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	School Year______________

In compliance with the Family Education Right to Privacy Act (FERPA) (20 U.S.C. § 1232g; 34 CFR Part 99) 


I, ______________________________, give permission for my child,  _____________________________________, 
                 Parent/Guardian Name							First and Last Name

to participate in the School Immunization Clinic.     Check all that apply:
	
  	☐ Influenza

 	☐ Tetanus, Diphtheria and acellular Pertussis (Tdap)

	☐ Diphtheria, Tetanus and acellular Pertussis (DTaP)

	☐ Measles, Mumps and Rubella (MMR)

	☐ Polio

	☐ Haemophilus influenza type B (HIB)

	☐ Hepatitis B (Hep B)

	☐ Varicella (Chicken Pox)

	☐ Human Papillomavirus (HPV)

	☐ Meningococcal 

	☐ Hepatitis A (Hep A)

	☐ Prevnar

	☐ PPD	

    	☐ Other_________________________________________________


Parent/Guardian Signature___________________________________Date Signed _____________________
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