

[image: ]		Tdap Booster Immunization Consent Form
							
		School _________________   
[bookmark: _GoBack]


Important:	PLEASE READ AND FILL IN THE BLANKS BELOW AND SIGN THIS FORM. 

Child’s Name:  ___________________________    Birthdate:  ____________________ 	Age: ___________       
	Parent Phone (daytime): ______________________________

 The child named above qualifies for immunization through the VFC Program because he/she or parent/guardian states child is 18 years of age or younger and:

1. _____   Currently has Medi-Cal or is Medi-Cal or Child Health and Disability Prevention (CHDP) eligible.
2. _____   Is uninsured (does not have private health insurance).
3. _____   Is an American Indian or Alaskan Native. 
4. _____   Health insurance does not cover vaccines.

Child with private insurance does not qualify for VFC vaccines.
 Please circle Yes or No for the following questions and answer all questions.
1. Does the child have allergies to medications, food, a vaccine component, or latex?     Yes               No
3. Has the child had an allergic reaction to the Tetanus/Diphtheria/Pertussis vaccine or 
any other vaccine in the past?	                                                                            Yes   	      No
4. Has the child had a seizure or has the child had brain or other nervous system problems?    											                                                 Yes               No

	
TETANUS, DIPTHERIA, PERTUSSIS (Tdap) is a requirement for school entry grades 7-12.
Our records indicate that your child needs this vaccine.
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Form reviewed by/Vaccinator

___________________________________________RN


Note: Child will not be vaccinated on clinic day if he/she has fever, severe diarrhea or vomiting.
I have read the information contained in “Important Information” form about the disease and the vaccine below, or have had it explained to me.  I have had a chance to ask questions, which were answered to my satisfaction.  I understand the benefits and risks of the vaccine and request that the Tdap vaccine be given to the person named above for whom I am authorized to make this request. I understand that, depending on the answers to the questions listed above, my child may receive the Tdap vaccine at his/her school. I give permission for my child whose name is listed above to receive the Tetanus, Diphtheria and Acellular Pertussis vaccine. I agree to allow information on immunizations given to me or to the person named above, to be released to other medical care providers to avoid unnecessary vaccination or to check immunization status. If you do not want to share the immunization record, please contact SDIR/CAIR at (619) 692-5656.

            	X __________________________________________        ____________________
		                Signature: Parent/Guardian	             Date 
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