COVID-19 (V02 - 29032021)

WA

MINISTRY OF HEALTH AND SOCIAL SERVICES
Vaccination Screening Form

O Yes O No

Name of Health Facility Vaccination site is | Name of site Vaccination is administered:
attached to:
Region: District: o Qutreach / Mobile
Recipient First & Last DOB:'_/_—/
ecipie :
RIRNEEEE BLSanome Sex O Male [ Female Age:
[0 Estimated Age
Recipient’s Physical Address |dentity Nr / Passport Nr. Nationality
Recipient’s Contact details Namibian Medical Aid | Medical Aid Name;

Medical Aid No;

Next of Kin first and Last Name

Next of Kin Contact details

Does the recipient fall under the vaccination eligibility stage,
: ; O Yes O No

currently being vaccinated?

Vital Signs /

Clinical

Observations
Have you received a previous dose of COVID-13 vaccine? If

1 . . o Yes o No o Unknown
no continue to question no 2.

1.1 | Is this your second dose? Verify vaccinate certificate. o Yes o No o Unknown

i If this is your second dose, when was the date of your first Ly T

"~ | dose? Verify vaccinate certificate. e own

If this is your second dose, which vaccine did you receive

1.3 | (AstraZeneca/Oxford, SinoPharm, Serum Institute of India o Unknown
etc)? Verify vaccinate certificate.
Are you feeling sick today? For example, are you currently

2 experiencing fever, chills, cough, shortness of breath, o Yes o No o Unknown
difficulty breathing, fatigue, muscle or body aches, etc.?
In the last 10 days, have you had a COVID-19 test or been

3 | told by a healthcare provider or health departmenttoisolate |o Yes 0 No O Unknown
at home due to COVID-19 infection?
In the last 10 days, have been told by a healthcare provider

4 or health department to quarantine at home dueto COVID- |o Yes 0O No o Unknown
19 exposure or travel?
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