Immunization Encounter Form

Informed Consent for Immunization

	Client ID:
	
	Client Name:
	

	Birth Date:
	
	Consent Date:
	

	VFC:
	


        

I hereby authorize the doctors, nurses, nurse practitioners or other licensed health care providers of the Virginia Department of Health to immunize me or my child named above. I understand the risks and benefits of the immunizations checked below and have had the opportunity to ask questions. I have received VACCINE INFORMATION STATEMENTS or information sheets about the immunizations. I agree that my or my child’s immunization record and date of birth may be shared with other health care providers. I understand that this information will be used by health care providers for the care of me or my child and for statistical purposes only. I understand that this information will be kept confidential. The Deemed Consent for blood borne diseases has been explained to me and I understand it. I understand that medical records must be kept for a period of five years after my visit or 21 years after birth, if client is a minor.
	
	

	Diphtheria, tetanus, acellular pertussis (DTaP)
	Pneumococcal conjugate (PCV13)

	Haemophilus influenza B (Hib)
	Pneumococcal polysaccharide (PPV23)

	Hepatitis A (HepA)
	Polio 

	Hepatitis B (HepB)
	Rotavirus 

	Human papillomavirus (HPV)
	Tetanus, diphtheria (Td)

	Influenza
	Tetanus, diphtheria, acellular pertussis (Tdap)

	Measles, mumps, rubella (MMR) 
	Varicella 

	Meningococcal conjugate (MCV4)
	

	Meningococcal polysaccharide (MPSV4)
	Other:

	 Measles, mumps, rubella, varicella (MMRV)
	

	
	


  ________________________________________________________      ________________________________________________  Parent/Legal Guardian, Person Acting in Loco Parentis - Printed Name      Signature                                                           Date

	                                                           Item Code
	Contraindication Description
	Contraindication  Type
	Effective Until Date

	
	
	
	

	
	
	
	


Comments 
	Item Code
	Lot Number
	Funding Source

Circle One
	Route
	Injection Site
	Provider #

	
	
	VFC     STATE      317      LHD
	
	
	

	
	
	VFC     STATE      317      LHD
	
	
	

	
	
	VFC     STATE      317      LHD
	
	
	

	
	
	VFC     STATE      317      LHD
	
	
	

	
	
	VFC     STATE      317      LHD
	
	
	

	
	
	VFC     STATE      317      LHD
	
	
	

	 
	 
	VFC     STATE      317      LHD
	
	
	 


                                                                                _____________________________________________________           ______________  CHS-2(07/17)                                                         Provider  Signature                                                    Date                                                                                                                                                    
