IMMUNISATION CONSENT FORM

Please read the immunisation information provided and discuss with medical practitioner or nurse vaccinator before completing this consent form.

Medicare Number  (((( ((((( ( ( Reference Number beside name
If you have a Medicare card, please ensure that the details completed exactly match the details on your Medicare Card. 
VACCINEE’S Family name: (((((((((((((((((((((((                        

First Name: (((((((((((((((((((      Male ( Female (
 
Street Number & Name: ((((((((((((((((((((((((

Suburb: (((((((((((((((((((( Postcode: ((((
Contact number: (((( ((( (((  Birth Date (D/M/YR): ((.((.((((
 
Is this person of Aboriginal and/or Torres Strait Islander origin?    Yes (  No (
I have read and understood the information given to me about immunisation including the risk of the vaccination and the risk of not being vaccinated. I have been given the opportunity to discuss the risks and benefits with my doctor/nurse. I consent for the above named to be vaccinated against the following diseases.

	Vaccine
	Date of administration
	Vaccine
	Date administered

	Pneumococcal
	
	Influenza
	

	Covid
	
	Shingles (2 vaccinations)
	

	RSV
	
	DTP or ADT
	


Please note Immunisation Providers report all vaccines administered to the Australian Immunisation Register (AIR). You can access your records by contacting your provider or AIR.
Please complete if you are giving consent to vaccinate:
Print your name: ___________________________________________ Circle: Vaccinee/Parent/Guardian
Signature: _____________________________________________________ Date ____ / ____ / ____

OFFICE USE ONLY Immunisation provider name ______________________ Date ____ / ____ / ____

[ INSERT COUNCIL/PRACTICE PRIVACY DISCLAIMER HERE]
