COVID-19 VACCINATION - CONSENT FORM
FOR CHILDREN FROM 5 to 13 YEARS OLD
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SECTION A — IDENTIFICATION OF CHILD | AA“DPLo>L d-=AdGD¢ o 5o CPPLDPN™L

LAST NAME |4 N55P*L: FIRST NAME |4 N*L:

DATE OF BIRTH|A 55A®LC D 5%L: / / GENDER|a“cdJo®L: M|d®JN®  F[d5a™
NAMES OF PARENTS OR GUARDIAN | Q%LQ“E""F(C qN=>re 9bLP*r<C5%5<0:

MOTHER| & a *L: GUARDIAN | bLR*McC 5% C:

FATHER|QCC®L:

SECTION B — CHILD’S MEDICAL AND VACCINATION HISTORY |
dADPLa™L <= ALGDC 4" dP P CDIJNTPLE™

1. Do either of these situation apply to your child? oul| 44 NON|dDb  NESAIS PAS | bPPLP> DL
Pdo®L Db CPPLc® Ac P"NCDPICPNI™ AQ©?

e He/She had COVID-19?| € *a () Ao D a 49D 0o €=a ®-191"7?

e He/She currently has symptoms of COVID-19? |[A‘Aocdo"c-'bPaN)® 6<"a™®-19 AAcdPrP*Lo"t?

@ You have noticed a recent change in his/her state of health| AAJ/<PICP . N PC AL ADCA SP*L AP PN 52
e He/she has health issues that require regular medical follow-ups or medication intake on a regular basis. |

A 5P 500 d Ao sCh i bLIE Db B CPle bDCL™ 4* 4P DTN o ATba dbe P lo 55

If YES, explain | 4*'PAS, JPPNPIe:

2. Has your child ever had an allergic reaction after OUI| 44 NON|dDb  NESAIS PAS 6D L D%
receiving a vaccine or other product?

AdvS JocPLE bAYDAST AP e3¢ docPCDiactC?

If YES, explain | 4*'PAC, DPPN°rPle:

3. Does your child have immune-system problems due to a oul | d4d NON | d4Db  NE SAIS PAS | Sy L DS
disease (e.g. leukemia) or medication (e.g. chemotherapy)?

Ad~S dodat NS> 5UPPLE 4o dibia T o
(beANreddleukemia) LM<cdIN o 35 (DEINMAJchemotherapy)?

4. Does your child have a blood clotting disorder requiring oul | 44 NON | Db NE SAIS PAS | oDrL®* D%,
medical attention or medication? .
A4~ DA PCA™C bLIAYDIM4 9%l A¥blo ™ 552

5. Do either of these situation apply to your child? oul | 44 NON | dDb  NE SAIS PAS | SoDPL®* D%
Pdd ARINC PI™L oS dINHBIKE?

e He/She have received a vaccine in the past 14 days.
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SECTION C=CONSENT | dADPLo™>L C— d*FPN®

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. | 4*L{*ba b DPJA bLFMEDIAT 56 bobe [ 14T P NJC
PPDETe, JPCNDIABIY DN bASDINN* "t IPPLD NN 5 DNDPLN P T bLMAbGy D> NE.

Explanations to help you make an informed decision are provided in the booklet attached to this form. If you would like additional
information about vaccination programs, please contact your local CLSC or speak with the school nurse. | JPPLDNcYC
JPCPNCNNE AIALA G 4 PLDC AcPEDC CAT™L 4 ASNTE, DPPIA " PLIAS bALD o D TH ¢ AT 5NC

" dAdAP e DC 55 DHATL 5N ACKTAD AP DTN o,

By giving your consent, you agree to the full vaccination serie. | 4* - 0%, 4*PN b "d N bAL D c*Lo® A5 a*"c".

If your child has already had positive test to COVID-19, the vaccinator will assess him/her and then administer the required
number of doses. | A4 SbP N CDA DN DPCEBDPNCPIN®L 00 a™-19% " u<S, bA ™ bDP Qe D%
bAPL o5 b PA” 50 bAYDI4b L o°.

Do you agree or refuse to allow your child to get the mRNA vaccine against COVID-19 (Pfizer for children aged 12 to 13

years old or Pfizer pediatric for children 5 to 11 years old)? | 4*MSAS 4% N 35 AdwS bAYDo®L o LSad-I°
bAYDPI4 oL o5 0<8%®-*" 1 9bdo®LPP-1° Ad~® DPD&EC %<t *5-]¢ DPC 5%

bdo®LPP PPdo-®JNPob AL 0" DPPDc™ 0 C-ot **-1¢0

I AGREE | 4>M5>%L I REFUSE | Q%% e %L,

| wish my child to be vaccinated DURING SCHOOL VACCINATION | A49Ga"® bALYDIrD*L AN AT bALDPILKC

| prefer to get my child vaccinated at the CLSC or during another vaccination event (he will not get his vaccine at school) |
Ad9G9e* bALD®LIPD®L 4" dAT DC 5765 AP 4o bALYDPKC (bALDE®® D™ A= NTAT)

Signature of Mother, Father of Guardian |
dNPA®L daa®™L bLPMYDI™ 55€

Relationship (Mother, Father or Guardian) |
PalbDo®lL (daa™L dCC*L  bLPMYDI™ 55€)
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REGIE REGIONALE DE LA NUNAVIK REGIONAL o
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