
Submission of a false statement to the Department of Public Health is  
subject to the penalties pursuant to Conn. Gen. Stat. §19a-500and §53a-157b. 

Naugatuck Valley Health District 
COVID-19 VACCINATION CLINIC 

 

REGISTRATION & ATTESTATION FORM 
BOOSTER COVID-19 VACCINE 

 
If you received Pfizer-BioNTech or Moderna, you are eligible if it has 
been 6 months after your second shot and you are 18 years or older.  
 
Eligible for: Any of the COVID-19 vaccines authorized in the U.S. 

If you received Johnson & Johnson Janssen, you are eligible if it has 
been 2 months after your shot and you are 18 years or older. 
 
Eligible for: Any of the COVID-19 vaccines authorized in the U.S. 

*NVHD may not carry all approved COVID-19 vaccines at every clinic, please double check the availability before your appointment* 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Patient Information: 

Last Name 
 
 

First Name M.I. 

Vaccine Lot Sticker Date CT WiZ Verified Staff Initial 
     

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I declare that I meet the above criteria set by the CDC and that I am eligible to receive COVID-19 vaccine in the State of Connecticut as defined by the 
State of Connecticut outlined online at: https://portal.ct.gov/vaccine-portal. I have read, or had explained to me, the information sheet about COVID-
19 vaccinations and NVHD’s privacy policy. I have had a chance to ask questions which were answered to my satisfaction, and I understand the benefits 
and risks of the vaccination as described. I authorize the release of any medical or other information necessary to process all insurance claims.  
 
As required by law and to protect your health, your doctor will share immunization information (i.e., “shots” or “vaccines”) with the State of Connecticut 
Department of Public Health (DPH). DPH will store your shots in its immunization system called CT WiZ. CT WiZ helps make sure you get the shots 
needed to protect you against vaccine preventable diseases. If your shot record is lost or not available, DPH can share it with you and your doctor. You 
can choose to exclude your shot information from CT WiZ by sending a signed written request to the DPH Immunization Program. Immunization systems 
help prevent and control disease. All information is kept confidential as required by law. 
 
 
 

Signature: __________________________________         Date: ____________________ 
 

Street Address 
 
 

Town State Zip Code 

Phone # 
 

Date of Birth (MM/DD/YYYY) Age Gender (circle one)            
Male       Female   

Email 

Insurance:  

Circle one:      Medicare    Aetna      Anthem      Cigna       Connecticare   United Healthcare 

Insurance ID #:  __________________________________________     

Is patient primary cardholder:     Yes        No           If no, please write primary cardholders full name, DOB, and address: 
__________________________________________________________ 

__________________________________________________________ 

 

https://portal.ct.gov/vaccine-portal


Submission of a false statement to the Department of Public Health is  
subject to the penalties pursuant to Conn. Gen. Stat. §19a-500and §53a-157b. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

COMPLETE BY VACINATOR: 

(Please circle) Vaccination Site:     Left     /     Right        Deltoid 

Time of Vaccination:   _____:______ AM  /  PM 

Name of Vaccinator: _____________________________________ 
COMPLETE BY STAFF: 
 


