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COVID-19 Vaccination Report
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[ have received sufficient amount of information regarding the COVID-19 vaccination and possible
abnormal reactions, and I agree to receive vaccination based on my medical exam results. O I

agree . OIdo not agree
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If you agree to receive the COVID—19 vaccination, please read the following questions to ensure a safe vaccination

process, and fill out the form below yourself (or seek the help of a legal representative/guardian).
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Consent to Process Personal Information for Vaccination Purposes oneself/ legal

representative/
guardian)

on
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Personal and sensitive information is collected according to Article 33.4 of the Infectious Disease
Control and Prevention Act and Article 32.3 of the Enforcement Decree of the Infectious Disease
Control and Prevention Act. Additional items collected are as follows:
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Purpose: To notify the patient of information related to the second injection, completion status, abnormal
reactions, vaccination, etc.
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Items Collected and Used: Personal information (sensitive information, including Resident

Registration Number), contact information (home/mobile phone)
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Retention Period: 5 years
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| agree to make preliminary inquiries to confirm the COVID-19 vaccination records from the
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“COVID—-19 Vaccination Management System” before the procedure.
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If you do not agree to the preliminary confirmation of vaccination records, it may

lead to unnecessary additional or duplicated injection.
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| agree to receive notifications of information regarding COVID—-19 vaccination, including the

second injection and completion status, via text messages.
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If you do not agree to receive notifications, you will not receive information on items for which

you did not provide consent.
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| agree to receive notifications of information regarding abnormal reactions caused by the

COVID-19 vaccination via text messages. 0ol Cof e
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If you do not agree to receive notifications, you will not receive information on items for which

you did not provide consent.
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Patient Confirmation Items
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Confirmation (by
oneself/ legal

representative/

guardian)
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(For females) Are you currently pregnant?
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Do you feel particularly sick today? If so, please indicate your symptoms.
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Have you received a test for COVID-197? If so, please indicate the date on which you took the

test.
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Have you received any vaccination (other than COVID-19) in the past 14 days?
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Have you received COVID-19 vaccination?  If you haven't, go to ®

If so, please indicate the date on which you took the wvaccination.
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Have you received treatment for severe allergic reactions after receiving the COVID-19
vaccination (Anaphylaxis: shock, difficulty in breathing, loss of consciousness, edema on
lips/in mouth, etc.)?

(Vaccine for which you experienced severe allergic reaction: )
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Have you received treatment for severe allergic reactions (Anaphylaxis: shock,
difficulty in breathing, loss of consciousness, edema on lips/in mouth, etc.)

before? If so, please indicate what caused the severe allergic reaction.
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Are you suffering from a hemostatic disorder or receiving anticoagulant treatment?

If so, please indicate the type of disease or the anticoagulant you receive.
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Name (oneself/ legal representative/ guardian): (Signature)  Relationship with the Patient
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Examination Results (for Doctors) Confirmation
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| explained the possible abnormal reactions O
Temperature: °C L
after the vaccination.
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[ explained that the patient must remain at the vaccination facility for 15-30 minutes
after receiving the vaccination to observe possible abnormal reactions.
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| hereby confirm that | have made the above diagnosis. Name (Signature)
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Vaccination (For Vaccinators)
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Manufacturer Vaccine Production Number Vaccination Location

Left Upper Arm  Right Upper Arm
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