Vaccination Permission Agreement

Child's Name:
| |

Date of Birth:

| |

Parent/Guardian Name:

| |

Contact Number:

| |

Address:

| |

L, the undersigned, authorize the administration of recommended vaccines to my child as per the schedule provided by the medical
professional/organization. I confirm that I have read and understood the information about the vaccination.

1 give my permission for vaccination.

Signature of Parent/Guardian:

| |

| |
Submit
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