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This consent form should be completed by parent/guardian. If you have any questions, please discuss with your immunisation provider.
	Child’s surname
	
	Mother’s name
	

	First name of child 
(if chosen)
	
	Due date
	

	Address
	 

	Postcode
	
	Phone number
	

	Name of hospital
	



Please tick one:
· YES I understand the information about immunisation and I request that the above mentioned child be immunised with the recommended hepatitis B vaccination. 
· NO I understand the information about immunisation and I DO NOT WISH for my child to be immunised at this time. 

Signature:______________________________________________________________________________

Date:__________________________________________________________________________________

Clinician obtaining consent:_______________________________________________________________

	Hospital use only
	Site of injection
	Batch no
	Date
	Given by (print and sign)

	Hepatitis B 1st dose
	
	
	
	

	Vaccine details to be inserted in Child Health Record
 


To be placed in patient’s medical records
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