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AUTHORIZATION OF VACCINATION SECONDARY 3

Nodossier

Nom

Prénom

DDN NAM Exp.

Classification :

School: X^0-^^/ /?T /^'{^/)..^C'>7C^ Homeroom:

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

1.1DENTIFICATIONOFTHE PERSONTO BE VACCINATED (INBLOCKLETTERS)
Lastname First name Sex

DM DF
Dateofbirth

Health insurance number Expiration

Address Postal code

Lastnameofparentl (mother/father) First name of parent 1 (mother/father) Phonenumber

Last name of parent 2 (mother/father) First nameofparent2 (mother/father) Phonenumber

2. MEDICALINFORMATIONABOUTTHE PERSONTO VACCINATE

Has the person to vaccinate have had :

l.Varicella? D Yes Atwhatage:_ D No D Unknown

2. Boostrixm orAdacel-Poliom (Tdap)vaccinewhithinthepast 5 years? D YesYear:

S.MeningitisvaccinereceivedaftertheageoflO? D Yes D No D Unknown

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

D No D Unknown

5. Serious allergic reaction that required emergency medical care?

lfyes,specifytowhat:

DYes DNo

6. Immunesystem problem (leukaemia,chemotherapy,others)? D Yes D No

7. Bloodtransfusionorimmuneglobulininjectioninthepastllmonths? D Yes

lfyes,whichone(s):

D No

3. CONSENT

I have read the information on thediseases, vaccines and side effects induded with this form. If needed, 1 have contacted theschool

nurseormyCLSCtogetanswerstomyquestions.

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

DIconsent

DIconsent

DIconsent

D I refuse

D I refuse

DIrefuse

DIconsent D1 refuse

HPVvaccinepreviouslyreceived :

Date (YYYYMMDD)

vaccinationagainstdiphteria,pertussis,tetanus(Tdap)

vaccinationagainstMeningococcalserogroup C

anyothervaccinenecessary: Varicella,MumpsandRubella(MMR),HepatitisA, Hepatitis B,

Polio,etc.

vaccinationagainsthumanpapillomavirus(HPV)

D Istdose DZnddose

Parent/legalguardian'sfirstandlastnameifunderl4yearsold:

Signature : Date (YYYYMMDD) :

Date de modification 2018-10-10
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ÀL'USAGE DU VACCINATEUR .AAMMJJ

A compléterle jour de la

vaccination:
lèrevisite 2e visite 3e visite

Est-ce que la personne àvacciner:

" Section 2 revalidée a Oui D Non a Oui D Non a oui a Non
" Est enceinte? a Oui D Non D Oui D Non D Oui D Non

" Fait de la fievre? a Oui D Non D Oui D Non D Oui D Non

" A reçu un vaccin depuis

un mois?

a Oui D Non
Si oui, lequel?

D Oui D Non

Si oui, lequel?

D Oui D Non

Si oui, lequel?

Preuve de vaccination D Oui D Non D Oui D Non d Oui D Non

VACCINS IM

dcaT
DBOOSTRIXO,5mLIM
DADACELO,5mLIM
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG OBD
Complet D Oui D Non

dcaT-VPI
DBOOSTRIX-PolioO,5mLIM
DADACEL-PolioO,5mLIM
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non

Men C-C (Menjugate)
D Menjugate 0,5 mL IM
DNeisVac-CO,5mLIM
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non
D BG D BD

Complet D Oui D Non

VPH
D Refus

Lot Lot Lot
DGardasil90,5mLIM
DCervarixO,5mLIM
D BG D BD

Complet D Oui D Non

DGardasil90,5mLIM
D CervarixO,5mLIM
D BG D BD
Complet D Oui D Non

DGardasil90,5mLIM
D CervarixO,5mLIM
D BG D BD

Complet D Oui D Non

RRO Priorix
D Priorix0,5 mLSC
DMMR-110,5mLSC
D Refus

Lot Lot Lot

D BG D BD
Complet n Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non

RROVar (Proquad)
DO,5mLS/C
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non

Var
DVarivaxO.SmLSC
a Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non

HB (Engerix-B)
D Engerix-BO,5mLIM
D Recombivax HB 0,5mL IM
D Refus

Lot Lot Lot

DBG DBD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

HAHB
D Twinrix 0,5 mL IM
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non

VPI
D Imovax-Polio 0,5 mL SC
D Refus

Lot Lot Lot

D BG D BD
Complet D Oui D Non

D BG D BD

Complet D Oui D Non
D BG D BD

Complet D Oui D Non

Nom et prénomde
l'infirmière
Signature de l'infirmière
No de permis


