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Vaccine Report Card



Participant ID Number: __________________________________________

Injection Administration Date: ____________________________________

Injection Administration Site (e.g. R Thigh, L Thigh, R Arm or L Arm): ______________________



Note to Participant:  If you have any questions or problems, please contact your study coordinator.

Name: _______________________________________________________

Telephone: ___________________________________________________

Email (optional): _______________________________________________








Participant signature ____________________________________________

Date report card returned to the study staff: _________________________





General Instructions
Please use the below instructions to complete the below Day 0 – Day 6 injection symptom diary.

Temperature: Take your temperature orally around the same time each evening, using the thermometer provided, and record it in the space provided.  Also record the time at which you took your temperature. If you recently drank very hot or cold liquids, wait 15 minutes before taking your temperature.

Injection Site Symptoms

Pain and itching
Some people experience pain in the area where the vaccine was injected. Some people may also experience itching in the area where the vaccine was injected.  By pain we mean that the place where you were injected hurts even when it isn’t touched.

If you experience pain or itching at the injection site, use the following categories to describe how severe these symptoms were. If you don’t experience one or more of these symptoms, mark the NONE box.


	[image: ]Mild  


	I only had a little discomfort.  I could still use my vaccinated limb (arm or thigh) like always.
[If other than limb(s) site was injected: my injection site didn’t impact my function]

	[image: ]Moderate            

                   
	I noticed the discomfort and didn’t use my vaccinated limb (arm or thigh as much as usual AND/OR I used over-the-counter pain medications to relieve the discomfort.

[If other than limb(s) site was injected: my injection site somewhat limited my function; specify on the below document]

	[image: ]Severe              


	I really noticed the discomfort.  It kept me from doing something I wanted or had to do.
Over-the counter pain medications didn’t work.


	Life-threatening
	I had to go to the hospital or emergency room.  If this happens, please let your study team know right away.




	
	
Redness, swelling, and bruising

[image: ]Some people experience redness, swelling, or bruising in the area where the vaccine was injected. If you experience redness, swelling, or bruising, measure the area using the measuring tool you were provided, and record the measurement in the space provided. 


To measure the area of redness, swelling, or bruising, please do the following: 
1. Place the measuring tool over the area where you were injected, 
with the dot over the center of the area.
2. Select the circle where the longest part of the area touches the line.
3. If the area is between two circles, select the larger circle.
For example, the area shown to the right measures 3 centimeters (cm)
because it is touching the 3 cm line.







General and Other Symptoms and Medications

If you have additional symptoms that are not listed, or if you sought medical care for any reason from a health care provider (e.g. doctor’s office, emergency room), or if you took any medications, these should be listed in the spaces provided.  Please designate any symptoms as Mild, Moderate, or Severe.

	[image: ]Mild  

	I only had minor discomfort. I went about my usual activities.


	[image: ]Moderate            

                   
	I noticed the symptom. It bothered me enough that I didn’t do as much as I usually do.  I used over-the-counter pain medications to relieve the discomfort.

	[image: ]Severe              


	I really noticed the symptom. It kept me from doing something I wanted or had to do.  Over-the counter pain medications didn’t work.

	Life-threatening
	I had to go to the hospital or emergency room.  If this happens, please let your study team know right away.





Day 0: The Evening of the Injection                                Date: _____/_____/_____
Sometime during the evening on the day you were injected, fill out the information below.  The items on this page refer to the time between when you were injected and 11:59 p.m. the day of your injection (Day 0).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight, make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)




General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 0).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	



Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 0).  See General Instructions for more information.

	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	


Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:

	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 1: The Day after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 1).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 1).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 1).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	




Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:

	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 2: Two Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 2).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 2).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	



Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 2).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	



Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:
	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)




If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 3: Three Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 3).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 3).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 3).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	





	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	


Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:
	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 4: Four Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 4).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 4).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 4).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	



Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:
	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 5: Five Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 5).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 5).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 5).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	



Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:

	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 6: Six Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 6).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 6).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or  vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 6).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	



Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:
	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________


Day 7: Seven Days after the Injection                                Date: _____/_____/_____
The items on this page refer to the time between midnight of last night and 11:59 p.m. today (Day 7).  If any of the information changes after you fill out this page but before 11:59 p.m. tonight make any necessary changes below.

Temperature
	Evening Temp.: ___________ oC or oF  (circle one)
	Time Taken: ____________AM or PM (circle one)



General Symptoms
If you experience any of these symptoms, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 7).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening

	Unusually tired/feeling unwell
	
	
	
	
	

	Muscle aches
	
	
	
	
	

	Headache
	
	
	
	
	

	Nausea or  vomiting
	
	
	
	
	

	Joint pain
	
	
	
	
	




Injection Site Symptoms
If you experience an injection site symptom, mark the box that describes the worst the symptom was until 11:59 p.m. tonight (Day 7).  See General Instructions for more information.
	Symptom
	None
	Mild
	Moderate
	Severe
	Life Threatening
	Location

	Pain
	
	
	
	
	
	

	Itching
	
	
	
	
	
	




	Redness, Swelling, or Bruising*
	None
	Provide Maximum Measurement
	Location

	Redness
	
	____ cm at the longest part
	

	Swelling
	
	____ cm at the longest part
	

	Bruising
	
	____ cm at the longest part
	


*note: If redness, swelling and/or bruising cover the same area, please note that measurement in each appropriate box (example: swelling and redness cover a 3cm area but no bruising is present; 3cm would be mentioned in the measurement box for redness and swelling but “none” would be marked for bruising	



Other Symptoms

If you experience symptoms other than the ones you’ve already described, write them in the space below according to the General Instructions.
Did you experience any other symptoms?    |_| Yes  |_| No

	Symptom or Medical Event
	Mild
	Moderate
	Severe
	Life Threatening

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Did you take any medications?  |_| Yes  |_| No
If yes, please list out the name(s) and dosage(s) below:
	Medication name
	Dose
	Time taken

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)

	
	
	_______ AM/PM (please circle)



If present, specify type of limitation(s) due to discomfort at the injection site: _________________


___________________________________________________________________________________
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