who is receiving the vaccine or of his/ her legal
representative ________________________________________________________

I refuse administration of the “____________________” vaccine.
Date and place ______________________________________________________
Signature of the person who is refusing the vaccine or of his/ her legal
representative _______________________________________________________

Health care workers of the vaccination team
1. Name and surname (Doctor)__________________________________
I confirm that the vaccine recipient has expressed his/ her consent to the vaccine,
after having been adequately informed.
Signature ___________________________________________________

2. Name and surname (Doctor or other health care worker)
__________________________________________________________
Role _____________________________________________________
I confirm that the vaccine recipient has expressed his/ her consent to the vaccine,
after having been adequately informed.
Signature ____________________________________________________
The presence of a second health care worker is not indispensable when the vaccine
is administered at a doctor’s office or center, at the recipient’s home, or in the
event of a logistical/ organizational crisis.

