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Boone County Health Center VACCINATION 
Consent Form
PLEASE PRINT LEGIBLY.

LAST NAME: _________________________________    
FIRST NAME: ________________________________      MIDDLE INITIAL: ______ 

ADDRESS: ___________________________________   


CITY:________________________________________  
STATE:___________  ZIP:_____________  

PHONE NUMBER: _____________________________ 

DATE OF BIRTH:______________________________
MALE: (     )   FEMALE: (     )

I hereby authorize Boone County Health Center to administer all approved vaccines recommended for age based on CDC guidelines.  I understand that sometimes systemic adverse reactions occur and that the most frequent side effect of the vaccine is soreness at the vaccination site. 
By signing,  I authorize Boone County Health Center to submit to my insurance.

Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature:____________________________________________Date:_________________

