
(Revised 05/02/12:JC) 

 

Immunization Parental Consent Form 

School Name:                                                                                                            Clinic Date:    

In order for your child to obtain the adolescent vaccinations during this school based clinic, you must:  

 1. Complete this form  2. Sign & Date this form 3. Provide copy of all prior vaccination records 
    
 
   
A. Information about person receiving vaccine (Please print) 

Student’s Name Last______________________________  First______________________ Middle____________ 

Student’s Birth Date___________________  Age ______     Gender  Male  Female     Phone #___________________ 

Student’s Address________________________________  City______________________ Zip Code__________________ 

Parent/Guardian Name Last________________________  First______________________ Relationship______________ 

Parent/Guardian Phone #_____________________________________________________________________________ 

 

B. Vaccine Eligibility Screening (Please check appropriate box) 

 

 Medicaid: A child, 0 thru 18 years of age, who has Medicaid coverage 

 American Indian/Alaskan Native: A child, 0 thru 18 years of age, who identifies as an American Indian or 
Alaskan Native, regardless of insurance coverage 

 No Health Insurance: A child, 0 thru 18 years of age, who does not have health insurance 

 Limited Health Insurance: A child, 0 thru 18 years of age, who has health insurance, but the health insurance 
does not pay for vaccinations 

 Insured: A child, 0 thru 18 years of age, who has health insurance which provides coverage for vaccines 
 

C. Vaccine Health Screening  

 

Please answer all questions about the student who will be receiving the vaccine(s). Answers will determine whether the 
student can be vaccinated at this time. If you respond ‘Yes’ to any of the questions, please explain in the space provided.  

Yes     No  
1.  Has person receiving vaccine reacted to prior immunizations? ...............................................................  
2. Has person receiving vaccine ever had a convulsion (seizure)? ................................................................  
3. Is person receiving vaccine pregnant, or planning a pregnancy in the next month? ................................  
4. Is person receiving vaccine taking any medications? ................................................................................  
5. Does person receiving vaccine have an infection/fever? ..........................................................................  
6. Does person receiving vaccine have any food or drug allergies? ..............................................................  
7. Does person receiving vaccine have/had any of the following? 

 
                                                         Yes     No             Yes     No
Chemo or Radiation Therapy ...............................  
Organ Transplant .................................................  
Steroids (Prednisone, etc.) ...................................  
Cancer / Leukemia ...............................................  

HIV Positive or AIDS .............................................  
Other Immune Deficiency ...................................  
Arthritis ................................................................  
Neurological Disorders ........................................ 

 
***IMPORTANT**** 

COMPLETE BOTH SIDES  
 

Yes     No  
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8. Has person receiving vaccine received immune globulin in the last year? ...............................................  
9. Panhandle Health District has parent/client permission to share immunization information with  

other healthcare providers as needed. ......................................................................................................  
10. I understand that childhood immunizations are not mandatory and may be refused on religious or  

other grounds. ...........................................................................................................................................              Yes 
11. I understand that my child or I will be enrolled into Idaho’s Immunization Registry (IRIS) unless a  

deletion form is completed and returned to the Idaho State Immunization Program. ............................              Yes 
12. To prevent injury from falling due to post vaccination fainting, I understand it is recommended to sit  

in the lobby for 15 minutes before proceeding to pay for services and before exiting the building ........              Yes
 

 

D. Consent to Vaccinate 

I have been given a copy and I have read, or had explained to me, the information in the Vaccine Information Statement(s) for the 
vaccines listed below. I have had a chance to ask questions and fully understand the benefits and risks of each of the indicated 
vaccines and ask the following vaccines be given to my child on the scheduled school clinic date.      Check all that apply: 
 

   Meningicoccal (MCV4)      

 

        Tetanus,diphtheria,acellular pertusis (Tdap) 

 

   Polio (IPV) 

 

   Measles, Mumps, Rubella (MMR) 

 

   Hepatitis B (Hep B) 

 

 

I give permission to Panhandle Health District and/or their designees to vaccinate the student named on this 
form. I have been provided a copy of PHD’s Notice of Privacy Practices. 
 
   I plan to be present when my student is receiving vaccines 
 

Signature of Consent:____________________________________ Date:______________ 

Printed Name:_________________________________Relationship to Student:______________ 

HIPAA Privacy Declaration Statement Received ________________ 

         Guardian Initials 

 

For Clinic Use Only: 
 

   Date       Vaccine        VIS Pub. Date    Manufacturer         Lot#               Dose      Site/Route         Signature/Title 
        

        

        

        

        

        

 


