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Dear Parent/Guardian:

The Florida Department of Health- Monroe, KWHS will be providing immunizations at KWHS. Vaccinations offered are listed below. Menactra is required by most colleges. There is never an out-of-pocket cost for childhood vaccinations.
If you want your child to receive these immunizations at school, please: 

· READ the attached information- VACCINE INFORMATION STATEMENT(S).

· COMPLETE ALL OF THE INFORMATION BELOW. CHECK the appropriate items below and return the permission slip to the school clinic IMMEDIATELY. 

· Permission slips will be in effect for any series selected to be completed. 

Student Name ________________________________Male __ Female __ Race ______Birthdate___________
Address____________________________________________ Telephone Number ______________________
List of allergies to:  medications, food products, insect stings, other ____________________________ 

____
I give permission for my child, _________________________________, to receive:

_______  Hepatitis A Series (series 2 shots)

______ Hepatitis B, MMR, Polio, Td, Varicella
_______  HPV Series *for female and male (series)
_______  Meningococcal Toxoid Conjugate (Menactra) 

_______  Meningococcal B (Bexsero or Trumemba)
_______ Tetanus Diphtheria Pertussis Booster (Tdap)

_______  Influenza (Flu)- during season only
I have been given a copy of and read or have had explained to me the information contained in the VACCINE INFORMATION STATEMENTS about the vaccines I have elected for my child to receive.  I have had a chance to ask questions which were answered to my satisfaction.  “I believe I understand the benefits and risks of the vaccine and request that the vaccine indicated above be given to the person named above for whom I am authorized to make this request."

Parent/Guardian Signature_________________________________________Date_________________ 

Print Name (Clearly) ________________________________Relationship_________________________

PLEASE COMPLETE ALL SECTIONS OF THIS FORM – THANK YOU.

CLIENT HEALTH INSURANCE INFORMATION

Name of Policy Holder - Parent/Guardian ______________________________________________

Name of Insurance Company __________________________________________________

Address of Insured ___________________________________________________________

Policy/Group Number ________________________________________________________

Policy Holder’s - Parent/Guardian’s Date of Birth ________________________________________
Please provide a copy of insurance card (if applicable) - both front and back. If you are unable to make a copy, feel free to take a picture with your phone and e-mail to: Dana.Portillo@Keysschools.com.
	
	

	Florida Department of Health- Monroe
KWHS Immunization Program
2100 Flagler Avenue, Key West, FL 33040
PHONE: 305-293-1549 ext 54311: FAX 305-293-1547 (unsecured)
	www.FloridasHealth.com

TWITTER:HealthyFLA

FACEBOOK:FLDepartmentofHealth
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