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Informed Consent for COVID-19 Vaccination 

(Student) 

I voluntarily consent and authorize UC San Diego Health to administer a COVID-19 vaccination to the student 

(named below). 

I acknowledge and understand that the COVID-19 vaccination will be the Pfizer COVID-19 vaccine, adhering to 
the CDC guidelines (https://www.cdc.gov/vaccines/covid-19/info-by-product/pfizer/). The Pfizer vaccine is a series 

of 2 vaccines 21 days or longer apart.  This consent covers both doses of the vaccine. 

I, as the Parent/Legal Guardian for the Student, assume complete and full responsibility to take appropriate action 
with regards to the vaccination. Should I have questions or concerns regarding student vaccinations, I shall 
promptly seek advice and treatment from an appropriate medical provider.  I understand that there will be no 
charge or payment to student, parent or to health insurance for the administration of the vaccine. I understand that 
UC San Diego Health forms ask me for a Social Security Number, but that I am not required to provide this and 
the vaccination will be provided whether this is provided or not. Whether or not a Social Security Number is 
provided will not impact a student’s eligibility for enrollment or receipt of educational services. Social 
security numbers, or the fact that one was not provided will not be shared by the District except with UCSD 

and UCSD will not share this information.  

I understand that signing this form authorizes UC San Diego Health to vaccinate the student named below on both 
occasions for the (two-dose regimen for the Pfizer vaccine), I approve of my student to be vaccinated without my 

presence through June 30, 2021. 

I understand that I can cancel this Consent in writing at any time prior to the vaccine being administered. If I notify 
UC San Diego Health in writing to cancel this Consent, UC San Diego Health may no longer vaccinate my child if 

I cancel my consent prior to the first dose. 

 I understand that there is a requirement to register the student as a UC San Diego Health patient (if not already 

registered). 

 The Pfizer COVID-19 vaccine is authorized by the FDA for persons 5 years old and over.  More information 
about the vaccine can be found on-line in the vaccine information sheet at www.fda.gov/media/144414/download. 
The only persons who should not get the vaccine are those with allergies to the vaccine ingredients, listed on the 
information sheet (see the FDA link for information).  Students may experience some side effects after one or both 
doses. Common side effects include injection site pain, tiredness, headache, muscle pain, chills, and sometimes 
fever and these generally resolve within a couple of days.  Review the vaccine patient information sheet and 

contact your provider if you have further questions. 

SPECIMENS AND BLOOD TESTING 

I understand that a health care provider may accidentally come into contact with student’s body fluids. If this 
happens, I consent to testing students for infectious diseases. I agree that the exposed person may be given the 
results. I understand that State regulations may require UCSDH to report some medical outcomes to a regulatory 

health agency. 

Patient Rights and Privacy Practices 

a) Notice of Privacy Practices and Patient Rights:  UC San Diego Health “Notice of Privacy Practices” describes 
how it may use and disclose your protected health information and is available at this website: 
https://health.ucsd.edu/hipaa/Pages/hipaa.aspx

https://www.cdc.gov/vaccines/covid-19/info-by-product/pfizer/
http://www.fda.gov/media/144414/download
https://health.ucsd.edu/hipaa/Pages/hipaa.aspx
https://health.ucsd.edu/hipaa/Pages/hipaa.aspx
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 b) Disclosure to Government Authorities:  I acknowledge and agree that UC San Diego Health may disclose 
vaccine information and associated information to appropriate county, state entities as is required by law. 

  

Name of Student:   __________________________________________ 

                                First                                           Last                          

 Student Date of Birth:   ________________________ 

                                            Month / Date / Year 

  Allergies:_______________________________________ 

  

School of Enrollment: ______________________  Grade: ___________  Teacher ________ 

  

 Signature of Student (age 12 and older) __________________   Date:  ______________ 

  

 Signature of Parent or Legal Guardian ____________________   Date:  ______________ 

  

 Printed Name of Parent or Legal Guardian: _________________________________ 

  

 Parent or Legal Guardian Date of Birth:   ________________________ 

                                                                        Month / Date / Year 

  

  

Parent or Legal Guardian Phone Number: _________________________________ 

  

  

Parent or Legal Guardian Email Address: _________________________________ 

 


