[image: image1.jpg]PAOP

Pediatric Associa’res of Paoli





11 Industrial Blvd, Suite 201
Paoli,  PA 19301

R. E. Kienzle, M.D.               


Andrew Forman, D.O.

______________________________________________________________________________________

PEDIATRIC ASSOCIATES OF PAOLI

VACCINE ADMINISTRATION INFORMED CONSENT RECORD
Family Name: ___________________________

 Child’s Name :  ___________________________             DOB: _______

Child’s Name :  ___________________________             DOB: _________

Child’s Name :  ___________________________               DOB: _________

I have been given copies of the CDC-VIS (Center for Disease Control - Vaccine Information Statements) and copies of the Vaccine Information Forms regarding the vaccines to be administered to myself or my child. (Copies are also available at www.cdc.gov/nip/publications/vis)  I have had a chance to ask questions that were answered satisfactorily. I understand the benefits and the risks of these vaccines and ask that the appropriate vaccines be given (at the appropriate ages and intervals) to me or the person named above, for whom I am authorized to make this request.
AUTHORIZED VACCINES (not limited to)

DTaP, DTP, DT, TdaP ( Diptheria - Tetanus - Pertussis ) 

OPV, IPV ( Polio )

HIB ( Hemophilus b influenza )

Hepatitis B

MMR ( Measles - Mumps - Rubella )

Varicella ( Chicken Pox )

Proquad (MMR – Varivax) 

Influenza ( Flu shot )

Pneumococcal Vaccine

Rotavirus Vaccine

Hepatitis A Vaccine

Meningococcal Vaccine

HPV Vaccine

                            __________________________________________________________

                                      Signature of Parent / Guardian                                 Date
