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I certify that I am: (a) the patient and at least 18 years of age; (b) the legal guardian of the patient; or (c) a person authorized to consent on behalf of the patient where the 

patient is not otherwise competent or unable to consent for themselves. Further, I hereby give my consent to Beacon Prescriptions and the licensed healthcare professional 

administering the vaccine to administer vaccine (s). I understand that it is not possible to predict all possible side effects or complications associated with receiving vaccine(s). 

I understand the risks and benefits associated with the above vaccine(s) and have received, read and/or had explained to me the EUA Fact Sheet on the vaccine(s) I have 

elected to receive. I also acknowledge that I have had a chance to ask questions and that such questions were answered to my satisfaction. I further authorize the applicable 

Provider to: (a) release my medical or other information, including any communicable disease (including HIV) and mental health information, to, or through, the State HIE or 

Government Agencies to my healthcare professionals, Medicare, Medicaid, or other third-party payer as necessary to effectuate care or payment; (b) submit a claim to my 

insurer for the above requested items and services; and (c) request payment of  authorized benefits be made on my behalf to the applicable Provider with respect to the 

above requested items and services. I further agree to be fully financially responsible for any cost-sharing amounts, including copays, coinsurance and deductibles, for the 

requested items and services, as well as for any requested items and services not covered by my insurance benefits. 

 


