
CONSENT FOR SCHOOL IMMUNIZATIONS 
GRADE 9

Information contained in this form is collected, used and disclosed in accordance with Yukon’s Health Information Privacy and Management Act and other 
applicable laws. A written statement of Health and Social Services information practices can viewed at https://yukon.ca/en/healthprivacy or by contacting the 
department’s Privacy Officer at healthprivacy@yukon.ca. 

YG(5838HSS) Rev.01/2025

Section 1: child’s personal information

Last name First name Date of birth
Y Y Y Y / M M / D D

School and class name Health card # 

Name of parent/guardian Relationship to child 

Cell phone Alternate phone
 Male      Female      X

Allergies to what: Has your child ever had a serious or life threatening allergic reaction?       Yes      No

Allert : Has your child had previous reaction to 
immunization?     Yes     No. If Yes explain below. 

Does your child have any chronic conditions?
 Yes     No. If Yes explain below.

    This is a school-based immunization consent. If you prefer to have your child immunized at the health centre, 
please tick this box AND call the health centre to make an appointment.

Section 2: consent

For each vaccine listed below, check yes or no, sign and date. It is very important that you complete and return this form. 

I understand the information in the Yukon Immunization Information Sheets for the immunizations listed below. I understand 
the benefits and possible reactions for each immunization and the risk of not getting immunized. I have had the opportunity 
to ask questions. I understand this consent is valid for the vaccine(s) listed below unless the consent is cancelled.

I understand that the nurse will review my child’s personal immunization record and will only give these vaccines, 
consented to below, if they are needed according to the Yukon Immunization Schedule.

Tetanus-Diphtheria-aPertussis

I want my child immunized
 Yes   No

Signature Date
Y Y Y Y / M M / D D

Meningococcal Quadrivalent Conjugate

I want my child immunized
 Yes   No

Signature Date
Y Y Y Y / M M / D D

Measles-Mumps-Rubella

I want my child immunized
 Yes   No

Signature Date
Y Y Y Y / M M / D D

Section 3: public health use only – telephone or mature minor consent

Telephone consent obtained from: For: 
Tdap          Yes       No
Men-C - A,C,Y,W-135    Yes       No
MMR         Yes       No

Nurse’s signature:

Relationship to child:  
Date:  Y Y Y Y / M M / D D

Mature minor consent

Student signature: For: 
Tdap          Yes       No
Men-C - A,C,Y,W-135    Yes       No
MMR         Yes       No

Nurse’s signature:

Date:  Y Y Y Y / M M / D D 
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