
VACCINE ADMINISTRATION RECORD AND REGISTRY AUTHORIZATION

I agree to allow information about all vaccinations given to me or to the person for whom I am authorized to consent to be 
released to other medical care providers, schools, child care, or head start centers to avoid the administration of unnecessary 
vaccinations and to determine immunization status. I understand that this will remain in effect until canceled by me in writing.  
I hereby consent to the administration of the indicated immunizations. I acknowledge I have received and reviewed the CDC 
information on  the risks and benefits of immunizations and that I have been allowed to ask questions and have had my  
questions satisfactorily answered.

The Ronald McDonald Care Mobile is made possible by a grant for the Ronald McDonald House Charities, Inc. (“RMCH”), 

a non-profit, tax-exempt charitable corporation. RMHC has no responsibility or liability for the operation of the Ronald McDonald 

Care Mobile or any of the medical or dental activities conducted herein.

Answer questions
on back of page!

PRINT

Patient

First Name:

Last Name:

Birth Date:

Middle Initial:

Sex:

Family and Address Information:

Guardian First
Name:
Guardian Last
Name:

Mother Maiden
Name:

Address:

City:

Zip Code:

Phone:

Email Address:

Age:

State:

Race:	____ Asian or Pacific Islander

	 ____ American Indian or Alaskan Native

	 ____ Black, not of Hispanic origin

	 ____ White, not of Hispanic origin

	 ____ Hispanic

Other:	 ________________________________

Physician:_______________________________



FOR CLINIC USE ONLY
I certify that the Vaccine Information Statement(s) for vaccine(s) administered above were presented to the  

person or parent/guardian named above, at the clinic and on the date shown here.
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