
Patient Authorization for Immunization
Patient Information

Full Name: 

Date of Birth: 

Address: 

Phone Number: 

Immunization Details

Vaccine Name: 

Date of Immunization: 

Authorization

I hereby authorize the healthcare provider to administer the indicated immunization. I acknowledge that I have received information about the
vaccine and had the opportunity to ask questions.

Patient or Guardian Signature: 

Date: 

Submit
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