COVID-19 vaccination
consent form

Patient

Surname First name

Phone Date ofbirth ____ /_ /_ NHI

Address

Medical Centre/GP

Parent / guardian / enduring power of attorney

Name of parent or guardian (if applicable)

Relationship to patient

Please let the vaccinator know:
If you are unwell
If you are aged under 12 years
If you are pregnant
If you’re on blood-thinning medications or have a bleeding disorder
If you've had a previous severe allergic reaction to any vaccine or injection in the past
If you have had myocarditis or pericarditis after a vaccination in the past

| have read the CO —1@&& ion prov /or have had explained to me information about
the COVID-19 vaccin &

Il have had a sk question y were answered to my satisfaction.

| believe 4,@ the bene \ risks of COVID-19 vaccination.
iti t t

I understanditis my choiceto ge COVID-19 vaccination.
| understand | will nefd fthe Pfizer COVID-19 vaccine to have the best protection.

|
J

X ardian or enduring power of attorney, and agree to the COVID-19 vaccination of the
bove.

Date _/_/_

Unite MINISTRY OF
New Zealand Government against -
COVID-19 HEALTH

MANATU HAUORA



Additional primary dose: (bold)
I understand I am receiving an additional dose to provide full protection against COVID-19.

Signature................  Date............

Approval for additional primary dose medical practitioners name, signature and date.

Please Note: A prescription from a medical practioner is required for any additional doses.


Information for Vaccinator

Details confirmed [_]
Positive answer to any screening questions? Yes|[ | No [ ]

Record information and advice given:

Informed consent obtained? Yes[ | No [ ]

Date __ /_ /_ Time

If deferred, declined or not medical fit for vaccine record detail

Vaccine (\v DW

Name ofvaccine = Date Time Dose Site Batch Expiry Batch Expiry Timeof
reconstitution

Pfizer/BioNTech 0.3ml

COVID-19

Vaccine

Dosel [ ] Dose2 [ |

Post vaccination information given [ | Signature of vaccinator

Name of vaccinator

Observation area information
Signature

Details of any AEFI or observations recorded [ ]

CARM Reportcompleted [ ]

Departure time

Unite MINISTRY OF

NewZealand Government against
—=cc = oS HEALTH

MANATU HAUORA



In the case of additional primary dose the prescriber must retain this form and hold securely as a medical record in accordance with local policy. 


COVID-19 vaccination consent form

Patient

Surname First name

Phone Dateofbirth /_ /_ NHI

Address

Medical Centre/GP

Please let the vaccinator know:

If you are unwell

If you are aged under 12 years

If you are pregnant

If you’re on blood-thinning medications or have a bleeding disorder

If you've had a previous severe allergic reaction to any vaccine or injection in the past
If you have had myocarditis or pericarditis after a vaccinationin the past

I have read the COVID-19 information provided, a M}e had expk'ﬁ) r& information
about the COVID-19 vaccine.
| have had a chance to ask questions an stere(ito r@ ction.
| believe | understand the benefits and ri i
| understand itis my choice to get th
i i %o have the best protection.

Signature g , @ S /_ /_
‘ A 4

Parent/guardian/e i wer of atto%{o\

| am the parent, or enduring po rney, and agree to the COVID-19 vaccination

ofthe patientn e.

Name o r@ardian

Signatu \ Date ____ / S / S

Relationship to patient

A 4

Third primary d%:e \

| understand | am r& third primary dose to provide increased protection against COVID-19.
g

Date _ [ [

Signatur
o

Medi aWner
| c @ have explained the reasons for, the risks and outcomes of a third primary vaccination

to sumer named above.

Signature Date ____ / S / S

PLEASE NOTE: A prescription from a medical practitioner is required for a third primary dose.

Te Kawanatanga o Aotearoa 5 sza?r:g?: MINISTRY OF
New Zealand Government g_ HEALTH

MANATU HAUORA
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Information for Vaccinator

Details confirmed [_]
Positive answer to any screening questions? Yes|[ | No [ ]

Record information and advice given:

Informed consent obtained? Yes[ | No [_]

Date ___ /_ /_ Time

If deferred, declined or not medical fit for vaccine record detail

Vaccine XU ' Dilmt\) :

Name ofvaccine | Date Time Dose Site LBatch Expiry Batch Expiry Timeof
reconstitution
Pfizer/BioNTech 0.3ml
COVID-19
Vaccine
@ Dose 1 |:| Dose 2 |:| Dose 3 |:| @
Post vaccination informationgiven [ | Signature of vaccinator
Name of vaccinator
Observation area information .
Signature
Details ofany AEF| or observationsrecorded [ |
Departure time
CARM Reportcompleted [ |
* 9
Vaccination site clilﬁh@
If administering a thir: ary dose, this should be signed below by the clinical lead.
Date _ / — / -
Me case of a third primary dose, the prescriber must retain this form or a copy,
and hold securely as a medical record in accordance with local policy.
Te Kawanatanga o Aotearoa 5 %’;‘Ag?: MINISTRY OF
New Zealand Government CCg)VID—1 - HEALTH

MANATU HAUORA
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Appendix p17

COVID-19 vaccination
consent form

Patient
Surname First name

Phone Dateofbirth __ /_ /_ NHI

Address
Medical Centre/GP

Please let the vaccinator know: If you are receiving Pfizer, If you are receiving AstraZeneca,
. Ifyou are unwell please let your vaccinator know: please let your vaccinator know:

. Ifyouare pregnant - Ifyouare aged under 12 years - Ifyouareaged under18 years

« Ifyou're on blood-thinning - Ifyou have had myocarditis or - If you’ve ever had a majorclot or low
medications or have a bleeding pericarditis after a vaccination blood platelets in the past, orhave an
disorder inthe past autoimmune condition that means

you are more likely to have aclot

If you've ever had capillary leak

syndrome, a rare condition causing

fluid leakage from small blood vessels

- Ifyou've had a previous severe
allergic reaction to any vaccine
orinjectionin the past

. 4
| have read the COVID-19 information provided, and/@had explained to
information about the COVID-19 vaccine.

I have been informed of the contraindications of t ID- 19 va
I have had a chance to ask questions and th re answere msfactlon
| believe | understand the benefits and ri %

| understand it is my choice to get th inati
| understand | will need 2 doses ofté i fully vaccinated.

Signature Date / - / .

of attorney, and agree to the COVID-19 vaccination of the

h
v
Parent / guardian / g pow &y
w

or endu&

Name of parent or guardia

*
Relationship to patient

Signature \4 Date [ [__

¢

] \ \
Tick th@e dose that applies:

Pfizer AstraZeneca

Dosel[ | Dose2[ | Dose3'[ | Booster| | Dosel[ | Dose2’[ | Dose3 [ | Booster [ |

| understand that | am receiving a vaccine as indicated above and understand the information given to me.

Signature Date ____ / S / S

*These doses are considered off-label use.
** AstraZeneca as a second primary dose following a non-AstraZeneca dose is considered off-label use.
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Medical practitioner

| confirm that | have explained the reasons for, the risks and outcomes of the Pfizer or AstraZeneca
vaccination to the patient named on this consent form. (please circle one)

Signature Date _ / R / S

PLEASE NOTE: A prescription from a medical practitioner is required for a third primary dose of Pfizer. A prescription is
recommended for AstraZeneca as a booster dose or a second primary (ie. following a non-AstraZeneca vaccine for dose 1).

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ |

Record information and advice given:

Informed consent obtained? Yes[ | No[ ] Date _ [ [___ Time

If deferred, declined or not medically fit for vaccine, record detail:

Vaccine Diluent Pfizer only
. . . i | Time of
Name of vaccine Date Time Dose Site Batch Expiry Batch Expiry e
Pfizer/BioNTech 0.3mL

COVID-19 Vaccine

AstraZeneca 0.5mL

Pfizer AstraZeneca

Dose1 |:| Dose 2 |:| Dose 3’|:| Booster |:| Dose 1 |:| Dose 2"|:| Dose 3" |:| Booster” |:|

*These doses are considered off-label use.
** AstraZeneca as a second primary dose following a non-AstraZeneca dose is considered off-label use.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded []
Signature CARM Report completed [_]

Post vaccination information given [ ] Signature

Departure time

Vaccination site clinical lead

If administering an off-label use, such as a third primary dose, AstraZeneca vaccine as a booster dose OR
AstraZeneca as the secondary dose of the primary course (ie following non-AstraZeneca COVID-19 vaccine for
dose 1), this should be signed below by the clinical lead.

Name

Signature Date __ / S / S

When a prescription is used, the prescriber must retain this form or a copy, and hold securely as a medical record
in accordance with local policy.

Te Kawanatanga o Aotearoa Unite MINISTRY OF

against
New Zealand Government COVID19 HEALTH

MANATU HAUORA



Appendix p37

COVID-19 vaccination
consent form

Person

Surname First name
Phone Dateofbirth __ /_ /_ Age
Address
Medical Centre/GP NHI

Please let the vaccinator know: If you are receiving Pfizer, If you are receiving AstraZeneca,

. Ifyou are unwell please let your vaccinator know: please let your vaccinator know:

. Ifyou are pregnant « Ifyou are aged under 12 years « Ifyou are aged under 18 years

. If you're on blood-thinning you will get the paediatricdose . Ifyou are pregnant
medications orhave a + Ifyou have had myocarditis or . Ifyou've ever had a major clot or low blood platelets
bleeding disorder pericarditis after a vaccination in the past, or have an autoimmune condition that

. Ifyou've had a previous severe inthe past means youare more likely to have a clot
allergic reaction to any vaccine - If you've ever had capillary leak syndrome, a
orinjectionin the past rare condition causing fluid leakage from small

blood vessels

|:| | have read the COVID-19 information provided, a ‘had explain
me information about the COVID-19 vaccine.

[ ] Ihave had achance to ask questions and the were answered to factlon

[ ] Ibelieve I understand the benefits and risks of D 19 wc

[ ] lunderstand I will need 2 doses of the 19 vaccme@ y vaccinated.

[ ] Ihavebeen told how to seek assist | experlenc%toms that may be vaccine side effects.
[ ] lunderstand the side effects a ted with thi

Signature & Date — / - / .

N
Parent/legal guan@ during po Horney
lamthe par al guard

person named above.

and know how to get help if needed.

ian or ing power of attorney, and agree to the COVID-19 vaccination of the

Name of parent or legal gua

Relationship to person cmated

Signature ‘c& Date / N / N

ose that applies:
Dose1 Dose 2
5-12 years I:‘ 5-12 years I:‘

Pfizer Dose 1 |:| Dose 2 I:‘ Dose 3" |:| Booster |:|

12 years and above 12 years and above 12 years and above 18 years and above

AstraZeneca Dose 1 |:| Dose 2™ |:| Dose 3" |:| Booster” |:|

18 years and above 18 years and above 18 years and above 18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.

Signature Date ____ / S / S

*These doses are considered off-label use.
** AstraZeneca as a second primary dose following a non-AstraZeneca dose is considered off-label use.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and outcomes of the Pfizer or AstraZeneca
vaccination to the person named on this consent form. (please circle one)

Signature Date _ / R / S

PLEASE NOTE: A prescription from an authorised prescriber is required for a third primary dose of Pfizer. A prescription is
recommended for AstraZeneca as a booster dose or a second primary (ie. following a non-AstraZeneca vaccine for dose 1).

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ |

Record information and advice given:

Informed consent obtained? Yes[ | No[ ] Date _ [ [___ Time
Vaccine Diluent Pfizer only
g ; q a q Time of
Name of vaccine Date Time Dose Site Batch Expiry Batch Expiry e
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
AstraZeneca 0.5mL
P . Dose 1 Dose 2
Paediatric Pﬂzer 5-12 years D 5-12years D
. Dose 1 Dose 2 Dose 3 Booster
Pflzer 12 years and above D 12 years and above D 12 years and above D 18 years and above D
Dose 1 Dose 2™ Dose 3" Booster”
AstraZeneca 18 years and above |:| 18 years and above |:| 18 years and above |:| 18 years and above |:|

*These doses are considered off-label use.
** AstraZeneca as a second primary dose following a non-AstraZeneca dose is considered off-label use.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded |:|
Signature CARM Report completed [_]

Post vaccination informationgiven || Signature

Departure time

Vaccination site clinical lead

If administering an off-label use, such as a third primary dose, AstraZeneca vaccine as a booster dose OR
AstraZeneca as the secondary dose of the primary course (ie following non-AstraZeneca COVID-19 vaccine for
dose 1), this should be signed below by the clinical lead.

Name

Signature Date ___ / S / N

When a prescription is used, the prescriber must retain this form or a copy, and hold securely as a medical record
in accordance with local policy.

Te Kawanatanga o Aotearoa Unite MINISTRY OF

against
New Zealand Government COVID19 HEALTH

MANATU HAUORA



COVID-19 vaccination consent form

Person

Surname First name

Phone Dateofbirth ___ / . / . Age years
Address
Medical Centre/GP NHI

Please let the vaccinator know: If you are receiving Pfizer, If you are receiving AstraZeneca,
- Ifyou are unwell please let your vaccinator know: please let your vaccinator know:

- Ifyou are aged under 12 years - Ifyou are aged under 18 years

« If you are pregnant or ; o
you will get the paediatric dose

breastfeeding - Ifyou've ever had a major clot or low
- If you're on blood-thinning « Ifyou have had myocarditis or blood plateletsin the past, or have an
medications or have a pericarditis after a vaccination autoimmune condition that means you

bleeding disorder inthe past are more likely to have a clot

If you are receiving Novavax, - If you've ever had capillary leak

« Ifyou've had a previous severe ) a )
please let your vaccinator know: syndrome, a rare condition causing

allergic reaction to any vaccine

orinjection in the past - Ifyou are aged under 18 years fluid leakage from small blood vessels

[ ] I'havereadthe COVID-19 information provided, and/o@ﬁ explain N

me information about the COVID-19 vaccine.
[ ] I'have hadachancetoask questions and they %ered to isfaction.
[ ] lunderstand the benefits and risks of COVIDw@inaﬁon. c
[ ] lunderstand | will need 2 doses of the C -19 vaccine& accinated.

o

s that may be vaccine side effects.

[ ] I'havebeen told how to seek assist@ erience
e

[ ] Iunderstandthe side effects as with this vacci d know how to get help if needed.

Signature .& Date _ [ [
-
Parent / legal guardian / g power \1ey
I am the parent, legal X renduri fattorney, and agree to the COVID-19 vaccination of the
person named abov:
Name of par al guardian Phone
Relationship to person beingN\ated
Signature ’@ Date [ [___
: . o
Tick the vacci Y\th t applies:
Paediatric P&X pose] pose2

5-12 years 5-12 years

Dose 1 Dose 2 Dose 3" |:| Booster |:|

12 years and above 12 years and above 12 years and above 18 years and above

Pfizer

AstraZeneca Lo DEeE Doses’ L] Booster []

18 years and above 18 years and above 18 years and above 18 years and above

Novavax Dose 1 I:‘ Dose 2™ I:‘

18 years and above 18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature Date _ / S / S

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule)
is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and outcomes of the
Pfizer, AstraZeneca or Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date __ /_ /_

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ___ /_ /_ Time
Vaccine Diluent Pfizer only
. . . ; g Time of

Name of vaccine Date Time Dose Site Batch Expiry Batch Expiry e
Paediatric Pfizer 0.2mL

Pfizer/BioNTech 0.3mL

AstraZeneca 0.5mL

Novavax 0.5mL

. L. o Dose 1 Dose 2
Paediatric Pfizer = HRY T -

]
Pfizer Dose 1 I:' Dose 2 I:' Dose 3" D Booster D
[]

12 years and above 12 years and above 12 years and above 18 years and above
Dose 1 Dose 2" Dose 3 Booster”
AstraZen
st SN 18 years and above D 18 years and above 18 years and above D 18 years and above D
Dose 1 Dose 2"
Novavax
18 yearsand above |:| 18 years and above |:|

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded | ]
CARM Report completed [_]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccination site clinical lead
If administering an off-label use, this should be signed below by the clinical lead.

Name

Signature Date — / - / -
Te Kawanatanga o Aotearoa 5 g%ri]r:gie: MINISTRY OF
New Zealand Government L et et HEALTH

MANATU HAUORA
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COVID-19 vaccination consent form

Person

Surname

First name

Phone

Address

Date ofbirth ___ /_ /
DD MM

YYYY

NHI

Medical Centre/GP

Please let the vaccinator know:

- Ifyouare unwell

- Ifyou are pregnant or
breastfeeding

- If you're on blood-thinning
medications orhave a
bleeding disorder

- If you've had a previous severe
allergic reaction to any vaccine
orinjection in the past

|:| I have read the COVID-19 information provided, and/o

If you are receiving Pfizer,

please let your vaccinator know:

- Ifyou are aged under 12 years
you will get the paediatric dose

« If you have had myocarditis or
pericarditis after a vaccination
inthe past

If you are receiving Novavax,

please let your vaccinator know:

« Ifyou are aged under 18 years

me information about the COVID-19 vaccine.

[ ] lunderstand the benefits and risks of COVID

m explai

ion.

If you are receiving AstraZeneca,
please let your vaccinator know:

« Ifyou are aged under 18 years

- If you've ever had a major clot or low
blood plateletsin the past, or have an
autoimmune condition that meansyou
are more likely to have a clot

- If you've ever had capillary leak
syndrome, a rare condition causing
fluid leakage from small blood vessels

\ &

[ ] I'have hadachancetoask questions and they w Qered to r@ﬁcisfa tion.
Q v? at

[ ] lunderstand | will need 2 doses of the COVID-19

ccineto e@accinated.
[ ] I'have beentold how to seek assistance @ oerience sy& s that may be vaccine side effects.

[ ] lunderstandthe side effects assoc@with this vacci

&

know how to get help if needed.

Signature

person named abov:
Name of par

Relationship to

Signature

N"

-
Parent / legal guardi /@Mpow r ey
I am the parent, legal X r

O

al guardian

son beingwated
*

<<

Date ___ /_ /_
DD MM YYYY

fattorney, and agree to the COVID-19 vaccination of the

Phone

Date ___[__/

P 4

Tick the vaccine dose that applies:

Paediatric Pfiz

v
s U 12 years and above

AstraZeneca el

18 years and above

Dose1 I:‘

5-11years

I:‘ Dose 2

12 years and above

Dose 2™ I:‘

18 years and above

DD MM YYYY

Dose 3" I:‘

5-11years

Dose 3"
12 years and above

Dose 3" I:‘

18 years and above

Booster I:'

16 years and above

Booster*
18 years and above D

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Date ___ [/

Signature

DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and outcomes of the
Pfizer, AstraZeneca or Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date /
DD~ MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ____ /_ /_ Time
DD MM YYYY
Vaccine Diluent Pfizer only
. . . . n Time of

Name of vaccine Date Time Dose Site Batch Expiry Batch Expiry TR
Paediatric Pfizer 0.2mL

Pfizer/BioNTech 0.3mL

AstraZeneca 0.5mL

Novavax 0.5mL

Paediatric Pfizer SD_ %syilrs L] 5D_ %s;;rs [] ?_%S\Z‘:’;S []

Pfizer E??lz(aarl and above D ?;’/Zii and above D 1D2C;Se§r§and above D :36%’2::;“0' above D
AstraZeneca %cz/séi:s and above |:| %%Zirzs*;nd above D ?ESC\’/seigand above D %%Zie;d above D
Novavax %Cz/sez:s andabove |:| E}c\’/zearf;nd above |:|

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded ||
CARM Report completed [ ]

Signature

Signature

Post vaccinationinformation given [ | Departure time

Vaccination site clinical lead

When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with
the consumer.

Name

Signature Date ___ / - / -
DD MM YYYY

MINISTRY OF

Te Kawanatanga o Aotearoa Unite
New Zealand Government 2%3: 3_?; HEALTH

MANATU HAUORA
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COVID-19 vaccination consent form

Person

Surname

First name

Phone

Address

Date ofbirth ___ /_ /
DD

MM

YYYY

Medical Centre/GP

NHI

Please let the vaccinator know:

- Ifyouare unwell

- Ifyou are pregnant or
breastfeeding

- If you're on blood-thinning
medications orhave a
bleeding disorder

- If you've had a previous severe
allergic reaction to any vaccine
orinjection in the past

If you are receiving Pfizer,

please let your vaccinator know:

- Ifyou are aged under 12 years
you will get the paediatric dose

« If you have had myocarditis or
pericarditis after a vaccination
inthe past

If you are receiving Novavax,

please let your vaccinator know:

« Ifyou are aged under 18 years

If you are receiving AstraZeneca,
please let your vaccinator know:

If you are aged under 18 years

If you’ve ever had a major clot or low
blood plateletsin the past, or have an
autoimmune condition that meansyou
are more likely to have a clot

If you've ever had capillary leak
syndrome, a rare condition causing
fluid leakage from small blood vessels

m explai \)

tisfaction.

|:| I have read the COVID-19 information provided, and/o
me information about the COVID-19 vaccine.

[ ] I'have hadachancetoask questions and they w Qered tom
[ ] lunderstand the benefits and risks of COVID-19 v at

[ ] lunderstand | will need 2 doses of the COVID-19

ccineto e@accinated.
[ ] I'have beentold how to seek assistance % oerience sy& s that may be vaccine side effects.

ion.

[ ] lunderstandthe side effects assoc@with this vacci know how to get help if needed.

“ & Date ___ /_ /_
Py DD MM YYYY

o odl

i ing e
Parent/legal guardi /@ g power ey
I am the parent, legal X r endurirg fattorney, and agree to the COVID-19 vaccination of the

person named abov:

Name of par al guardian

Relationship to person being%inated
*

p 4
Tick the vaccine dose that applies:

|:| Dose 2

5-11years

Signature

Phone

Date ___[__/
DD MM YYYY

Signature

|:| Dose 3" |:|

5-11years

Paediatric Pf'|ie&(1 1 bars

. Dose1 []
Pfizer U 12 years and above

Dose1 Dose 2™
18 years and above 18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Dose 3"
12 years and above

Dose 2
12 years and above

Booster1

Booster 2 I:'
16 years and above

Forthose eligible
16 years and above

Booster”
18 years and above

Dose 3"

AstraZeneca 18 years and above

Date ___ [/

Signature -
DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer, AstraZeneca or
Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date / /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ____ /_ /_ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir il
pry SRy reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
AstraZeneca 0.5mL
Novavax 0.5mL
pacdiatriopfizer P51 [ Dosez [ poses 7]
5-11years 5-11years 5-11years
. « Booster 2"
Pfizer DS Do Do%e 3 ] For those eligible D
12 yearsand above 12 yearsand above 12 yearsand above 16 years and above 16 years and above
Dose Dose 2" [ ] Dose3 Booster’
AstraZeneca 18 years and above 18 years and above 18 years and above 18 years and above
Dose1 [ ] Dose2"
Novavax 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded ||
CARM Report completed [ ]

Signature

Signature

Post vaccinationinformation given [ | Departure time

Vaccination site clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with
the consumer.

Name

Signature Date ___ / - / -
DD MM YYYY

MINISTRY OF

Te Kawanatanga o Aotearoa Unite
New Zealand Government 2%3: 3_?; HEALTH

MANATU HAUORA
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COVID-19 vaccination consent form

Person

Surname Firstname

Phone Dateofbirth ___ /_ /_ Age years
DD = MM YYVYY

Address

Medical Centre/GP NHI

Please let the vaccinator know:

« Ifyouare unwell

- Ifyou are pregnant or
breastfeeding

- If you're on blood-thinning
medications or have a
bleeding disorder

« Ifyou've had a previous severe
allergic reaction to any vaccine
orinjection in the past

If you are receiving Pfizer,

please let your vaccinator know:

« If you are aged under 12 years
you will get the paediatric dose

« If you have had myocarditis or
pericarditis after a vaccination
inthe past

If you are receiving Novavax,

please let your vaccinator know:

« Ifyou are aged under 18 years

If you are receiving AstraZeneca,
please let your vaccinator know:

If you are aged under 18 years

If you've ever had a major clot or low
blood platelets in the past, or have an
autoimmune condition that means you
are more likely to have a clot

If you've ever had capillary leak
syndrome, a rare condition causing
fluid leakage from small blood vessels

[ ] I'haveread the COVID-19 information provided, and/orhave had explained to
me information about the COVID-19 vaccine.

[ ] I'have hadachance to ask questions and they were answered to my satisfaction.

[ ] lunderstand the benefits and risks of COVID-19 vaccination.

[ ] lunderstand I will need 2 doses of the COVID-19 vaccine to be fully vaccinated.

[ ] I'have been told how to seek assistance if | experience symptoms that may be vaccine side effects.

[ ] 1understand the side effects associated with this vaccine and know how to get help if needed.

Signature

Date _/_/

Parent / legal guardian / enduring power of attorney

DD MM YYYY

| am the parent, legal guardian or enduring power of attorney, and agree to the COVID-19 vaccination of the

person named above.

Name of parent or legal guardian

Relationship to person being vaccinated

Signature

Phone

Date _/_/

Tick the vaccine dose that applies:

Paediatric Pfizer D9%¢!
5-11years
- Dose 1
Pfizer
€ 12 years and above
AstraZeneca posell
18 years and above
Novavax 2]

18 years and above

D Dose 2

D Dose 3"

5-11years 5-11years

Dose 2 Dose 3"

12 years and above

Dose 2~ Dose 3"

18 years and above

Dose 2"
18 years and above

12 years and above

18 years and above

DD MM YYYY

[]

Booster 2"
Forthose eligible I:l
16 years and above

Booster1
16 years and above

Booster”
18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature

Date _/_/

DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.

HP7565 | 27 June 2022
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer, AstraZeneca or
Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date / /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ____ /_ /_ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir UG
Py oy reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
AstraZeneca 0.5mL
Novavax 0.5mL
pacdiatriopfizer P91 [ Dosez . [ poses (7]
5-11years 5-11years 5-11years
. « Booster 2"
Pfizer DB Do Do 3 ] For those eligible D
12 years and above 12 yearsand above 12 years and above 16 years and above 16 years and above
Dose'l Dose 2" [ | Doses Booster"
AstraZeneca 18 years and above 18 years and above 18 years and above 18 years and above
Dose1 [ ] Dose2"
Novavax 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded ||
CARM Report completed [ ]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccination site clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date ___ / - / -
DD MM YYYY
Te Kawanatanga o Aotearoa Unite Te Whatu O
against € Wharu Ora

Health New Zealand

New Zealand Government COVID-19
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COVID-19 vaccination consent form

Person

Surname Firstname

Phone Dateofbirth ___ /7 /7 Age years
DD MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know:

« Ifyouare unwell

- If you are pregnant or
breastfeeding

- If you're on blood-thinning
medications or have a
bleeding disorder

« Ifyou've had a previous severe
allergic reaction to any vaccine
orinjection in the past

If you are receiving Pfizer,

please let your vaccinator know:

« If you are aged under 12 years
you will get the paediatric dose

« Ifyou have had myocarditis or
pericarditis after a vaccination
inthe past

If you are receiving Novavax,

please let your vaccinator know:

« Ifyou are aged under 18 years

If you are receiving AstraZeneca,
please let your vaccinator know:

If you are aged under 18 years

If you've ever had a major clot or low
blood platelets in the past, or have an
autoimmune condition that means you
are more likely to have a clot

If you've ever had capillary leak
syndrome, a rare condition causing
fluid leakage from small blood vessels

[ ] I'haveread the COVID-19 information provided, and/orhave had explained to
me information about the COVID-19 vaccine.

[ ] I'have hadachance to ask questions and they were answered to my satisfaction.

[ ] lunderstand the benefits and risks of COVID-19 vaccination.

[ ] lunderstand I will need 2 doses of the COVID-19 vaccine to be fully vaccinated.

[ ] I'have been told how to seek assistance if | experience symptoms that may be vaccine side effects.

[ ] 1understand the side effects associated with this vaccine and know how to get help if needed.

Signature

Date _/_/

Parent / legal guardian / enduring power of attorney

DD MM YYYY

| am the parent, legal guardian or enduring power of attorney, and agree to the COVID-19 vaccination of the

person named above.

Name of parent or legal guardian

Relationship to person being vaccinated

Signature

Phone

Date _/_/

Tick the vaccine dose that applies:

Paediatric Pfizer Do%¢!
5-11years
. Dose1
Pfizer 12 years and above
AstraZeneca Dose
18 years and above
Novavax 2l

18 years and above

|:| Dose 2

D Dose 3"

5-1years 5-1years

Dose 2 Dose 3"

12 years and above

Dose 2™ Dose 3"

18 years and above

Dose 2"
18 years and above

Booster

12 years and above

18 years and above

DD MM YYYY

[]
|:| Booster1

16 years and above

D Booster’

18 years and above

Booster 2* l:l
Forthose eligible
16 years and above

18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature

Date ___ /7 /7
DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.

HP7565 | 4July 2022
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer, AstraZeneca or
Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date / /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ____ /_ /_ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir U6
Py oy reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
AstraZeneca 0.5mL
Novavax 0.5mL
pacdiatriopfizer P91 [ Dosez . [ poses (7]
5-11years 5-11years 5-11years
. « Booster 2"
Pfizer DB Do Do 3 ] For those eligible D
12 years and above 12 yearsand above 12 years and above 16 years and above 16 years and above
Dose1 Dose 2" D Dose 3' Booster"
AstraZeneca 18 years and above 18 years and above 18 years and above 18 years and above
Dose |:| Dose 2" |:| Booster
Novavax 18 years and above 18 yearsand above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded ||
CARM Report completed [ ]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccination site clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date ___ / - / -
DD MM YYYY
Te Kawanatanga o Aotearoa Unite Te Whatu O
against € Wharu Ora

Health New Zealand

New Zealand Government COVID-19
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COVID-19 vaccination consent form

Person

Surname Firstname

Phone Dateofbirth ___ /7 / Age years
DD MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know:

« Ifyouare unwell

- If you are pregnant or
breastfeeding

- If you're on blood-thinning
medications or have a
bleeding disorder

« Ifyou've had a previous severe
allergic reaction to any vaccine
orinjection in the past

If you are receiving Pfizer,

please let your vaccinator know:

« If you are aged under 12 years
you will get the paediatric dose

« Ifyou have had myocarditis or
pericarditis after a vaccination
inthe past

If you are receiving Novavax,

please let your vaccinator know:

« Ifyou are aged under 18 years

If you are receiving AstraZeneca,
please let your vaccinator know:

If you are aged under 18 years

If you've ever had a major clot or low
blood platelets in the past, or have an
autoimmune condition that means you
are more likely to have a clot

If you've ever had capillary leak
syndrome, a rare condition causing
fluid leakage from small blood vessels

[ ] I'haveread the COVID-19 information provided, and/orhave had explained to
me information about the COVID-19 vaccine.

[ ] I'have hadachance to ask questions and they were answered to my satisfaction.

[ ] lunderstand the benefits and risks of COVID-19 vaccination.

[ ] lunderstand I will need 2 doses of the COVID-19 vaccine to be fully vaccinated.

[ ] I'have been told how to seek assistance if | experience symptoms that may be vaccine side effects.

[ ] 1understand the side effects associated with this vaccine and know how to get help if needed.

Signature

Date _/_/

Parent / legal guardian / enduring power of attorney

DD MM YYYY

| am the parent, legal guardian or enduring power of attorney, and agree to the COVID-19 vaccination of the

person named above.

Name of parent or legal guardian

Relationship to person being vaccinated

Signature

Phone

Date _/_/

Tick the vaccine dose that applies:

Paediatric Pfizer D0%e!
5-11years
. Dose 1
Z
Pfizer 12 years and above
AstraZeneca el
18 years and above
Novavax el

18 years and above

|:| Dose 2

D Dose 3"

5-11years 5-11years

Dose 2 Dose 3"

12 years and above

12 years and above

DD MM YYYY

[]

Booster1
16 years and above

Booster 2
Forthose eligible D
16 years and above

Dose 2™ Dose 3" Booster”
18 years and above 18 years and above 18 years and above
i Booster 2
Dosez Booster Forthose eligible I:l
18 years and above 18 years and above 18 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature

Date ____ /7 /
DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.

HP7565 | 13 July 2022
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer, AstraZeneca or
Novavax vaccination to the person named on this consent form.

(please circle one above)

Name APC number

Signature Date / /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ] Positive answer to any screening questions? Yes[ | No[ ]

Record information and advice given:

Informed consent obtained? Yes |:| No |:| Date ____ /_ /_ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir PLLSCh
piry [2RY reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
AstraZeneca 0.5mL
Novavax 0.5mL
Paediatric Pfizer DoSe! [] Dose2 [[] Doses ]
5-11years 5-1years 5-11years
. y Booster 2
Pfizer Dose1 [ ] Dose2 [ ] Dose3 [ ] Booster1 B . []
12 years and above 12 years and above 12 years and above 16 years and above 16 years and above
Dose 1 Dose 2™ Dose 3" Booster’
AstraZeneca 18 years and above 18 years and above 18 years and above 18 years and above
e Booster 2
Novavax Dose |:| Dose2 I:' Booster Forthose eligible l:,
18 years and above 18 yearsand above 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded ||
CARM Report completed [ ]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccination site clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date ___ / - / -
DD MM YYYY
Te Kawanatanga o Aotearoa Unite Te Whatu O
against € Wharu Ora

Health New Zealand

New Zealand Government COVID-19
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COVID-19 vaccination consent form

Person

Surname First name

Phone Date of birth __ / S / Age
DD MM YYYY

Address

Medical Centre/GP NHI

If you are receiving Pfizer, please let your Please let the vaccinator know:
vaccinator know: . Ifyou are unwell

« If you are aged under 12 years you will get the
paediatric dose

- Ifyou have had myocarditis or pericarditis
afteravaccination in the past

If you are receiving Novavax, please let your
vaccinator know:

« If you are aged under 18 years

- If you are pregnant or breastfeeding

« If you're on blood-thinning medications or
have a bleeding disorder

- If you've had a previous severe allergic reaction
to any vaccine orinjection in the past

- -
[ ] I'haveread the COVID-19 information provided, and o@had explain
me information about the COVID-19 vaccine.

[ ] I'have had achance to ask questions and the@ sweredto n@faction.
[ ] lunderstand the benefits and risks of COVID-1 cination.

nd know how to get help if needed.

[ ] lunderstand | willneed 2 doses of the %19 vaccin vaccinated.
[ ] I'have been told how to seek assist@ perienc% s that may be vaccine side effects.
i

[ ] Iunderstandthe side effects a@ with this

Signature % Date ___ / S /
PN DD MM YYYY
. . ‘
Parent /legal guardla%mg po @orney
| am the parent, le a@jl n orenduri er of attorney, and agree to the COVID-19 vaccination of the

person namec Ve.

Name of parent or legal guardian Phone

Relationship to personpeir% ated
Signature Date ___ / S / -

RN ) | DD MM YYYY

Tick the vaccine dose that applies:
« *
Paediatricmﬂ>S ! [] Dose2 [] Doses L]
5-Tyears 5-11years 5-11years
Pfizer V Dose' [ ] Dose2 [ ] Doses [ ] Booster1 Booster2 ]

Forth ligibl
12 years and above 12 years and above 12 years and above 16 years and above 1((5) ;ea‘r’:?,ﬁgg;bgve

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature Date / — / -
DD MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax vaccination
to the person named on this consent form. (please circle one above)

Name

APC number

Signature

Date ___[___ |/

DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ]

Record information and advice given:

No|:|

Informed consent obtained? Yes |:|

Vaccine

Name of vaccine Date Time Dose Site
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
Novavax 0.5mL

Paediatric Pfizer Do%¢! [] Dose2
5-11years 5-11years
. Dose 1 Dose 2
Pfizer
12 years and above 12 years and above
Novavax Dose 1 Dose 2

18 years and above 18 years and above

Positive answer to any screening questions? Yes[ | No[ |

Date /_ /— Time
DD MM YYYY
Diluent Pfizer only
Batch Expir Batch Expir Time of
piry wry reconstitution
Dose 3" |:|
5-11years
A Booster 2
Dose3 Booster1 Forthose eligible D
12 years and above 16 years and above 16 years and above
Booster 2
Booster Forthose eligible |:|
18 years and above 18 years and above

*These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information

Name

Signature

Post vaccination information given | ]

Vaccination site clinical lead

Observation area information
Details of any AEFI or observations recorded | ]
CARM Report completed [ ]

Signature

Departure time

When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.

Name

Signature

Date _/_/

Te Kawanatanga o Aotearoa
New Zealand Government

DD MM YYYY

Unite
against
COVID-19

Te Whatu Ora

Health New Zealand




COVID-19 vaccination consent form

Person

Surname First name

Phone Dateofbirth ___ / — / Age
DD MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know: If you are receiving Pfizer, please let your

» Ifyou have had myocarditis or pericarditis vaccinator know:
inthe past « If you are aged under 12 years you will get the
- Ifyouare unwell paediatric dose

- Ifyou're on blood-thinning medications or If you are receiving Novavax, please let your
have a bleeding disorder vaccinator know:

- If you've had a previous severe allergic reaction « Ifyou are aged under 18 years
to any vaccine orinjection in the past

- -
[ ] I'haveread the COVID-19 information provided, and o@had explain
me information about the COVID-19 vaccine.

[ ] I'have had achance to ask questions and the@ sweredto n@faction.
[ ] lunderstand the benefits and risks of COVID-1 cination.

[ ] lunderstand | willneed 2 doses of the %19 vaccin vaccinated.
[ ] I'have been told how to seek assist@ perienc% s that may be vaccine side effects.
i

[ ] Iunderstandthe side effects a@ with this nd know how to get help if needed.

Signature % Date ___ / S /
PN DD MM YYYY
. . ‘
Parent /legal guardla%mg po @orney
| am the parent, le a@jl n orenduri er of attorney, and agree to the COVID-19 vaccination of the

person namec Ve.

Name of parent or legal guardian Phone

Relationship to personpeir% ated
Signature Date ___ / S / -

RN ) | DD MM YYYY

Tick the vaccine dose that applies:

« *
Paediatricmw>S ! [] pose2 [] Doses L]
5-Tyears 5-11years 5-11years
Pfizer V Dose1 |:| Dose 2 |:| Dose 3" |:| Booster1 Booster 2 I:'

Forth ligibl
12 years and above 12 years and above 12 years and above 16 years and above 1((5) ;ea‘r’:?,ﬁgg;bgve

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature Date /_ / -
DD MM YYYY
* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine

(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacy prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax vaccination
to the person named on this consent form. (please circle one above)

Name

APC number

Signature

Date ___[___ |/

DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator
Details confirmed [ ]

Record information and advice given:

No|:|

Informed consent obtained? Yes |:|

Vaccine
Name of vaccine Date Time Dose Site
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
Novavax 0.5mL
Paediatric Pfizer D¢’ [] Dose2
5-11years 5-11years

. Dose 1 Dose 2
Pfizer 12 years and above 12 years and above
Novavax Dose 1 Dose 2

18 years and above 18 years and above

Positive answer to any screening questions? Yes[ | No[ |

Date /_ /— Time
DD MM YYYY
Diluent Pfizer only
Batch Expir Batch Expir Time of
piry wry reconstitution
Dose 3" |:|
5-11years
A Booster 2
Dose3 Booster1 Forthose eligible D
12 years and above 16 years and above 16 years and above
Booster 2
Booster Forthose eligible |:|
18 years and above 18 years and above

*These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information

Name

Signature

Post vaccination information given | ]

Vaccination site clinical lead

Observation area information
Details of any AEFI or observations recorded | ]
CARM Report completed [ ]

Signature

Departure time

When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.

Name

Signature

Date _/_/

Te Kawanatanga o Aotearoa
New Zealand Government

DD MM YYYY

Ma tatau
_ katoae
araiatute

COVID-19

Te Whatu Ora

Health New Zealand




COVID-19 vaccination consent form

Person

Surname First name

Phone Dateofbirth ___ / — / Age
DD MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know: If you are receiving Pfizer, please let your

« Ifyou have had myocarditis or pericarditis vaccinator know:
inthe past « If you are aged under 12 years you will get the
- Ifyouare unwell paediatric dose

- Ifyou're on blood-thinning medications or If you are receiving Novavax, please let your
have a bleeding disorder vaccinator know:

- If you've had a previous severe allergic reaction « Ifyou are aged under 18 years
to any vaccine orinjection in the past

[ ] I'haveread the COVID-19 information provided, and o@had explain
me information about the COVID-19 vaccine.
[ ] I'have hadachancetoask questions and the swered to isfaction.
[ ] lunderstand the benefits and risks of COVID- 1 cination

[ ] I'have been told how to seek assistanc erience s at may be vaccine side effects.
[ ] lunderstand the side effects asso this vac@ now how to get help if needed.

Signature

Parent / legal guardian/ end@ower ofat { Date ___/___ [
DD MM YYYY

lam the parent Ieg or endunr&&)ﬂc attorney, and agree to the COVID-19 vaccination
of the person

Name of par guard|an
Relationship to person bein Nated Phone

Signature Date __/__/

f DD = MM YYYY
A @

Tick the vaccine dose that applies:
Paediatricmg [] Dose2 [] Doses []
1years 5-11years 5-11years

Booster 2
Pfizer V Dose [ ] Dose2 Dose 3 Booster1 Bty []
12 years and above 12 years and above 12 years and above 16 years and above 16 years and above

| understand that | am receiving a vaccine as indicated above and understand the information given to me.
| agree to receive the vaccine indicated above.

Signature Date ___ / — / -
MM YYYY

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine
(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax vaccination
to the person named on this consent form. (please circle one above)

Name APC number

Signature Date /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator

Details confirmed ] Positive answer to any screening questions? Yes L] Nol]

If yes, record information and advice given:

Informed consent obtained? Yes [ ] No[_] Date __/___/ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir UL
pry pIry reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
Novavax 0.5mL
Paediatric Pfizer DoS¢! [[] Dose2 [] Doses []
5-11years 5-11years 5-11years
. x Booster 2
Pfizer Dose [ ] Dose2 Dose 3 Booster1 B []
12 years and above 12 years and above 12 years and above 16 years and above 16 years and above
o Booster 2
Novavax Dosel I:‘ Dose2 I:‘ BT Forthose eligible I:‘
18 years and above 18 years and above 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded | ]
CARM Report completed [ ]

Signature

Signature

Post vaccination information given | ] Departure time

Vaccinationsite clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date / _ / -
DD MM YYYY
- Ma tatau
Te Kawanatanga o Aotearoa - 'Sattoate Te Whatu Ora
araiatute

Health New Zealand

New Zealand Government

COVID-19
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COVID-19 vaccination consent form

Person

Surname First name

Phone Date of birth ___ /_ / Age years
DD = MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know:

« If you have had myocarditis or pericarditis
after a vaccination in the past

« If you are pregnant or breastfeeding
- If you have diabetes
- If you are unwell

« If you're on blood-thinning medications
or have a bleeding disorder

- If you've had a previous severe allergic reaction
to any vaccine or injectionin the past

If you are receiving Pfizer,
please let your vaccinator know:

- If you are aged under 12 years you will
get the paediatric dose

If you are receiving Novavax,
please let your vaccinator know:

« If your first dose was Pfizer

[ ] I'havereadthe COVID-19 information provided, and/or have had explained to

me information about the COVID-19 vaccine.

[ ] Ihave had achance to ask questions and they were answered to my satisfaction.

[ ] lunderstand the benefits and risks of COVID-19 vaccination.

[ ] I'havebeen told how to seek assistance if | experience symptoms that may be vaccine side effects.
[ ] lunderstand the side effects associated with this vaccine and know how to get help if needed.

Signature

Parent /legal guardian / enduring power of atto

Date __/__/

DD MM YYYY

rney

| am the parent, legal guardian or enduring power of attorney, and agree to the COVID-19 vaccination

of the person named above.

Name of parent or legal guardian

Relationship to person being vaccinated

Phone

Signature

Date __/___/

Tick the vaccine dose that applies:

Paediatric Pfizer DPo%¢! [] Dose2
5-1years 5-1years
. Dose 1 Dose 2
Pfizer
12 years and above 12 years and above
Dose 1 Dose 2™
Novavax
© 12 years and above 12 years and above

| understand that | am receiving a vaccine as indicate
| agree to receive the vaccine indicated above.

YYYY

DD ' MM
[ ] Doses []

5-1years

Dose 3" Booster1 Booster 2

Forthose eligible

12 years and above 16 years and above

16 years and above

B r Booster 2
ooste Forthose eligible D
18 years and above 18 years and above

d above and understand the information given to me.

Signature

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine

Date ___ /

DD MM

(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.

HP7565 | 05.10.22
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YYYY
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax vaccination
to the person named on this consent form. (please circle one above)

Name APC number

Signature Date /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator

Details confirmed [ Positive answer to any screening questions? Yes L] Nol]

If yes, record information and advice given:

Informed consent obtained? Yes [ ] No[_] Date __/___/ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir VLG
pry pIry reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
Novavax 0.5mL
Paediatric Pfizer DoS¢! [] Dose2 [[] Doses []
5-11years 5-1years 5-11years
. & Booster 2
Pfizer Dose1 [ ] Dose2 Dose 3 Booster1 B . []
12 years and above 12 years and above 12 years and above 16 years and above 16 years and above
@ Booster 2
Novavax Dose 1l I:‘ Dose2 I:' TR Forthose eligible I:l
12 years and above 12 years and above 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded | ]
CARM Report completed [ ]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccinationsite clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date / - / -
DD MM YYYY
- Ma tatau
Te Kawanatanga o Aotearoa < 'Satthte Te Whatu Ora
araiatute

Health New Zealand

New Zealand Government

COVID-19
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COVID-19 vaccination consent form

Person

Surname First name

Phone Date of birth ___ /_ / Age years
DD = MM YYYY

Address

Medical Centre/GP NHI

Please let the vaccinator know:

« If you have had myocarditis or pericarditis
after a vaccination in the past

« If you are pregnant or breastfeeding
- If you have diabetes
- If you are unwell

« If you're on blood-thinning medications
or have a bleeding disorder

- If you've had a previous severe allergic reaction
to any vaccine or injectionin the past

If you are receiving Pfizer,
please let your vaccinator know:

« If you are aged under 12 years
(you will get the paediatric dose)

If you are receiving Novavax,
please let your vaccinator know:

« If your first dose was not Novavax

[ ] I'havereadthe COVID-19 information provided, and/or have had explained to

me information about the COVID-19 vaccine.

[ ] Ihave had achance to ask questions and they were answered to my satisfaction.

[ ] lunderstand the benefits and risks of COVID-19 vaccination.

[ ] I'havebeen told how to seek assistance if | experience symptoms that may be vaccine side effects.
[ ] lunderstand the side effects associated with this vaccine and know how to get help if needed.

Signature

Parent /legal guardian / enduring power of atto

Date __/__/

DD MM YYYY

rney

| am the parent, legal guardian or enduring power of attorney, and agree to the COVID-19 vaccination

of the person named above.

Name of parent or legal guardian

Relationship to person being vaccinated

Phone

Signature

Date __/___/

Tick the vaccine dose that applies:

Paediatric Pfizer DPo%¢! [] Dose2
5-1years 5-1years
. Dose 1 Dose 2
Pfizer
12 years and above 12 years and above
Dose 1 Dose 2™
Novavax
© 12 years and above 12 years and above

| understand that | am receiving a vaccine as indicate
| agree to receive the vaccine indicated above.

YYYY

DD ' MM
[ ] Doses []

5-1years

Dose 3" Booster1 Booster 2

Forthose eligible

12 years and above 16 years and above

16 years and above

B r Booster 2
ooste Forthose eligible D
18 years and above 18 years and above

d above and understand the information given to me.

Signature

* These doses are considered off-label use. ** Asecond primary dose following another COVID-19 vaccine

Date ___ /

DD MM

(i.e., amixed dose schedule) is considered off-label. For any off-label use of a vaccine a prescription is required.

HP7565 | 21.10.22
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Authorised prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax vaccination
to the person named on this consent form. (please circle one above)

Name APC number

Signature Date /
DD MM YYYY

For prescription requirements please see the relevant Policy Statement.

Information for Vaccinator

Details confirmed [ Positive answer to any screening questions? Yes L] Nol]

If yes, record information and advice given:

Informed consent obtained? Yes [ ] No[_] Date __/___/ Time
DD MM YYYY
Vaccine Diluent Pfizer only
Name of vaccine Date Time Dose Site Batch Expir Batch Expir VLG
pry pIry reconstitution
Paediatric Pfizer 0.2mL
Pfizer/BioNTech 0.3mL
Novavax 0.5mL
Paediatric Pfizer DoS¢! [] Dose2 [[] Doses []
5-11years 5-1years 5-11years
. & Booster 2
Pfizer Dose1 [ ] Dose2 Dose 3 Booster1 B . []
12 years and above 12 years and above 12 years and above 16 years and above 16 years and above
@ Booster 2
Novavax Dose 1l I:‘ Dose2 I:' TR Forthose eligible I:l
12 years and above 12 years and above 18 years and above 18 years and above

*These doses are considered off-label use. ** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccinator information Observation area information

Name Details of any AEFI or observations recorded | ]
CARM Report completed [ ]

Signature

Signature

Post vaccination information given [ | Departure time

Vaccinationsite clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check with

the consumer.
Name
Signature Date / - / -
DD MM YYYY
- Ma tatau
Te Kawanatanga o Aotearoa < 'Satthte Te Whatu Ora
araiatute

Health New Zealand

New Zealand Government

COVID-19



COVID-19 vaccination
consent form

Person

Surname First name

Phone Date of birth Age

E/ W/ YYYY
Address

Medical Centre/GP NHI

National Health Index number if known

Ethnicity (please tick one or more)
[ ]NZEuropean [ |Maori [ ]Samoan [ | CooklslandMaori [ JTongan [ ] Niuean [ ] Chinese

[ ]Indian [ ] Other- please state

A4

Consent statements
[ ] I'have read the fact sheet called ‘What you need t ut the COVID-19 vaccination'.

[ ] 1know I will need to wait at least 15 minutes after the vaccination. Q
[ ] The benefits and risks of the COVID-19vaccin e been explm

[ ] The common and rare side effects of VID-19 vac n explained to me.

[ ] I'had enough time to ask questio uestlons red to my satisfaction.

[ ] I have received or photograp tsheets s rto them after | leave the appointment.
« ‘What you need to know the COVID-19
- ‘Afterthe COVID-19 v

[ ] Iwastold how R ek asi &he person being vaccinated experience symptoms

that may bevac

[]1 understan
pers

n will be recorded and shared with my/the vaccinated

chon t tothe COVID-19va

Signature 4‘_% Date [/
DD © MM YYYY

As parent / legal guardian / enduring power of attorney

| am the parent, legal guardian or enduring power of
attorney, and agree to the COVID-19 vaccination of the person named above.

Relationship to person being vaccinated Phone

Signature Date ___ / . / —

Te Kawanatanga o Aotearoa ME ttg‘ o
2 sreioae Te Whatu Ora

New Zealand Government
COVID-19

HP7565 COVID-19 vaccine consent form v73.indd 1 @ 2/02/23 10:10 AM
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Doses requiring prescription

Prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax
vaccination to the person named on this consent form.

Prescriber’'s name MCNZ/APC number

Signature Date ___ / _ /
DD MM

YYYY
Vaccination site clinical lead
When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check

with the consumer.

Name

Signature Date ___ / _ N\ /
DD MM YYYY

Vaccination record (for vaccinator use)

Consumer details confirmed [ ] Affirmative answerto any screening questions? [_|Yes [ | No

If yes, record the detail and advice given

Verbal and written post vaccination information given [ |

& Informed consent obtained? | | Yes [ | No @

Pfizer Dose1 [ ] Dose2 Dose 3

6 months - 4 years

[ ]
Pfizer Dose 1 |:| Dose 2 |:| Dose 3"
[]

L1 L)L

5-11years

- . Booster 2
Pfizer Dose 1 |:| Dose 2 Dose 3 Booster1 D For those eligible I:l
12 years and over 16 years and over 16 years and over
Novavax Dose 1 Dose 2" Dose 3’ Booster1 sy,
12 years and over |:| D |:| 18 years and over |:| ::g \r/teg?:?ar?gg;?/leer |:|

*These doses are considered off-label use. Off-label does not apply to those receiving a third dose as part of their 6 month-4 year vaccine course.
** Asecond primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Vaccine details Diluent Pfizer only
Name of vaccine Batch Expiry Dose Site Date Time Batch Expiry g?fn‘;;tuti -
Vaccinator information Observation period
Place of vaccination |:| Details of any AEFI or observations recorded
[ ] CARM report completed
Name Signature
Signature Departure time
_ Ma tatau
Te Kawanatanga o Aotearoa éra'%tt?.uat e Te Whatu Ora
New Zealand Government COVIBS Health New Zealand

‘ ‘ HP7565 COVID-19 vaccine consent form v73.indd 2 @ 2/02/23 10:10 AM ‘ ‘
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COVID-19 vaccination
consent form

Person

Surname First name

Phone Dateofbirth /| Age years
DD ' MM T vyyy

Address

Medical Centre/GP NHI

National Health Index number if known

Ethnicity (please tick one or more)
[ |NZEuropean [ |Maori [ |Samoan [ |CooklslandMaori [ |Tongan [ |Niuean [ |Chinese

[ ]Indian [_] Other-please state

Consent statements

[ ] I'have read the fact sheet called ‘What you need to know about the COVID-19 vaccination’.
[ ] I'know I will need to wait at least 15 minutes after the vaccination.

[ ] The benefits and risks of the COVID-19 vaccine have been explained to me.

[ ] The common and rare side effects of the COVID-19 vaccine have been explained to me.

[ ] I'had enough time to ask questions and my questions were answered to my satisfaction.

[ ] Ihave received or photographed the fact sheets so | can refer to them after | leave the appointment.
- ‘What you need to know about the COVID-19vaccination’
. ‘After the COVID-19 vaccination’

[ ] Iwastold how andwhento seek assistance if I/ the person being vaccinated experience symptoms
that may be vaccine related.

[ ] 1understand this vaccination information will be recorded and shared with my/the vaccinated
person’s regular healthcare provider.

[_] | consent to the COVID-19 vaccination being given.

Signature Date ___ /_ /
pD | MM T yyvy

As parent / legal guardian / enduring power of attorney

I am the parent, legal guardian or enduring power of
attorney, and agree to the COVID-19 vaccination of the person named above.

Relationship to person being vaccinated Phone

Signature Date /|
DD MM YYYY

= Ma tatau
Te Kawanatanga o Aotearoa 5ra|§2tt%atg Te Whatu Ora
New Zealand Government I Health New Zealand

1| English | COVID-19 vaccine consent form HP7565 | 16.02.23
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Doses requiring prescription

Prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax
vaccination to the person named on this consent form.

Prescriber’'s name MCNZ/APC number

Signature Date /|

DD MM

YYYY
Vaccination site clinical lead

When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check
with the consumer.

Name

Signature Date ___ / _ /

DD MM YYYY

Vaccination record (for vaccinator use)

Consumer details confirmed [ ] Affirmative answer to any screening questions? [ |Yes [ ] No

If yes, record the detail and advice given

Verbal and written post vaccination information given [_|
Informed consent obtained? [ | Yes [ | No

COVID-19 vaccination primary course COVID-19 vaccination boosters

Pfizer Pfizer Pfizer Novavax Pfizer Novavax
Comirnaty (3mcg)  Comirnaty (10mcg) | Comirnaty (30mcg) | Nuvaxovid gﬁgg;?gﬂi/:f:;g% Nuvaxovid y
6months-4years 5-11years 12yearsandover | 12yearsand over 16+ years for those eligible 16+ years for those eligible

Dose 1 |:| Dose 1 |:| Dose 1 |:| Dose 1 D

Dose 2 |:| Dose 2 |:| Dose 2 |:| Dose 2** |:|
Dose 3 |:| Dose 3* |:| Dose 3* |:| Dose 3* |:|

*These doses are considered off-label use. Off-label does not apply to those receiving a third dose as part of their 6 month-4 year vaccine course.
** A second primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.

Dose 1 D
Dose 2 D

Dose 1 |:|
Dose 2 D

Vaccine details Diluent (Comirnaty 3mcg and 10mcg only)
. . . ; 7 Time of
Name of vaccine Batch Expiry Dose Site Date Time Batch Expiry e
Vaccinator information Observation period

Place of vaccination

[ | Details of any AEFI or observations recorded

[ ] CARM report completed
Name Signature
Signature Departure time
_ Ma tatau
Te Kawanatanga o Aotearoa 5 katoae Te Whatu Ora
New Zealand Government I Health New Zealand

1| English | COVID-19 vaccine consent form

HP7565 | 16.02.23
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COVID-19 vaccination
consent form

Person

Surname First name

Phone Dateofbirth [/ Age years
DD ' MM T vyyy

Address

Medical Centre/GP NHI

National Health Index number if known

Ethnicity (please tick one or more)
[ |NZEuropean [ |Maori [ |Samoan [ |CooklslandMaori [ | Tongan [ |Niuean [ ]Chinese

[ ]Indian [ ] Other-please state

Consent statements
[ ] Ihave read the fact sheet called ‘What you need to know about the COVID-19 vaccination’.

[ ] I'confirmthat I/ the person being vaccinated have not tested positive for COVID-19 in the
last 6 months.

[ ] I'know I will need to wait at least 15 minutes after the vaccination.

[ ] The benefits and risks of the COVID-19 vaccine have been explained to me.

[ ] The common and rare side effects of the COVID-19 vaccine have been explained to me.
[ ] Ihad enough time to ask questions and my questions were answered to my satisfaction.

[ ] I have received or photographed the fact sheets so | can refer to them after | leave the appointment.
« ‘What you need to know about the COVID-19 vaccination’
« ‘Afterthe COVID-19 vaccination’

[ ] Iwastold how and when to seek assistance if I/ the person being vaccinated experience symptoms
that may be vaccine related.

[ ] 1understand this vaccination information will be recorded and shared with my/the vaccinated
person’s regular healthcare provider.

[_] | consent to the COVID-19vaccination being given.

Signature Date /|
DD | MM

YYYY
As parent / legal guardian / enduring power of attorney

I am the parent, legal guardian or enduring power of
attorney, and agree to the COVID-19 vaccination of the person named above.

Relationship to person being vaccinated Phone

Signature Date /|
DD MM YYYY

= Ma tatau
Te Kawanatanga o Aotearoa 5ra|§2tt%atg Te Whatu Ora
New Zealand Government I Health New Zealand

1| English | COVID-19 vaccine consent form HP7565 | 31.03.23



Doses requiring prescription

Prescriber (incl. medical practitioner, nurse practitioner or pharmacist prescriber)

| confirm that | have explained the reasons for, the risks and benefits of the Pfizer or Novavax
vaccination to the person named on this consent form.

Prescriber’'s name

HNZ00034113 Appendix p48

MCNZ/APC number

Signature

Date ___

Vaccination site clinical lead

DD / MM / YYYY

When administering an off-label dose of vaccine, the clinical lead signs as an informed consent final check

with the consumer.

Name

Signature

Date _/_

DD MM / YYYY

Vaccination record (for vaccinator use)

Consumer details confirmed [ ] Affirmative answer to any screening questions? [ | Yes [ | No

If yes, record the detail and advice given

Verbal and written post vaccination information given ||

Informed consentobtained? [ | Yes [ | No

Confirmed consumer has not tested positive for COVID-19 in the last 6 months | |

CIR checked to ensure recommended dose interval before administration ||

COVID-19 vaccination primary course

Pfizer Pfizer

Comirnaty (3mcg) Comirnaty (10mcg)
6 months-4years 5-11years

Dose1 |:| Dose 1 |:|
Dose 2 |:| Dose 2 |:|
Dose 3 |:| Dose 3* I:l

Pfizer

Comirnaty (30mcg)
12 years and over
Dose1l |:|
Dose 2 |:|
Dose 3* |:|

COVID-19 vaccination additional dose

Novavax Pfizer Novavax

R Comirnaty (15/15mcg) i
Nuvaxovid Original/ Omicron BA.4/5 Nuvaxovid -
12 yearsand over 16+ years for those eligible¥ 18+ yearsforthose eligible
Dose 1 D Dose |:| Dose |:|
Dose2" [ ]
Dose 3* |:|

* These doses are considered off-label use. Off-label does not apply to those receiving a third dose as part of their 6 month-4 year vaccine course.
* Asecond primary dose following another COVID-19 vaccine (i.e., a mixed dose schedule) is considered off-label.
* Those 12-15 years that meet severely immunocompromised criteria are recommended for an additional dose. This will require a prescription.

Vaccine details

Name of vaccine Batch Expiry

Vaccinator information

Place of vaccination

Dose Site

Name

Signature

Te Kawanatanga o Aotearoa
New Zealand Government

1| English | COVID-19 vaccine consent form

Diluent (Comirnaty 3mcg and 10mcg only)

Time of

Date reconstitution

Time Batch Expiry

Observation period
[ | Details of any AEFI or observations recorded

[ ] CARM report completed

Signature

Departure time

M':(?\ tatau

_ katoae Te Whatu Ora
araiatute Health New Zealand
COVID-19

HP7565 | 31.03.23



