Moderna Vaccination Rollout

January 3, 2021

Ontario has received a shipment of the Moderna vaccine from the federal government and the first
vaccination of an Ontario LTC resident, a retired nurse, took place on Friday morning in Toronto.
Moderna's coronavirus vaccine is similar to the Pfizer-BioNTech vaccine that was the first Covid-19
vaccine authorized and shipped out to the Canadians. But there are a few key differences. Most
importantly, Moderna's vaccine can be stored in normal freezers and does not require a super-cold
transportation network, making it more accessible for smaller facilities and local communities. The
Moderna COVID-19 vaccine is a two-dose series given approximately one month apart through a
muscle injection. The doses inject a molecule called mRNA, which includes instructions for the
body on how to produce antibodies to fight COVID-19, into a person’s upper arm. Canada has
granted emergency use authorization to Moderna for its vaccine for people ages 18 and
older. According to General Hillier, who heads the vaccine distribution task force, there will be a short
pilot of the Moderna vaccine at 14 LTC and retirement sites in Toronto, Windsor-Essex, and York
Region, and then it will be distributed more widely. Public health is leading regional implementation.
In addition, on Tuesday General Hillier provided an overview of the province’s ambitious vaccine
rollout plan for 2021, including plans for the Moderna pilot in LTC and retirement. Details are available
in this CBC summary of the vaccine rollout, or a transcript of his presentation, available here.
Residents will be the priority for the Moderna vaccine; staff will continue to receive the Pfizer vaccine
at hospital sites. It is not clear where and when each public health region will choose to vaccinate
essential caregivers.
Pfizer’s clinical trials have shown no severe side effects. The most common side effects were reactions
at the point of injection on the body, fatigue, headache, muscle pain, chills, joint pain and fever. Some
exclusion criteria for the vaccine include history of severe adverse reaction associated with a vaccine
and/or severe allergic reaction, women who are pregnant or breastfeeding, and anyone under the age
of 18.
Homes have been encouraged to do whatever it can to be prepared. As such, at Maxville Manor, we
are getting ready for the vaccination roll out and requesting that consent be provided for residents by
residents who are independent or Powers of Attorney (POAs) for care. Please find attached the
consent form that is required to be completed for each resident. Please complete and fax at 613-5271608 or email back at info@maxvillemanor.ca.
We do not know timelines for the vaccination distribution at this point in time but as we get more
information, we will ensure to share it with you.
Let me know if you have any questions/concerns. Kindest regards
Amy Porteous
CEO, Maxville Manor

Dr. Valery Rossbach
Maxville Manor
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Ministry of Health

COVID-19 Vaccine Screening and Consent Form
SCREENING AND CONSENT FORM –COVID-19 Vaccine
Last Name

Sex:

Home Phone

☐ Non-Binary ☐ Prefer not to answer

Mobile Phone

Email Address

Street Address

Date of Birth

Identification (e.g., health card
number)

First Name

☐ Female ☐ Male

City

(month, day,

Age

year)

______ / _______ / _______

Version 1.0 – December 30, 2020

Primary Care Clinician
(Family Physician or Nurse
Practitioner)
Province

Postal Code

Is this your first or second dose of the vaccine?

☐ First ☐ Second

If second, please indicate the date of the first dose:

______ / ____ / ____

(month, day, year)

Please answer all questions below:
Do you have symptoms of COVID-19 or feel ill today*?,

If yes, please provide details

☐ No ☐ Yes
Have you previously had an allergic reaction to any vaccine (including your first
COVID-19 vaccination if applicable) or any component of the Pfizer-BioNTech or
Moderna vaccine?

If yes, please provide details

☐ No ☐ Yes
Are you allergic to polyethylene glycol (PEG)** which is contained in the vaccine?

If yes, please provide details

Talk with your health care provider if you are known to be allergic to polyethylene glycol** or
have had an allergic reaction from an unknown cause. See below for more details**

☐ No ☐ Yes ☐ Uncertain
Have you received another vaccine (not a COVID-19 vaccine) in the past 14 days?

If yes, please provide details

You will be asked to wait for two weeks from the other vaccine to receive your COVID-19
vaccine

☐ No ☐ Yes
Are you or could you be pregnant?
Are you breastfeeding?

☐ No ☐ Yes

☐ No ☐ Yes

Do you have any problems with your immune system or are you taking any
medications that can affect your immune system (e.g., high dose steroids,
chemotherapy)? Ask the health care provider if you are not sure about your medical conditions

If yes, please provide details
If yes, please provide details
If yes, please provide details

☐ No ☐ Yes
Do you have an autoimmune disease? Ask the health care provider if you are not sure
about your medical conditions
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☐ No ☐ Yes
Do you have a bleeding disorder or are taking medications that could affect blood
clotting (e.g., blood thinners)? Ask the health care provider if you are not sure about your
medical conditions

If yes, please provide details

☐ No ☐ Yes
Have you ever felt faint or fainted after a past vaccination or medical procedure?

If yes, please provide details

☐ No ☐ Yes
* Symptoms of COVID-19 can include fever, new onset of cough or
worsening of chronic cough, shortness of breath, difficulty
breathing, sore throat, difficulty swallowing, decrease or loss of
smell or taste, chills, headaches, unexplained tiredness / malaise /
muscle aches, nausea / vomiting, diarrhea or abdominal pain, pink
eye, or runny nose or nasal congestion without other known cause
or, for those over 70 years of age, an unexplained or increased
number of falls, acute functional decline, worsening of chronic
conditions or delirium

I have read (or it has been read to me) and I
understand the ‘COVID-19 Vaccine
Information Sheet’. I have had the
opportunity to ask questions and to have
them answered to my satisfaction.

☐

I consent to receiving the vaccine

Signature

** Polyethylene glycol (PEG) can rarely cause allergic reactions
and is found in products such as medications, bowel
preparation products for colonoscopy, laxatives, cough syrups,
cosmetics, skin creams, medical products used on the skin and
during operations, toothpaste, contact lenses and contact lens
solution. PEG also can be found in foods or drinks, but is not
known to cause allergic reactions from foods or drinks

The personal health information on this
form is being collected for the purpose of
providing care to you. It will be used and
disclosed for this purpose, as well as other
purposes authorized and required by law.
For example, it will be disclosed to the Chief
Medical Officer of Health and Ontario public
health units where the disclosure is
necessary for a purpose of the Health
Protection and Promotion Act.

The hospital, local public health units and
the Ministry of Health may wish to
communicate with you for purposes related
to the COVID-19 vaccine (for example,
communications to remind you of follow-up
appointments, to provide you with proof of
vaccination, and to tell you about research
projects.)

☐

I acknowledge that I have read and
understand the above statement.

I consent to receiving communications by:

Print Name

Date of Signature

☐

email ☐ phone/SMS

☐

If signing for someone other than myself, I
confirm that I am the parent / legal guardian or
substitute decision maker.

If signing for someone other than yourself, indicate your relationship to that
other person:

FOR CLINIC USE ONLY
Agent

COVID-19

Product Name

Lot #

Anatomical Site

☐ Left deltoid ☐ Right deltoid

Date Given

______ / ______ / ______

(m/d/yyyy)

Given By (Name, Designation)

Route
Time Given

Location
☐ LTC Home: Resident

Intramuscular

____ : ____ am pm

Dose #

☐ Yes

AEFI?

☐ No

Authorized By

☐ Healthcare worker ☐ Healthcare worker: LTC Home

Reason for Immunization

Dose

☐ Healthcare worker: Retirement Home

☐ Retirement Home: Resident ☐ Advanced age: community dwelling

☐ Other employees in acute care, LTC, RHs ☐ Indigenous community ☐ Adult of chronic health care

Reason Imms Not Given

Healthcare provider: ☐ Determines immunization is contraindicated ☐ Recommends immunization but no consent
received ☐ Determines that immunization will be temporarily deferred

Your dose 2 of 2 is scheduled for:

______ / ______ / ______

(month, day, year)

______ : ______

am

pm
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