
ᑲᐱᔭᐅᒋᐊᖃᓲᖑᓂᖏᑦ ᐱᐊᕃᑦ ᐅᑭᐅᓖᑦ 14 ᐊᑖᓂ 
ᐊᖓᔪᕐᖄᕆᔭᐅᔪᓅᓕᖓᔪᖅ – ᐊᖏᕈᑎᒃ

ᐊᕕᑦᑐᓯᒪᓂᖓ ᐸ – ᐱᐊᕋᐅᑉ ᐋᓐᓂᐊᓯᐅᕐᑕᐅᒍᑎᒋᓯᒪᔭᖏ ᑲᐱᔭᐅᓯᒪᐅᑎᖏᓪᓗ

2. ᐱᐊᕃᑦ ᐋᓐᓂᐊᓂᒃ ᑎᒥᖓ ᓴᐴᓗᑌᕈᑦᓯᒪᕙ ᐋᓐᓂᐊᖃᕐᓂᒥᓄᑦ
(ᐅᑦᑑᑎᒋᑦᓱᒍ leukemia) ᒪᒥᑉᐸᓕᐊᒍᑎᒍᓪ ᓘᓃᑦ
(ᐅᑦᑑᑎᒋᑦᓱᒍ chemotherapy)?

1. ᕿᑐᕐᖕᒉᑦ ᓱᒃᑯᓚᕿᓚᐅᕐᓯᒪᕙ ᐋᓐᓂᐊᓯᐅᑎᓄᑦ
ᐅᐃᒪᓇᕐᓯᓚᕿᑦᓱᓂ ᐋᓐᓂᐊᓯᐅᕐᑕᐅᒋᐊᖃᓚᕿᓱᓂ? ᐋᐊ          ᐊᐅᑲ          ᖃᐅᔨᒪᖕᖏᑐᖓ

ᐊᖓᔪᖕᖄᕆᔭᐅᑦᓱᑎᑦ ᑲᒪᔨᒋᔭᐅᑦᓱᑎᓪᓘᓃᑦ ᑲᒃᑲᓛᒧᑦ 14 ᒥᑦᓯᑎᒍᑦ ᐅᑭᐅᓕᒻᒧᑦ, ᑐᑭᑖᕐᑎᐅᒋᐊᖃᕐᐳᑎᑦ 
ᑲᐱᔭᐅᒍᑎᑦᓴᖏᓐᓂᒃ ᑖᑦᓱᒪ ᑲᒃᑲᓛᑉ ᑐᓴᐅᒪᔭᐅᒋᐊᖃᕐᓂᖐᓐᓂᓗ ᑐᑭᓯᒪᐅᑎᑦᓭᑦ ᑖᑦᓱᒧᖓᐅᓕᖓᔪᓂᑦ.

ᑐᑭᓯᒪᑎᑦᓯᒍᑎ ᐱᕕᖃᕐᑎᓯᕗᒃ ᑐᑭᑖᕈᑎᑎᓐᓂᓐ ᑕᑕᕐᓴ ᑦᓴᖅ ᑖᓐᓇ. ᐊᓯᓕ ᖏᑦ ᑐᑭᓯᒪᑎᑦᑎᒍ ᑦ 
ᓴᐴᓗᑕᒻ ᓕᖓᔪᑦ ᑲᐱᓯᒍᑎᑎᒍᑦ, ᖃᐅᔨᒋᐊᕐᕕᖃᕈᓐᓇ ᑎᑦ ᐋᓐᓂᐊᕕᒻᓯᓂᑦ (ᐋᓐᓂᐊᓯᐅᕐᑕ ᕕᒃ ᐅᕝᕙᓘᓐᓃᑦ 
ᐃᓗᓯᓕᕆᕕᒃ) .

________________________________________________________________________   ᐅᓪᓗᒍᖓ: Y Y Y Y  /  M M  /  D D
ᐊᑎᓕᐅᕐᕕᖓ ᐊᓈᓇᖓ ᑲᒪᔨᒋᔭᐅᔫᓪᓘᓃᑦ

___________________________________________________________________________________________
ᑭᓇᒋᔭᐅᓂᖓ (ᐊᓈᓇᖓ ᐊᑖᑕᖓ ᑲᒪᔨᒋᔭᐅᔫᓪᓘᓃᑦ)

ᐅᑎᕐᑎᓗᒍ ᑖᓐᓇ ᐊᑎᓕᐅᐯᓯᒪ ᐊᖏᐯᓂᕋᐯᓂᓄᑦ ᐊᖏᖕᖏᓂᕋᐯᓂᓄᓘᓐᓃᑦ ᑲᐳᕐᑕᐅᒍᓐᓇᓂᖓᓄᑦ
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ᐊᕕᑦᑐᓯᒪᓂᖓ ᐊ – ᐱᐊᕋᐅᑉ ᓇᓗᓀᕐᑕᐅᓯᒪᐅᑎᖓ

ᐊᑎᓕᕐ ᕐᑭᖓ: ____________________________________ ᐊᑎᖓ : _______________________________________ 

ᐃᓅᓕᕐᕕᖓᑕ ᐅᓪᓗᖓ :  Y Y Y Y  /  M M  /  D D   ᓇᓪᓕᐊᒍᓂᖓ :       ᐊᖑᑎᒃᐊᕐᓇᖅ   ᐊᕐᓇᖅ  

ᐊᖓᔪᕐᕐᑳᑯᖏᑦᑕ ᐊᑎᖏᑦ (ᑲᒪᔨᖏᑦᑕᓘᓐᓃᑦ)
ᐊᓈᓇᖓ : _____________________________________ ᐊᑖᑕᖓ : ______________________________________   
ᑲᒪᔨᖏᑦᑕᓘᓐᓃᑦ : __________________________________________________________________________________ 

ᐋᐊ          ᐊᐅᑲ          ᖃᐅᔨᒪᖕᖏᑐᖓ

3. ᐃᑉᐱᒋᔭᒐᖃᓚᐅᕈᓇᑦᓴᑐᑎᑦ ᐊᓯᑦᔨᓯᒪᓕᕆᐊᖓᓂ ᖁᓄᐃᖕᖏᓯᐊᕐᓂᕆᕙᑦᑕᖓ? ᐋᐊ          ᐊᐅᑲ          ᖃᐅᔨᒪᖕᖏᑐᖓ
ᑲᒪᔨᖏᑦᑕᓘᓐᓃᑦ_____________________________________________________________________________________

YES NO I DON’T KNOW

NO I DON’T KNOW

YES                 NO                   I DON’T KNOW
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ᓈᒻᒪᓴᕐᖀᑦ ᐅᕙᓘᓃᑦ ᐊᖏᖕᖏᓚᑎᑦ ᐱᐊᕃᑦ ᓴᐴᓗᑕᒧᑦ ᑲᐱᔭᐅᑉᐸᑦ?
1. ᑲᐴᑎ ᓴᐴᓗᑕᖃᓐᓂᒧᑦ :  ______________________ ᑲᐴᑎᐅᑉ ᐊᑎᖓ : _________________

2. ᑲᐴᑎ ᓴᐴᓗᑕᖃᓐᓂᒧᑦ :  ______________________ ᑲᐴᑎᐅᑉ ᐊᑎᖓ : _________________

3. ᑲᐴᑎ ᓴᐴᓗᑕᖃᓐᓂᒧᑦ :  ______________________ ᑲᐴᑎᐅᑉ ᐊᑎᖓ : _________________

4. ᑲᐴᑎ ᓴᐴᓗᑕᖃᓐᓂᒧᑦ :  ______________________ ᑲᐴᑎᐅᑉ ᐊᑎᖓ : _________________

ᐊᖏᕐᐳᖓ
I  AGREE

ᐊᖏᕐᐳᖓ
I  AGREE

ᐊᐅᑳᕐᖁᖓ
I  REFUSE

ᐊᖏᕐᐳᖓ
I  AGREE

ᐊᐅᑳᕐᖁᖓ
I  REFUSE

ᐊᖏᕐᐳᖓ
I  AGREE

ᐊᐅᑳᕐᖁᖓ
I  REFUSE

ᐊᐅᑳᕐᖁᖓ
I  REFUSE

ᔪᕕᓂᐅᑐᐊᕐᐸᑦ, ᓇᓗᓀᕐᓗᒍ ᕿᑐᕐᖓᐱᑦ ᖃᑦᓯᓂ ᐅᑭᐅᖃᕐᓂᕕᓂᖓ ᐊᐅᐸᓗᑦᑕᑳᖃᕐᑐᕕᓂᐅᓚᐅᕐᑎᓗᒍ : ______________

ᐊᕕᑦᑐᓯᒪᓂᖓ ᑕ – ᐊᖏᕈᑎᒃ

         ᐊᐅᑲ          ᖃᐅᔨᒪᖕᖏᑐᖓ
NO I DON’T KNOW

ᐋᐊ 4.  ᕿᑐᕐᙰᑦ ᐊᐅᐸᓪᓛᓚᐅᕐᓯᒪᕙ ᐅᑭᐅᖃᕐᓱᓂ ᐊᑕᐅᓯᐅᑉ ᐅᖓᑖᖓᓂ?

YES

YES



S E C T I O N  A  –  I D E N T I F I C AT I O N  O F  C H I L D

Vaccination of children under 14 years old
CONSENT FORM FOR PARENTS/GUARDIANS

LAST NAME: ____________________________________ FIRST NAME: __________________________________ 

DATE OF BIRTH:  Y Y Y Y  /  M M  /  D D GENDER:        M         F   

NAMES OF PARENTS OR GUARDIAN
MOTHER: _____________________________________ FATHER: ______________________________________   
GUARDIAN: _______________________________________________________________________________________ 

S E C T I O N  B  –  C H I L D ’S  M E D I CA L  A N D  VACC I N AT I O N  H I S T O RY

1. Has your child ever had a serious allergic reaction
that required emergency medical care?

2. Does your child have immune-system problems due to a
disease (e.g. leukemia) or medication (e.g. chemotherapy)?

3. Have you noticed a change in your child’s state of health?

 
YES            NO            I DON’T KNOW

YES            NO            I DON’T KNOW

YES            NO            I DON’T KNOW

S E C T I O N  C  –  CO N S E N T

As the parent or guardian of a child under 14 years, you are responsible for decisions concerning 
vaccination for that child as well as the transmission of personal information concerning him or her.
Explanations to help you make an informed decision are provided with this form. If you would like 
additional information about vaccination programs, please contact your local CLSC or speak with the 
school nurse.

_________________________________________________________________________   DATE: Y Y Y Y  /  M M  /  D D 

Signature of Mother, Father of Guardian

___________________________________________________________________________________________________
Relationship (Mother, Father or Guardian)

RETURN THIS SIGNED FORM WHETHER OR NOT YOU CONSENT TO VACCINATION
Prévention
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If YES, explain: ___________________________________________________________________________________
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YES            NO            I DON’T KNOW4. Has your child ever had chickenpox when he or she was over
1 year old?

If YES, please indicate your child's approximate age at the time of chickenpox : ______________________________

Do you accept or refuse this vaccine for your child?
1. Vaccine against : _________________________  Vaccine name : ______________________

2. Vaccine against : _________________________  Vaccine name : ______________________

3. Vaccine against : _________________________  Vaccine name : ______________________

4. Vaccine against : _________________________  Vaccine name: ______________________

I  AGREE

I AGREE I REFUSE

I AGREE I REFUSE

I AGREE I REFUSE

I REFUSE




