




 

Patient questionnaire (back side) 
Information about the patient's personal data indicated on the front 

side 
 NO YES 

Are you sick now?   
Have you had contact with patients with infectious 
diseases in the last 14 days? 

  

Have you had COVID 19? (if yes, then when)   
In the last 14 days, have you had any of the 
following: 

  

• Temperature increase   
• Sore throat   
• Loss of smell   
• Runny nose   
• Loss of taste   
• Cough   
• Difficulty breathing   
Have you received the pneumococcal flu vaccine or 
other vaccinations? 
If yes, please indicate the date 

  

Have you had any allergic reactions?   
Do you have chronic diseases? Indicate which 
GB - hypertension 
DM - diabetes mellitus 
PBS - ischemic heart disease 

  

For women   
Are you pregnant and planning to get pregnant 
soon? 

  

Are you currently breastfeeding?   
Date _____________________ 
 
Patient signature __________________________ 

 
 
Осмотр врача перед вакцинацией от COYID-19 
 
 

1. Дата осмотра  
2. Температура тела  
3. Общее состояние (Не) удовлетворительное 
4. ЧДД. ЧСС. АД Сатурация  
5. Сердце {нужное подчеркнуть) Тоны: ясные, приглушены, глухие. 

Ритм: правильный, аритмичный 
6.  Легкие (нужное подчеркнуть) Дыхание везикулярное, жесткое 

Хрипы: нег(сухиерассеянные, влажные, 
крепишруюшие) 

7. Контакты с инфекционными бальными (нужное 
подчеркнуть) Да. нет 

8. Болел СОУШ-19? (нужное подчеркнуть) Да. нет 
9.  Прививка от гриппа^1 Пневмококка? (нужное 

подчеркнуть) 
Реакция на предыдущие вакцины (описать) 

Да, нет 

10. 
Аллергические реакции (нужное подчеркнуть) Нет 

Да (описать какие) 
11. Наличие сопутствующих заболевании 

(клинический диагноз): 
бронхолегочной системы сердечно-
сосудистой системы эндокринной системы 
онкологические заболевания болезнь, 
вызванная ВИЧ туберкулез 

 

12. Иные  
13. Лекарственные средства, принимаемые в течение 

месяца до иммунизации Препарат 
Лекарственная форма Дозировка Суточная доза 
Продолжительность приема {в днян) 

 

14. Принимаете ли Вы иммуносупрессивные 
препараты? Да. нет 

Заключение: Противопоказаний для проведения вакцинации от COYID-19 на момент 
осмотра не выявлено (выявлено) 

 
Врач _______________________________   ______________________________  

ФИО подпись 
 



Voluntary informed consent of the patient 

to vaccinate against a new coronavirus infection or refuse it (front side) 

I am the undersigned ________________________________________________________________________________________year of birth 

                                                                           (Name of the vaccinated person or legal representative) 

Registered at: ______________________________________________________________________________________________________________ 

                                                                    (address of the place of residence of a citizen or legal representative) 

Contact phone number:_______________________________________________________ 

I hereby confirm that I have been informed by the doctor: 

- about the meaning and purpose of vaccination: 

- at the time of vaccination, I do not present any acute health complaints (body temperature is normal, there are no complaints of pain, chills, severe weakness, there are no 
other pronounced complaints that may indicate acute diseases or exacerbation of chronic diseases); 

- I understand that vaccination is the introduction of an immunobiological drug into the human body to create a specific immunity to infectious diseases: 

- it is clear to me that after vaccination reactions to the vaccine are possible, which can be local (redness, induration, pain, itching at the injection site, and others) and general 
(fever, malaise, chills and others): post-vaccine complications can rarely be observed ( shock, allergic reactions and others), but the likelihood of such reactions is much lower 
than the likelihood of developing adverse outcomes of the disease, for the prevention of which vaccination is carried out; 

- about all available contraindications to vaccination; 

- I have informed (informed) the medical worker about the previously performed vaccinations, about all health problems, including about any forms of allergic manifestations, 
about all the diseases I have suffered and known to me, the medications taken, about the presence of reactions or complications for previous vaccine administrations with me. 
Informed (for women) about the absence of the fact of pregnancy or breastfeeding. 

I had the opportunity to ask any questions and received comprehensive answers to all questions. 

Having received full information about the need for preventive vaccination against a new coronavirus infection, possible vaccination reactions, the consequences of refusing 
it, I confirm that I understand the meaning of all the terms and: 

I voluntarily agree to be vaccinated____________________       Date:"____" _____________ 2021 

                                                                (patient signature) 

I voluntarily refuse to be vaccinated _____________________  Date "____"______________2021 

                                                                (patient signature) 

I testify that I have clarified all the questions related to vaccinations and answered all questions. 

 

Doctor   _____________________________________________                     _______________ 

                       (surname, name, patronymic)                                                               (signature) 
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