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	   Year 11 Meningitis ACWY Vaccine
CONSENT FORM


	Child’s Full Name (First Name & Surname):


	Male/Female:
	Date of Birth:

	Home Address:


	Home Number:


	Mobile Number:



	
	Parents Email Address:



	NHS Number:
	Ethnicity:



	School:
	Year Group/Class:



	GP Details (Practice & Address):




	Has your child had Tetanus, Diphtheria & Polio injection within the last 5 years? 


	Yes

Date of injection: ____________________________
	No

	Has your child had Meningitis ACWY injection within the last 5 years? 

(This does not include Meningitis C vaccines)


	Yes

Date of injection: ____________________________
	No

	Has your child had a previous Measles, Mumps & Rubella (MMR) injection? 

(Dates can be found in your child’s Red Book)


	Yes

Date of MMR1: __________  MMR2: __________
	No

	Has your child had any other injections in the last 1 month?


	Yes

Name & Date of injection: ______________________
	No



	Does your child have a serious illness or allergy?

(If yes, please give details)


	Yes

Please give details: __________________________


	No



	Is your child taking any medicines or receiving any medical treatment?


	Yes

Please give details: __________________________


	No
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CONSENT FOR THE VACCINATION
	I have read and understood the information provided regarding Meningitis  ACWY
Please note if your child did not have their Tetanus, Diphtheria & Polio Booster in school last year or in the last 5 years we can also provide this vaccination at the school immunisation session.  


	I DO CONSENT for my child to receive:-

· Tetanus, Diphtheria & Polio Booster (if needed)
· Meningitis ACWY 
	I DO NOT CONSENT for my child to receive:- 
· Tetanus, Diphtheria & Polio Booster

· Meningitis ACWY 

	Signature: 
	Signature:



	Print Name:


	Print Name:

	Relationship to Child:
	Relationship to Child:



	Date:


	Date:


FOR OFFICE USE ONLY


BCG SCAR PRESENT (tick box):- YES LEFT ARM 
 YES RIGHT ARM
NO

	
	Site of injection

(please circle)
	Is the Child Well?
	Date Given
	Batch Number & Expiry Date
	Immuniser

(Print)
	Where administered 

	Tetanus, Diphtheria & Polio


	L arm


	R arm
	
	
	
	
	

	
	
	
	
	
	
	
	

	Meningitis ACWY 
	L

arm
	R

arm


	
	
	
	
	


