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STUDENT NAME: _______________ _ DOB: ______ _ 

INFORMED CONSENT 

I have read or had read to me information about the required childhood vaccines that my child may receive. I have been given the Vaccine information 

Statement(s) for the vaccines indicated for my child. I had a chance to ask questions which were answered to my satisfaction. I believe I understand 

the benefits and risks of the vaccine(s) to be acjministered. I also give permission to share my child's immunization record with facilities or institutions, 

which are required by law to have such records and with their health care provider(s). Of my own free will I consent to the administration of any or all 

vaccines required for my child's compliance with the Kentucky State immunization requirements. I understand that no guarantees are being made as 

to the effect of any vaccines or treatments given to my child. I also understand my child may be tested for HIV infection, Hepatitis 8, or any other 

disease carried by blood or body fluids if such a test(s) is needed if a health care worker is exposed to my child's blood, body fluids or tissue. I believe I 

understand the benefits and risks of any vaccine(s) to be administered. I AUTHORIZE payment of insurance benefits and give consent to release 

medical information to insurance companies or other agents. By signing this form, the parent/legal representative shall acknowledge that the 

Jefferson County Board of Education and its employees shall incur no liability and the parent/legal representative shall indemnify and hold harmless 

the school and its employees against any claims relating to the administration of school vaccines. I authorize the school health clinic to receive and 

release medical /immunization information about my child to his/her individual school, primary care provider, and immunization registry as needed or 

requested. 

Signature of Parent or Legal Representative Relationship Date 

OPTIONAL VACCINATIONS: I understand that vaccinations that are not required for school entry may also be available. I have read or had read to me 

information about the vaccines listed below. I have been given the Vaccine information Statement(s) for the vaccines. I had a chance to ask questions 

which were answered to my satisfaction. I believe I understand the benefits and risks of the vaccine(s) to be administered. I also give permission to 

share my child's immunization record with facilities or institutions, which are required by law to have such records and with their health care 

provider(s). If my child is age 15 or under, I understand and acknowledge that the COIVD-19 vaccination has received emergency use authorization 

from the FDA for usage in populations under the age of 16. I understand and acknowledge that the COVID-19 vaccination has only received full 

authorization from the FDA for usage in populations aged 16 or older. Of my own free will, I consent to my child receiving the vaccinations I have 

indicated below. I understand that those vaccines will only be administered if my child's medical records indicate it is necessary. 

0 INFLUENZA □ COVID-19 □ HPV

Signature of Parent or Legal Representative Relationship Date 

CLINIC USE ONLY!!!! VACCINE ADMINISTRATION RECORD 

VACCINE VIS DATE DATE INJECTION SITE Dosage MANUFACTURER LOT# & EXPIRATION PROVIDER 

GIVEN 

IM 

RA LA SQ ml 

IM 

RA LA SQ ml 

IM 

RA LA SQ ml 

IM 

RA LA SQ ml 

IM 

RA LA SQ ml 

Printed Name of Vaccine Administrator ___________________ _ 

Signature of Vaccine Administrator _____________________ _ 





VACCINE INFORMATION SHEETS QR CODES 

FLU 
VIS 01/31/2025 

Hib 
VIS 6/8/21 

MMR (SQ)

VIS 01/31/2025 
Hepatitis A 
VIS 15/10/21

COVID – Pfizer
VIS 01/31/2025 

Hepatitis B 
VIS 12/5/23

COVID – Moderna
VIS 01/31/2025 

Polio 
VIS 6/8/21 

Varicella (SQ)

VIS 01/31/2025 
Tdap 
VIS 6/8/21 

DTaP 
VIS 8/6/21 

Td 
VIS6/8/21 

Meningococcal 
MCV4 

VIS 01/31/2025 

Men B –
Meningitis B 
VIS 6/8/21 

Pneumococcal 
PCV 
VIS 05/29/2025 

HPV 
VIS 6/8/21 

Pediarix- 
DTaP, Hepatitis B, 
and polio (Thru-6YO) 
VIS 15/10/21 

Proquad- (SQ)

MMR & Varicella 
(Thru-12YO) 
VIS 6/8/21

migles1
Cross-Out




