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	Surname
	Given Name
	Age
	Sex
	School
	Grade
	Classroom





 
Date of Birth

9-Digit Manitoba Health Number (PHIN#)        6-Digit Manitoba Health Number (MHSC#)                              Year
   Month
    Day
According to the Manitoba Routine Childhood Immunization schedule, your child is eligible for the following vaccines below: 
Tdap   (Tetanus, Diphtheria, Pertussis)  OR  Tdap-IPV (Tetanus, Diphtheria, Pertussis, Polio)  1- 3 doses may be required 
A fact sheet is attached regarding benefits and risks of the vaccine. Please read carefully.

B. Parent or legal decision-maker to complete:
1.   Does your child have any allergies?  ………………………………………………….   No (                  Yes(
            If yes, to what? ____________________________________________________
2.   Has your child ever had a reaction to a vaccine?  ……………………………………. No (                  Yes(  
      If yes, please describe: _____________________________________________
3.  Does your child have any health conditions that require regular visits to a doctor?...  No (                  Yes(  

     If yes, please describe______________________________________________
4.  Is your child pregnant?  ……………………………………………………………….. No (                 Yes(       N/A (


Check the following options for each vaccine:
	Tdap OR Tdap –IPV 

	· Yes I do Consent
	· No I do not consent


Signature:  
____Print name: _______________________       Date:  ____/____/__
                             Parent or legal decision-maker                                                                                                                          year/month/day
        Telephone Numbers: (Home):  

(Work):  
 (Cell):  
_________________
     Comments:  
__________________
 Notice:  Immunizations are recorded in the Manitoba Immunization registry. If you would like more information or have any questions please speak to your health care          provider. All information recorded will be protected in accordance with the Protection of Privacy provisions of The Personal Health Information Act.


C. Section to be completed by the immunization provider:
Verbal Consent: The parent or legal decision-maker has been made aware of the benefits and the risks of the vaccine(s) offered to the above person and consents for
       the child to be immunized.             Date:            


Provider Signature:
	Vaccine
	Manufacturer
	Lot #
	Site
	Route
	Dose
	Date

y/m/d
	Provider Signature
	Panorama Entered

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Notes__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PHN check: __________


Date: ________________
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