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Centre Intégré universitaire
de santé et de services sociaux

du Nord-de-I'le-de-Montréal No dossier
Nom
LI -
CNM15006-D
DDN NAM Exp.

Classification :

AUTHORIZATION OF VACCINATION SECONDARY 3

School: /@/O’CZQ/ /’? /{:éﬁ%”) SO/ Home room :

THE PERSON TO BE VACCINATED MUST BRING THIS COMPLETED FORMAND HIS VACCINATION BOOKLET

1.IDENTIFICATIONOF THE PERSONTO BE VACCINATED (INBLOCKLETTERS)

Lastname First name Sex Date of birth
Om OF

Health insurance number Expiration

Address Postal code

Last name of parent 1 (mother/father) First name of parent 1 (mother/father) Phone number

Last name of parent 2 (mother/father) First name of parent 2 (mother/father) Phone number

2. MEDICAL INFORMATION ABOUT THE PERSON TO VACCINATE

Has the person to vaccinate have had :

1. Varicella ? [ Yes Atwhatage: O No O Unknown
2. Boostrix™ or Adacel-Polio™ (Tdap) vaccine whithin the past 5 years? O YesYear: A444 U No [ Unknown
3. Meningitis vaccine received after the age of 10 ? [ Yes I No 1 Unknown

4. Vaccine received in the past ? If yes, which one:

5. Serious allergic reaction that required emergency medical care? [ Yes O No

Ifyes,specifytowhat:

6. Immunesystem problem (leukaemia, chemotherapy, others)? [ Yes O No
7. Blood transfusion orimmune globulin injection in the past 11 months? [ Yes O No

If yes, whichone(s):

3. CONSENT

| have read the information on the diseases, vaccines and side effects included with this form. If needed, | have contacted the school
nurse or my CLSCto get answers to my questions.

Consent (or refusal) of vaccination : please check at the appropriate places :

1 consent 1 refuse vaccinationagainstdiphteria, pertussis, tetanus(Tdap)
[ 1consent 1 refuse vaccinationagainstMeningococcalserogroup C
I consent [ Irefuse any othervaccine necessary : Varicella, Mumps and Rubella (MMR), Hepatitis A, Hepatitis B,
Polio, etc.
I consent O 1 refuse : vaccination against human papillomavirus (HPV)
HPVvaccine previouslyreceived: [J 1stdose U] 2nd dose
Date (YYYYMMDD) :

Parent/legal guardian'sﬁrst and last name if under 14 yearsold:

Signature: Date (YYYYMMDD) :

Date de modification 2018-10-10 Visite Page 1de?2

# GRM 8765925
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CNM15006-D

A L'USAGE DU VACCINATEUR

A compléter le jour de la

Ne rien inscrire dans la marge

Ne rien inscrire dans 1a marge

COBOOSTRIX-Polio 0,5 mL IM
{7J ADACEL-Polioc 0,5 mL IM
[1 Refus

8G 8D
Complet (0 Oui O Non

L, 1ére visite 2e visite 3e visite
vaccination:
Est-ce que la personne a vacciner: :
¢ Section 2 revalidée Joui O Non L oui O Non O oui ONon
¢ Est enceinte? L Ooui 0O Non O oui [ONon Ooui ONon
o Fait de la fievre? oui O Non O oui [ONon O oui ONon
& A regu un vaccin depuis CJoui [ Non O Oui [Non (O oui [ Non

un mois? Si oui, lequel? Si oui, lequel? Si oui, lequel?

Preuve de vaccination O oui [ Non Ooui [ONon O oOui ONon
VACCINS
decaT Lot | Lot | Lot [
[0 BOOSTRIX 0,5 mL IM
[JADACELO,5 mLIM 1BG BD [ BG 8D [18G E:]v]
[ Refus Complet 00 Oui O Non Complet O Oui 0 Non Complet 1 Oui O Non
dcaT-VPI Lot | Lot | Lot |

0BG OBD
Complet (0 Oui [J Non

OBG 8D
Complet {J Oui [ Non

Men C-C {Menjugate)
[J Menjugate 0,5 mL IM
[J NeisVac-C 0,5 mL IM
[ Refus

Lot |

O BG O8D
Complet (1 Oui 1 Non

Lot I

Lot I

O BG 18D
Complet OJ Oui [ Non

0BG 8D
Complet O Oui [ Non

O Priorix 0,5 mL SC

VPH Lot | Lot | Lot |

{J Refus [J Gardasil 9 0,5 mL IM [J Gardasit 90,5 mL IM O Gardasil 9 0,5 mLIM
[ Cervarix 0,5 mL IM [J Cervarix 0,5 mL IM O Cervarix 0,5 mL IM
0BG 8D 0BG O0BD 0BG OBD
Complet [0 Oui [J Non Complet [0 Oui [0 Non Complet (J Oui [ Non

RRO Priorix Lot | Lot | Lot I

Complet (0 Oui 0O Non

Complet (J Oui [0 Non

0 MMR-11 0,5 mL SC [8G sb OBG 8D [ BG 18D

[ Refus Complet [1 Oui [{JNon Complet OJ Oui [ Non Complet [0 Oui [J Non

RROVar (Proquad) Lot | Lot | Lot |

J0,5mLS/C

[ Refus [1BG 8D 0BG 18D 0BG 8D
Complet [0 Oui O Non Complet ] Oui [ Non Complet O Oui [J Non

Var Lot | Lot | Lot |

0 Varivax 0,5 mL SC

[J Refus 0BG JBD L1 BG 0 BD 0] BG O BD

Complet {J Oui [ Non

HB {Engerix-B)

[J Engerix-B 0,5 mL IM

[J Recombivax HB 0,5mL IM
[] Refus

Lot |

Lot |

Lot |

0BG OBD
Complet 0 Oui O Non

0BG 8D
Complet 0 Oui 0 Non

[0 BG O BD
Complet 0 Oui [ Non
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[ Imovax-Polio 0,5 mL SC
O Refus

JBG dsD
Complet (0 Oui [ Non

HAHB Lot | Lot | ot |

O Twinrix 0,5 mLIM

LI Refus 0BG O BD 0BG 8D (18G O BD
Complet [J Oui [ Non Complet [0 Oui [J Non Complet [ Oui [J Non

VPI Lot | Lot | Lot |

[JBG 8D
Complet (1 Qui [ Non

0BG JBD
Complet (1 Oui [ Non

Nom et prénom de
Finfirmiere

Signature de l'infirmiére
No de permis

Date de modification 2018-10-10

# GRM 8765925

Visite
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