
VACCINE CONSENT FORM

Information about person to receive vaccine:

Name: _______________________________________  Date of Birth:  _____/_____/_______  Age: _____  Sex:       Male        Female

Race:       Asian        Black        Native American        Pacific Islander        White        Other        Ethnicity:       Hispanic        Non-Hispanic

Address: ___________________________________________  City: ______________________  State: ______  Zip: _____________ 

Phone: ______-______-__________  Email: _________________________________________________

❑

❑

❑

❑ ❑ ❑ ❑ ❑ ❑ ❑

Insurance Information:

Primary Insurer: ______________________________________  Insurance Holder: __________________________________________ 

Group/Individual ID Number: _________________________________

Print Parent/Guardian name, if different from client: ____________________________________________________________________ 

Client/Parent/Guardian Signature: _________________________________________________  Date: _____/_____/_______

Caswell Family Medical Center 
439 US Hwy 158 West
Yanceyville, NC 27379

■ Tel: (336) 694-9331
■ Fax: (336) 694-7511

James Austin Health Center 
207 E Meadow Rd, # 6
Eden, NC 27288

■ Tel: (336) 864-2795
■ Fax: (336) 864-2895■ Email: info@compassionhealthcare.org

■ Web: compassionhealthcare.org




