Instructions for Completing Paperwork
Please complete the attached forms as soon as possible. Once we receive the Admission Paperwork
forms, Financial Paperwork forms and a copy of the Aged Care Assessment, the applicant will be
placed on the waiting list.
1. Personal Details Form (green form).
The information on this form is used to record all personal details for the resident, i.e. Next of Kin,
POA Details, Centrelink, Medicare and preferences for receiving accounts etc.
Please provide copies of Power of Attorney documentation or Guardianship details if applicable.
2. Financial Statement
Please complete these details with all information that is available. Please have the statutory
declaration signed. Please attach any relevant documentation.
3. Direct Debit Request
Please complete the form and return as soon as possible. This is our preferred method of payment
of consumer accounts.
4. Request for Laundry Labels
Please complete this form to have laundry labels printed for consumer’s clothing. The costs will be
charged to your first account.
5. Donation Permission Form
Please sign this form if you are happy to donate $6 per month towards the social/cultural activities
provided by this facility. This will be added to your monthly account.
6. Resident Privacy Agreement
Please have Resident/POA/Guardian sign this form.
7. Resident Consent Form
Please complete this form if Resident consents to photos and/or personal information being used
in newsletters, iCare, medication charts, assessments etc.
8. Permission for Transfer of Medical Information Transfer
This form allows us to request transfer of medical information from your current GP to our clinic Lalor Clinic.
9. Emergency Evacuation Plan
This form needs to be completed so in the event of an emergency, there is an evacuation plan in
place.
10. Policy for Medication and Herbal Remedies (including creams and lotions)
Please complete this form as acknowledgement of policies regarding medicines, herbal remedies
and lotions stored in this facility.
11. Residents Dietary Preferences
Please complete this form so that the kitchen is aware of the dietary requirement/ preferences
and any food allergies.
Cont. PTO

Cont.
12. Proof of COVID Vaccination status
It is San Carlo’s policy for admission that a prospective resident is either fully vaccinated for COVID
19 /has had at least the 1st dose for COVID 19 and completes the COVID Consent form for their 2nd
dose.
13. Advance Care Plan
Please complete this form to enable nurses to act according to your loved one’s wishes in the
event of a medical emergency. This form also needs to be signed by the persons doctor as a
witness to the document.

Other Paperwork that is required before Admission
Centrelink - Compulsory
When entering an Aged Care Residential Facility, it is a requirement that you be assessed financially by
the government.
A Pre-Assessment should be done by submitting a SA457 form (Permanent Residential Aged Care
Request for a Combined Assets and Income Assessment). Once you receive your Pre-Assessment
letter, it is valid for a period of 120 days.
If you enter care before a pre – assessment can be completed, you are still required to submit your
forms to Centrelink as soon as possible. Until we receive notification from them you are liable to pay
all accommodation payments. Failure to submit financials can also result in higher Means Tested Care
Fees.
If you require further information, the following site: www.myagedcare.gov.au may be of assistance.
Alternatively, you can contact them by phoning: 1800 200 422. It may also be beneficial to seek help
from a financial advisor who can give you advice on all your options available regarding payment of
residential aged care costs.

Medical Information
Please ask your GP to print out a complete medical history including medications and dosages, surgical
history etc.

A Resident Handbook has also been provided to you
for further information about our facility.

We acknowledge the traditional custodians of this land, the Wurundjeri people, and pay our respects to the elders both
past and present.

Resident Privacy Agreement Consent Form
This form is consent to collect, use and disclose personal information of Residents/clients for the purpose
of providing residential aged care.
The Australian Privacy Principles (APP), as set out in the Privacy Act 1988 (Cth) and the Privacy Amendment
(enhancing Privacy Protection) Act 2012 (Cth).
In order that our establishments as Health Care Providers can provide you with the quality care/services
outlined in your agreement with us, we collect from you or your designated representative, particular
details.
We will use all reasonable efforts to protect the privacy of individuals’ personal information and to comply
with the obligations imposed by the Privacy Act 1988 (Cth) (Privacy Act), the Australian Privacy Principles
(APP), the Aged Care Act and the Aged Care Principles.
This policy applies to all staff (including contracted agency staff) and volunteers.
We will only collect personal information by lawful and fair means and will only collect personal
information that is necessary for one or more of our organisation’s functions or activities.
If it is reasonable and practicable to do so, we will collect personal information about an individual only
from that individual.
In meeting our obligations with respect to the privacy of our clients we will acknowledge that people with
vision or hearing impairments and those of culturally and linguistically diverse people may require special
consideration.
Purpose of Policy
The purpose of this policy and procedure is to:
i)

ensure personal information is managed in an open and transparent way;

ii)

protect the privacy of personal information including Health Information of clients, Residents
and staff;

iii)

provide for the fair collection and handling of personal information;

iv)

ensure that personal information we collect is used and disclosed for relevant purposes only;

v)

regulate the access to and correction of personal information; and
ensure the confidentiality of personal information through appropriate storage and security.

Resident Privacy Agreement Consent Form cont.
Use and disclosure of information
a) Permitted disclosure
We may not use or disclose Personal Information for a purpose other than the primary purpose of
collection, unless:
i)

the secondary purpose is related to the primary purpose (and if Sensitive Information directly
related) and the individual would reasonably expect disclosure of the information for the
secondary purpose;

ii)

the individual has consented;

iii)

the information is Health Information and the collection, use or disclosure is necessary for
research, the compilation or analysis of statistics, relevant to public health or public safety, it is
impractical to obtain consent, the use or disclosure is conducted within the privacy principles
and guidelines and we reasonably believe that the recipient will not disclose the Health
Information;

iv)

we believe on reasonable grounds that the disclosure is necessary to prevent or lessen a serious
and imminent threat to an individual’s life, health or safety or a serious threat to public health
or public safety;

v)

we have reason to suspect unlawful activity and use or disclose the Personal Information as part
of our investigation of the matter or in reporting our concerns to relevant persons or
authorities;

vi)

we reasonably believe that the use or disclosure is reasonably necessary to allow an
enforcement body to enforce laws, protect the public revenue, prevent seriously improper
conduct or prepare or conduct legal proceedings; or

vii)

the use or disclosure is otherwise required or authorised by law.

If we receive Personal Information from an individual that we have not solicited, we will, if it is lawful and
reasonable to do so, destroy or de-identify the information as soon as practicable.

Resident Privacy Agreement Consent Form cont.
b) Cross border disclosure
We will not disclose an individual’s Personal Information to an overseas recipient. If we do, we will take all
steps that are reasonable in the circumstances to ensure that the overseas recipient does not breach the
Australian Privacy Principles, unless:
i)

the overseas recipient is subject to laws similar to the Australian Privacy Principles and the
individual has mechanisms to take action against the overseas recipient;

ii)

we reasonably believe the disclosure is necessary or authorised by Australian Law; or

iii)

the individual has provided express consent to the disclosure.

Some individuals may not want to provide information to us. The information we request is relevant to
providing them with the care and services they need. If the individual chooses not to provide us with
some or all of the information we request, we may not be able to provide them with the care and services
they require.
Access
You have a right to request that we provide you access to the Personal Information we hold about you
(and we shall make all reasonable attempts to grant that access) unless providing access:
i)

is frivolous or vexatious;

ii)

poses a serious threat to the life or health of any individual;

iii)

unreasonably impacts upon the privacy of other individuals;

iv)

jeopardises existing or anticipated legal proceedings;

v)

prejudices negotiations between the individual and us;

vi)

be unlawful or would be likely to prejudice an investigation of possible unlawful activity;

vii)

an enforcement body performing a lawful security function asks us not to provide access to the
information; or

viii)

giving access would reveal information we hold about a commercially sensitive decision making
process.

Requesting access
Requests for access to information can be made in writing and addressed to the Privacy Officer. We will
respond to each request within 30 days.

Resident Privacy Agreement Consent Form cont.
Grievance Procedure
How to make a complaint
If you wish to make a complaint about the way we have managed your Personal Information you may
make that complaint verbally or in writing by setting out the details of your complaint to any of the
following:
Our Privacy Officer or Delegate
Phone: 03 9404 1490
Fax:

03 9404 4390

Email: rhonda@sancarlo.com.au
Privacy Officer
We have appointed a Privacy Officer to manage and administer all matters relating to protecting the
privacy of individual’s Personal Information.
The Privacy Officer can be contacted if any relevant person wishes to obtain more information about any
aspect of this policy or about the way in which we operate to protect the privacy of individual’s Personal
Information.
As stated above, complaints may also be made to the Privacy Office if any person suspects we have
breached this Privacy Policy, the Australian Privacy Principles or they are otherwise unhappy with the
management of their or if they are responsible for another person, that person’s Personal Information.
Resident Name: ______________________ Date of Birth: ___________________
I , the under signed, understand that I have been provided with this Resident Privacy Agreement that
explains all responsibilities as noted in the APP the Australian Privacy Principles (APP), as set out in the
Privacy Act 1988 (Cth) and the Privacy Amendment (enhancing Privacy Protection) Act 2012 (Cth) and
approve the collection and usage of my personal information including sensitive health information from
all practical sources including my family, doctor and hospital and consent the collection and use of such
information where necessary to meet my needs. I also acknowledge that a copy of my Agreement to Pay
will be provided to any person guaranteeing and/or paying my accounts
Date:

_____ /______/________

Name: _________________________
 Resident  POA/NOK (please tick one)
Signature: ______________________

Witness Name: _______________________
Witness Signature: ____________________

Permission for Medical Information to be faxed to San Carlo
for our Doctors from Lalor Clinic (if using our doctors whilst residing San Carlo)
Applicant or Power of Attorney/Guardian to complete the details below:
Dear Dr.
Of:

(Your Current GP’s Name)
(Clinic’s Name)
(Clinic’s Address)
(Clinic’s Phone Number)
(Clinic’s Fax Number)

Ph:
Fax:

I (name of person requesting information)
request that the information regarding Title ____ First Name

______________________________________________

________________________ Surname _____________________________

D.O.B. ________________
Address ___________________________________________________________________________
Be forwarded to:
Dr Claude Baldi / Dr John Portelli (Lalor Clinic)
c/o San Carlo Homes for the Aged Ltd
970 Plenty Road South Morang, Vic 3752
or by Fax: 9404-4390
Email: sancarlo@sancarlo.com.au
 I am the applicant’s Power of Attorney /Guardian /NOK
(Please attach a copy of POA/Guardianship)



I am the applicant

Signature ___________________________________ ______________ Date ________________

Information required:
• Current Medical Surgical and Care Issues requiring interventions
• Past medical and surgical history
• Current medication regime
• Recent pathology and other tests as applicable

Medication and Herbal Remedies Including Creams and Lotions
San Carlo Homes for the Aged respects the Resident rights to independence in both administrations of
medications where safely possible and decision making in relation to care including medication use.
We are however obliged to ensure safe and appropriate administration and storage of medications.
Residents requesting to self-administer will be formally assessed by medical staff as to their capacity to do
so.
We therefore request Residents and families inform the facility of all medications in their possession and
also inform us if they wish to have other items supplied or use other products. The medications can then
be discussed with the treating GP and any interactions with prescribed medications addressed.
All medication items will need to be stored in a safe an appropriate manner which may be outside of a
resident’s own room. This includes over the counter products, creams, lotions and herbal remedies. Should
medications be brought into the facility by the family or requested by Residents, we request the facility
staff be informed.
I ____________________________________________________________on
(Date)_______________
HAVE READ THE ABOVE CONTENT AND AM AWARE OF THE FACILTY REQUEST.
Signature_______________________________________________________

Request for Laundry Labels
As part of the laundry service and to help our staff to keep track of your clothing, it is a requirement upon
entry to San Carlo Homes for the Aged Ltd that all items of clothing are labeled with the specific label
designed for you. These labels can be provided on/or prior to admission. Extra labels may have to be
purchased from time to time if new clothing is brought in.
Staff will attach labels to the clothing for a fee. $100 for 200 or $50 for 100 $25 for 50 (fee includes
labels). These labels are heat sealed onto the clothing, the process does not harm the garment and the
labels are printed by computer in indelible ink.

Name of Resident:
Date of admission:
Number of labels requested:
Applicable Fee:

200

100

50

(please circle)

$100

$50

$25

(please circle)

This fee will be invoiced to your Resident account
Signature Authorising Request: __________________________________________

(Office use)
Email for request of labels sent (date): ___________________________________
Resident/relative provided information regarding laundry: ________________________________
Labels delivered and attached: ___________________________

Consent Form
For Use of Photos/And Or Personal Information

Permission for Resident’s photo and/or personal information to be used by San Carlo for the purpose of
Medication Charts, assessments, iCare Resident management program and newsletters etc.

Resident Name____________________________________________________________
POA/Guardian (if applicable)_________________________________________________
Permission given:

 Yes

 No

Signed: __________________________________________ Date: ____/____/________
Resident/Resident’s POA/Guardian

Do you wish to have your name on your door?
Permission given:

 Yes

 No

Signed: __________________________________________ Date: ____/____/________
Resident/Resident’s POA/Guardian

Emergency Evacuation Plan
To Whom It May Concern
As part of our Emergency Evacuation Plan, San Carlo Homes for The Aged is compiling individual
Emergency Plans for each Resident. This will include a relocation place that each Resident will be taken to.
To assist us with this, could you please complete the information required below and return to San Carlo
as soon as possible.

Residents Name: _________________________________________________________
If an emergency evacuation of San Carlo is required are you able to take Resident home?
Please tick answer:
Yes 

No



•

If Yes how long could you have Resident home for: ___________________

•

Name of Person taking Resident home:_____________________________

•

Address/Telephone No. that Resident will be going home to:
____________________________________________________________
____________________________________________________________
Telephone No: ________________________________________________

Will you be able to pick Resident up from San Carlo?
Yes



No



If No, would you require San Carlo to organize transport i.e. Maxi Taxi.
Yes



No



If yes, please see Nurse in Charge of your loved ones unit to complete the Emergency Evacuation Care
Plan.

Charter of Aged Care Rights
I have the right to:

1.
2.
3.
4.
5.
6.

safe and high quality care and services;
be treated with dignity and respect;
have my identity, culture and diversity valued and supported;
live without abuse and neglect;
be informed about my care and services in a way I understand;
access all information about myself, including information about my rights, care and
services;
7. have control over and make choices about my care, and personal and social life, including
where the choices involve personal risk;
8. have control over, and make decisions about, the personal aspects of my daily life, financial
affairs and possessions;
9. my independence;
10. be listened to and understood;
11. have a person of my choice, including an aged care advocate, support me or speak on my
behalf;
12. complain free from reprisal, and to have my complaints dealt with fairly and promptly;
13. personal privacy and to have my personal information protected;
14. exercise my rights without it adversely affecting the way I am treated.
Consumer

Provider
Sandra Richardson

Consumer (or authorised person)’s signature (if choosing
to sign)

Signature and full name of provider’s staff member

San Carlo Homes for the Aged
Full name of consumer

Name of provider

/
Full name of authorised person (if applicable)

/2021

Date on which the consumer was given a copy of the
Charter

/

/ 2021

Date on which the consumer (or authorised person) was
given the opportunity to sign the Charter

Charter of Aged Care Rights
Consumers
Consumers have the option of signing the Charter of Aged Care Rights (the Charter). Consumers
can receive care and services even if they choose not to sign.
If a consumer decides to sign the Charter, they are acknowledging that their provider has given
them a copy of the Charter, and assisted them to understand:
•

information about consumer rights in relation to the aged care service; and

•

information about consumer rights under the Charter.

Providers
Under the aged care law, providers are required to assist consumers to understand their rights
and give each consumer a reasonable opportunity to sign the Charter. Providers must give
consumers a copy of the Charter that sets out:
•

signature of provider’s staff member;

•

the date on which the provider gave the consumer a copy of the Charter; and

•

the date on which the provider gave the consumer (or their authorised person) the
opportunity to sign the Charter;

•

the consumer (or authorised person)’s signature (if they choose to sign); and

•

the full name of the consumer (and authorised person, if applicable).

The provider will need to retain a copy of the signed Charter for their records.

La Carta dei Diritti di Assistenza per gli Anziani
Ho il diritto a:
1. servizi e cure sicure e di alta qualità;
2. essere trattato/a con dignità e rispetto;
3. avere la mia identità, cultura e diversità valorizzate e sostenute;
4. vivere senza abuso e negligenza;
5. essere informato/a sulle cure e sui servizi in modo comprensibile;
6. accedere a tutte le informazioni su me stesso/a, compresi i miei diritti, le cure e i servizi;
7. avere controllo e prendere decisioni sulla mia cura, e sulla mia vita personale e sociale,
compreso ove tali scelte comportino dei rischi personali;
8. avere controllo e prendere decisioni sugli aspetti della mia vita personale, sui miei beni
finanziari e i miei possedimenti;
9. la mia indipendenza;
10. essere ascoltato/a e compreso/a;
11. avere una persona di mia scelta, compreso un aged care advocate, che mi sostenga o parli
per conto mio;
12. sporgere reclamo senza essere penalizzato/a, e avere i miei reclami trattati con equità e
prontezza;
13. la mia privacy personale e la protezione delle mie informazioni personali;
14. esercitare i miei diritti senza che compromettano negativamente il modo in cui vengo
trattato/a.
Consumatore

Fornitore
Sandra Richardson

Firma del consumatore (o persona autorizzata)
(se si sceglie di firmare)

Firma e nome per esteso del membro del personale del
fornitore

San carlo Homes for the Aged
Nome per esteso del consumatore

Nome del fornitore

/
Nome per esteso della persona autorizzata
(se applicabile)

/2021

Data in cui viene data una copia della Carta al
consumatore

/

/2021

Data in cui viene data l’opportunità di firmare la Carta al
consumatore (o persona autorizzata)

La Carta dei Diritti di Assistenza per gli Anziani
Consumatori
I consumatori hanno l’opzione di firmare la Carta dei Diritti di Assistenza per gli Anziani (la Carta).
I consumatori possono ricevere la cura e i servizi anche se scelgono di non firmare.
Se un consumatore decide di firmare la Carta, riconosce che il suo fornitore gli ha dato una copia della
Carta, e lo ha aiutato a capire:
•

Informazioni sui diritti dei consumatori in relazione al servizio di assistenza per gli anziani; e

•

Informazioni sui diritti dei consumatori ai sensi della Carta.

Fornitori
Ai sensi della legge sulla cura degli anziani, i fornitori devono assistere i consumatori a comprendere i loro
diritti e a dare a ciascun consumatore un’opportunità ragionevole di firmare la Carta. I fornitori devono dare
al consumatore una copia della Carta che contiene:
•

la firma del membro del personale del fornitore;

•

la data in cui viene data una copia della Carta al consumatore (o persona autorizzata); e

•

la data in cui il fornitore dà l’opportunità di firmare la Carta al consumatore (o persona autorizzata);

•

La firma del consumatore (o persona autorizzata) (se scelgono di firmare); e

•

il nome per esteso del consumatore (e della persona autorizzata, ove applicabile).

Il fornitore deve conservare nei propri archivi una copia della Carta firmata.

Advance Care Plan
Assessment form for (Residents Name) _________________________ D.O.B
___/___/______
Please tick what is applicable.

This document is completed and
signed by:

Medical Treatment decision
Maker/POA
(Representative) Person usually
making decisions on behalf the
person (resident)

Resident self
Medical Treatment Decision maker/POA
(Representative) Person usually making decisions on behalf of the
resident
Name (Please Print):
Name (Please Print):

The person (resident) main health
problems

The person's preference and values

Are there treatments that they
(person) would NOT WANT in
event of becoming critically ill?

Are there treatment, intervention
they (person) would want to be
carried out?

If I am critically ill, I want the
following directives to be
respected

Resident/ Appointed Substitute
Medical Decision
Maker/Representative

Does not want CPR
Does not want Naso Tracheal intubation and mechanical ventilation
Does not want Vein access
Does not want Dialysis
Does not want any active treatment
Would want effective pain management
Would want comfort care
Would want antibiotic treatment for symptomatology management
Would want aromatherapy
Would want Spiritual care
Would want Religious care
If I am suffering from a chronic condition and I become critically ill I
want to be transferred to hospital and diagnostic and medical treatment,
life sustaining interventions implemented.
If I suffer from a chronic condition and I become critically ill, I want
my appointed Medical decision Maker and my treating GP make
decision on regard of treatment and interventions required.
If l am suffering from a chronic disease and I become critically ill I
want to stay at the facility and be provided with comfort care, effective
pain management and End of life care. I do not want life sustaining
intervention and treatment.
Name (Please Print): ________________________ Signature:
______________________
Date: ___/___/_______

Consent form for COVID-19 vaccination
Before completing this form make sure you have read the information sheet on the vaccine you
will be receiving, either COVID-19 Vaccine AstraZeneca or Comirnaty (Pfizer).

Last updated: 18 June 2021

About COVID-19 vaccination
People who have a COVID-19 vaccination have a much lower chance of getting
sick from COVID-19.
There are two brands of vaccine in use in Australia. Both are effective and safe.
Comirnaty (Pfizer) vaccine is preferred over COVID-19 Vaccine AstraZeneca for adults
under 60 years of age.
You need to have two doses of the same brand of vaccine. The person giving
you your vaccination will tell you when you need to have the second
vaccination.
Medical experts have studied COVID-19 vaccines to make sure they are safe. Most side
effects are mild. They may start on the day of vaccination and last for around 1-2 days. As
with any vaccine or medicine, there may be rare and/or unknown side effects.
A very rare side effect of blood clotting (thrombosis) with low blood platelet levels
(thrombocytopenia) has been reported following vaccination with the COVID-19 Vaccine
AstraZeneca. This is not seen after Comirnaty (Pfizer) vaccine. For further information on
the risk of this rare condition refer to the Patient information sheet on AstraZeneca
COVID-19 vaccine and thrombosis with thrombocytopenia syndrome (TTS).
Tell your healthcare provider if you have any side effects after vaccination that you are
worried about. You may be contacted by SMS within the week after receiving the
vaccine to see how you are feeling after vaccination.
Some people may still get COVID-19 after vaccination. You
must still follow public health precautions as required in your
state or territory to stop the spread of COVID-19 including:
•
•
•
•

keep your distance – stay at least 1.5 metres away from other people
washing your hands often with soap and water, or use hand sanitiser
wear a mask
stay home if you are unwell with cold or flu-like
symptoms, and arrange to get a COVID-19 test.

Name:
Medicare number:

1

Vaccination providers record all vaccinations on the Australian Immunisation Register, as
required by Australian law. You can view your vaccination record online through your:
•
•
•

Medicare account
MyGov account
MyHealthRecord account.

How the information you provide is used
For information on how your personal details are collected, stored and used visit
https://www.health.gov.au/using-our-websites/privacy/privacy-notice-for-covid-19-vaccinations.
If you are receiving your vaccination in a Pharmacy, the Pharmacy is required to disclose
some of your personal information to the Pharmacy Programs Administrator. This is so the
Pharmacy can claim payment from the Australian Government. More information about why
this is required and the information disclosed is provided at the link above.

On the day you receive your vaccine
Before you get vaccinated, tell the person giving you the vaccination if you:
• Have had an allergic reaction, particularly anaphylaxis (a severe allergic reaction) to a
previous dose of a COVID-19 vaccine, to an ingredient of a COVID-19 vaccine, or to
other vaccines or medications.
• Are immunocompromised. This means that you have a weakened immune system that
may make it harder for you to fight infections and other diseases. You can still have a
COVID-19 vaccine, but may wish to consider the best timing of vaccination depending
on your underlying condition and/or treatment.
Yes

No
Have you had an allergic reaction to a previous dose of a COVID-19 vaccine?
Have you had anaphylaxis to another vaccine or medication?
Do you have a mast cell disorder?
Have you had COVID-19 before?
Do you have a bleeding disorder?
Do you take any medicine to thin your blood (an anticoagulant therapy)?
Do you have a weakened immune system (immunocompromised)?
Are you pregnant?*
Have you been sick with a cough, sore throat, fever or are feeling sick in
another way?
Have you had a COVID-19 vaccination before?
Have you received any other vaccination in the last 7 days?

Relevant for AstraZeneca COVID-19 vaccine only:
Have you ever had cerebral venous sinus thrombosis? *
Have you ever had heparin-induced thrombocytopenia? *
Have you ever had blood clots in the abdominal veins? *
Have you ever had antiphospholipid syndrome associated with blood clots? *
Are you under 60 years of age? *

Name:
Medicare number:

Patient information
Name:
Medicare number:
Individual Health Identifier (IHI)
if applicable:
Date of birth:
Address:
Phone contact number:
e-mail:
Gender:

Language spoken at home:
Country of birth:
Are you Aboriginal and/or Torres Strait Islander?
Yes, Aboriginal only
Yes, Torres Strait Islander only
Yes Aboriginal and Torres Strait Islander
No
Prefer not to answer

Next of kin (in case of emergency):
Name:
Phone contact number:

Consent to receive COVID-19 vaccine
I confirm I have received and understood information provided to me on COVID-19
vaccination
I confirm that none of the conditions above apply, or I have discussed these and/or any
other special circumstances with my regular health care provider and/or vaccination
service provider
I agree to receive a course of COVID-19 vaccine (two doses of the same vaccine)

Last updated: 18 June 2021

Name:
Medicare number:

Patient’s name:
Patient’s signature:
Date:
I am the patient’s guardian or substitute decision-maker, and agree to
COVID-19 vaccination of the patient named above
Guardian/substitute decision-maker’s name:
Guardian/substitute decision maker’s signature:
Date:

For provider use:
Dose 1:
Date vaccine administered:
Time received:
COVID-19 vaccine brand administered:
Batch no:
Serial no:
Site of vaccine injection:
Name of vaccination service provider:

Dose 2
Date vaccine administered:
Time received:
COVID-19 vaccine brand administered:
Batch no:
Serial no:
Site of vaccine injection:
Name of vaccination service provider:

Last updated: 18 June 2021

Name:
Medicare number:

