
COVID-9 Vaccine Administration Record 
 
The facility may keep this record on file. They will record what vaccine was given, when the vaccine was given, the 
name of the company that made the vaccine, the vaccine’s special lot number, the signature and the title of the 
person who gave the vaccine, and the address where the vaccine was given. 
 

1st Dose _______     Date:__________________      2nd Dose _____  Date_________________ 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

For Clinic/Office Use 
 

Clinic/Office & Address:  Dakota Pharmacy            701-255-1881  
     Dakota Natural Health Center  701-258-9418         
     705 E. Main Ave.Bismarck, ND  58501   

1st Dose Info: 
 
Date of Vaccination:__________________  Site of Injection:_____________________ 
 
Manufacturer:_______________________  Place of administration:________________ 
        
Vaccine Lot Number:_________________  Signature & Title of Vaccine Administrator: 
 
        __________________________________ 

Information about the person to receive vaccine (Please PRINT).  
ALL info is needed to submit insurance if applicable. 

  

Last Name 
  

First Name (Formal)  Middle Initial Birthdate Age 

Address 
  

City State Zip County  

Hm Phone #  Wk Phone #  

Allergies to other vaccines:  _____ Yes  _____ No 
 
Signature of person to receive vaccine or person authorized  to make request (parent or guardian)  

 
X ___________________________________________________   Date____________________________________ 
  




