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Questionnaire for COVID-19 Vaccine
(CoronaVac)

Please complete the following prior to vaccination by ticking the appropriate boxes.

Yes No

1. Do you suffer from any acute illness?

2. Do you have a history of allergic reactions to any component (active or inactive
ingredients*) of CoronaVac vaccine or similar vaccines?

3. Do you have a history of severe allergic reactions to other vaccines or medications
(e.g. acute anaphylaxis, angioedema, dyspnea, etc.)?

4. Do you suffer from any uncontrolled severe chronic diseases?

5. Have you suffered from any severe neurological conditions (e.g. transverse
myelitis, Guillain-Barré syndrome, demyelinating diseases, etc.) before?

6. Do you suffer from diabetes, convulsions, epilepsy, encephalopathy, have a mental
iliness history or family history?

7. Do you suffer from thrombocytopenia or any bleeding disorders, or receive
anticoagulants?

8. Do you have a history of cardiovascular or cerebrovascular disease (e.g. Stroke,
mini-stroke, heart attack, etc.)?

9. Are you immunocompromised (e.g. HIV, receiving immunosuppressive therapy e.g.
chemotherapy, antimetabolic drugs, alkylating agents, cytotoxic drugs, corticosteroid
drugs, etc.)?

10. Have you received human immunoglobulin in the past month?

11. Have you recently received any other vaccines?

12. (For female patient only) Are you pregnant or breast-feeding?

13. Do you wish to consult a doctor before vaccination?

*Including Inactivated SARS-CoV-2 Virus (CZ02 strain), aluminium hydroxide, disodium hydrogen phosphate
dodecahydrate, sodium dihydrogen phosphate monohydrate, and sodium chloride.

| consent to the administration of COVID-19 Vaccination under the COVID-19 Vaccination Programme.

Signature of Client/ Parent/ Guardian* Signature of Nurse
* Please delete as appropriate

(If there is any YES in the above questions; or never had influenza vaccination before; or NEW client without referral,
a doctor’s consultation is required for approval)

Applicable to staff only:
[ ]/ consent to update MIH staff health database of my COVID-19 vaccination status
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