Guam Immunization Registry
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Guam law states that all vaccines administered on Guam must be submitted to DPHSS for inclusion in the Guam
Immunization Registry (GuWeblZ). For individuals who choose not to have vaccinations recorded in GuWeblZ, contact your

immunization provider for additional information.
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PATIENT HEALTH QUESTIONNAIRE
BEDEREME

The following questions will help us determine which vaccines will be given today. If a question is not clear, please ask the

nurse or doctor to explain it. Please check the appropriate box.
If the answer is “Yes” to any question, please specify details.
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Yes

No

Don’t
Know

1 Is the patient sick today or has moderate/severe illness (e.g., fever)?
HHEFSBBRTIN? ZNEEHEE/ER (B KB AoUEIN?

2 Have you received a dose of COVID-19 vaccine?
If yes, when: Date: ___ / /___ Which product: o Pfizer o Moderna o Another product

COVID-19 QI F V& LELEN ?
FWDBE, WD 2 BfF: I YOG oIMY-0ETINT o RlORS

3 Have you ever had a severe allergic reaction (anaphylaxis) to something? For example, a reaction for which you were
treated with epinephrine or EpiPen or for which you had to go to the hospital?

ANMNCHLTEEOTUNF-RIG (FPFI45%Y-) &RILEBENHYEITH ? BIZIE IERTVY XL TERYTRESN
FRBRAITABINERSBASTRIGEHYETA ?

3a | Was the severe allergic reaction after receiving COVID-19 vaccines? Or to any component in the COVID-19 vaccine?
COVID-19 DV F VEBE#OEEOTLIF - RIGIEHYELED ? X COVID-19 TIF YDA CEBTUILF -G

BYELED?

3b | Was the severe allergic reaction after receiving another vaccine or another injectable medication?
AMOTIFIRIL, BIOEFEEZE S LEROEEOT U -RIGEHVESH ?

4 Does the patient have allergies to medications (oral)? If yes, please specify:
HEREEEOTUILE-FHYESH ? FLDIHEFEXRNICAREL TSV,

5 Does the patient have a history of allergies to food, pet, insect, venom, environmental, latex, or other allergies not related
to vaccines or injectable therapies? Specify:
HEEBEFHLUAD (BER Avh BRBER STYIA XIE DIFVPEHEEECEROLEN) HOTLILF-X

& PUIE-OBEDBYESH ?
A
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6 Has the patient had a seizure or other neurological disorder? Specify:
HEEIFREXE, OMREEEF>CVEIA?

BARE :

7 Does the patient have any long-term health problem with heart disease, lung disease, asthma, kidney disease, diabetes,
anemia, or other blood disorder/ bleeding disorder or is on blood thinner? Specify:

BETIE, DB, BREE. T8, BRS. MR, B0, XRAZOMOMEREE/ MG EES RIS
FERRTVETH ? RGURNAEEALTVETH ?
B3R -

8 Do you have a weakened immune system caused by something such as HIV infection or cancer or do you
take immunosuppressive drugs or therapies? Specify:

HIV BREPHAZECIH>TREAMETLTVERAN ? ZNEEREINEIFCEEEERABLTVETN ?
BARE

9 Has the patient taken cortisone, prednisone, other steroids, or anti-cancer or medications or treatments that suppress the
immune system?

HREE INFIV TURZVY MBORTOA R, X & AHAK RERENHITIEDREEZITVEIAN?

10 Has the patient ever been paralyzed by the Guillain-Barré Syndrome?
BEEER FIVN-ERBEICIOTRELEENDYETA ?

11 Females: Are you pregnant or considering becoming pregnant in the next month?
7 HREQITRLTVEIN ? Zhet GEA) HIRERESTLTWETA?

12 Females: Are you currently breastfeeding?
7 BRESRESILBRELVEITN?

13 Has the patient received any vaccinations in the past 14 days? Or plans to in the next 14 days? Specify:

HEEITAE 14 BREICFHEBZZIILLY ? XE 5% 14 BUAICFELTWEIA ?
BARC :

14 Has the patient been diagnosed with SARS-CoV-2 (Coronavirus) Infection? Date: / /

HETIE SARS-CoV-2(I0F AN A)BRREFEL ZHranTWEIA? B/ |/

15 Has the patient been exposed to SARS-CoV-2 (Coronavirus) in the past 14 days?
Date of Last Exposure: / /

HELBE 14 BREIC SARS-CoV-2 (IOFIMIVA) [CEB6SNELEN?
RISKRER: | |

16 Have you received passive antibody therapy (monoclonal antibodies or convalescent serum) as treatment for COVID-19?

COVID-19 DR LR BN AEE (B/70-FIVRAEXSEEIMmME) 223X ?

17 Does the patient understand he/she must complete the same dose series, as the vaccine is not interchangeable with other
COVID-19 vaccine products?
If patient received another COVID-19 vaccine, Date: / /

DUF VMO COVID-19 DI F V&G BN ENS, BEERICAEYU-AERTI2HENHIILEERLEL
f=h ? BENBID COVID-19 DI FVEZII-54 : B : / /
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CONSENT FOR HEALTH SERVICES
EEY-LAANORE

I, the undersigned, understand that | will be fully informed of the need, risks, and advantages of each medical procedure and treatment, and do hereby give my free
and full consent to the Department of Public Health and Social Services (DPHSS) to perform such necessary examinations and treatment deemed advisable in
connection with my diagnosis and the maintenance of good health. | also understand that I have the right to refuse such care, unless required by law. | understand
that it is my responsibility to supply accurate and complete medical history information to those involved with my care, and to inform them of any changes in my
health. | also understand that it is my responsibility to inform those involved with my care if | do not understand any instructions given or cannot follow them.
This consent, unless sooner revoked in writing, shall expire upon my discharge by appropriate authorities of DPHSS.

T, BEALEELLT ZNTNOERLBE P ABROLEE. BRE. MIRICOOWTHACHBEINZILEBREL, OB ERHIFICREELTEILVEEIONZHELRE LA
BEITIEHIC AREEMLSY-LRE (DPHSS) [(BENITELARBESZET, EEL FETEBHISNTVWEVRY, 20856 EEEIET I ENNHIILEBELTVE
9o FhE FADTTICEED BN 4 ICIERED DR LBREEHRER L. ORBEREBILEMDNGLIBELCRZOEEMSEZIENAOEFETHEILEBRLTVET, &, 5AGNEIE
TREBRETEENORY, IR BASTYLEEEE. TTICEDEAL (RETZONOBETHEILEEMLTNET, OREG. EE@TIICERYHESNENRY, DPHSS D&EY)
BEBICIOSTRMRELEBESATRMIZEDLLET,

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
EANEROFREICEIT 2B FEDFET

I acknowledge that | have been provided the Department of Public Health and Social Services (DPHSS) Notice of Privacy Practices.
« It tells me how DPHSS will use my health information for the purposes of treatment, payment for my treatment, and health care operations.
« It explains in more detail how DPHSS may use and share my health information for other purposes other than
treatment, payment, and health care payment.
« It tells me how DPHSS will use and share my health information as required/permitted by law.
* It explains my individual rights in regard to my health information.

» [f I am a DPHSS consumer receiving health services, I consent to DPHSS using and disclosing my treatment and medical
records maintained by DPHSS for the purpose detailed in the Notice of Privacy Practices.

FhlE. ARBFE-SY-LIE (DPHSS) OTFANY—EITICAIT2BMER 2L ERHET,

- ZOBAC(E, DPHSS MR, BRI T2 BEUNATTEBO B THORBBRELOLS CERT M EHINTVET,

- &1z DPHSS AYARE. XL\ ERBEOTILWUNO BN TRAOREIERELDLSIERL. HETINIDWTEFHLGEBALTVET,

- ERETERSN, FAISNES AL RORBBRELOLSCEAL, HEITINERBLTNET,

- ORI HICEY 2FLOEADHEFR COVTHRALTVET,

- AMEERY —E A% %25 DPHSS OHEE THBHA . Fuld. DPHSS AT NY—181TICRIT 35BAN(CR SN TNZ B HIDTHIC DPHSS A RAD AR PER L
FEEAL BRTBILICRRELET,

Signature / Date Witness Signature / Date

MUST BE SIGNED IN THE PRESENCE OF A PUBLIC HEALTH OFFICIAL
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