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Gold Coast Health | Public Health Unit 

Immunisation Consent Form

Person being immunised CHILD (6 weeks – under 10 years) 

Surname / Family Name: ______________________________________________________________________________ 

Given / First Name/s: ______________________________________________________________________________ 

Date of Birth: _____/_____/_____ Age:  _____________ Sex:   Male  Female 

Medicare No: Ref No.: 

Home Address: ______________________________________________________________________________ 

Suburb & Post Code: ______________________________________________________________________________ 

Mobile No.:  _______________________ Email:  ____________________________________________________________ 

Is Person of Aboriginal or Torres Strait Islander origin? 
Your accurate response to the Indigenous status question assists Qld Health in 

delivering the best possible health care to all patients. 

 Yes, Aboriginal  Yes, Torres Strait Islander  Yes, both Aboriginal & Torres Strait Islander  No 

Relationship to child:  Parent  Legal Guardian  Other (person with authorisation from Parent / Legal Guardian) 

Surname / Family Name: ____________________________________________________________________________________ 

Given / First Name/s:   ______________________________________________________________________________________ 

Pre-Immunisation Checklist:   

Before immunisation, please discuss with the nurse if any of the conditions below apply to the child being immunised. 

Is unwell today 

Has had a severe reaction following any vaccine If so, please specify: _______________________________________________ 

Has a chronic illness:  ___________________________________________________________________________________ 

Has a medical condition:  ________________________________________________________________________________ 

Has any severe allergies to anything: _______________________________________________________________________ 

Has had a vaccine in the last month (if applicable): _____________________________________________________________ 

Has a disease that lowers immunity (e.g. leukaemia, cancer, HIV) or is having treatment that lowers immunity (e.g. oral steroid 

medication such as cortisone and prednisone, DMARDs [disease-modifying anti-rheumatic drugs], radiotherapy, chemotherapy): 

_____________________________________________________________________________________________________ 

Having treatment (or lives with someone having treatment) that lowers immunity (e.g. steroid medication, radiotherapy, 

chemotherapy): ________________________________________________________________________________________ 

Has had an injection of immunoglobulin or received any blood products within the past year 

Has a past history of Guillain-Barre syndrome 

Preterm, was your child born less than 32 weeks gestation or less than 2000g birth weight 

Has a bleeding disorder 

Does not have a functioning spleen 

Is planning to travel 

Every person vaccinated must wait at the clinic for a minimum of 15 minutes after immunisation in case of an adverse reaction 

I have read and understood the information provided regarding the benefits and possible side effects of the vaccines to the effects of 
the disease and have had the opportunity to discuss with the nurse. I acknowledge that the vaccination details provided will be 
recorded on the Australian Immunisation Register (AIR). Information completed by me is true and correct to the best of my 
knowledge. 

Price list for non-scheduled vaccines: www.goldcoast.health.qld.gov.au/our-services/immunisation/free-community-immunisation-clinics 

I hereby give consent for my child to be vaccinated at the GCPHU clinic: 

Signature: ___________________________________________________ Date: _____/_____/_____ 

Gold Coast Public Health Unit (GCPHU) is collecting your child's personal information to record vaccination details on the Australian Immunisation 

Register (AIR). Your child’s information will not be accessed or given to any other person or organisation without your permission unless permitted or 

required by law. Vaccines are rigorously tested in Australia. GCPHU wish to monitor responses to these vaccines by text messaging parents after 

children are immunised. Please complete your mobile phone number on this consent form so this can occur. For further information about how 

Queensland Health protects your personal information visit  www.health.qld.gov.au. 

https://www.goldcoast.health.qld.gov.au/our-services/immunisation/free-community-immunisation-clinics
http://www.health.qld.gov.au/
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Vaccine (office use only – please circle) 6wks 4mths 6mths 12mths 18mths 4yrs Other Clinical Notes 

InfanrixHexa® (Diphtheria, Tetanus, Pertussis, Hep B, Inactivated Polio, 
Haemophilus Iinfuenza B) 

1 2 3     

 

Prevenar 13® (Pneumococcal)  ♦ Pre-term <28 wks or Medical at Risk &   ▲  ATSI 1 2 ♦▲ 3 3    

Rotarix® (Rotavirus)     1st dose must be given <15 wks      2nd dose must be given <25 wks 1 2      

Bexsero ® (Meningococcal B)  ATSI only  (▲ at 6 months if medical risk factors for 
IMD) 

▲ 1 ▲ 2 ▲3 ▲3    

MMRII ® / Priorix® (Measles / Mumps / Rubella)    1    

Nimenrix® (Meningococcal ACWY)    1    

HBVAXII® (Hep B – Paed )   ♦ Pre-term <32 wks or <2000g birthweight Catch-up    ♦ 4    

Tripacel® / Infranrix® (Diphtheria, Tetanus, Pertussis)     4   

Act-HIB® (Haemophilus Influenzae type b)     4   

ProQuad ® / Priorix-Tetra® (Measles, Mumps, Rubella & Varicella)     2   

Vaqta ® (Hep A)  ▲ ATSI  up to 10 yrs     ▲ 1 ▲ 2  

Pneumococcal 23® ♦ Medical risk factors for IPD  ▲ ATSI (Dose at 4 yrs of age then 

additional dose 5 yrs later) ▲ additional dose 2-12mths after Prev 13 dose  CHECK AIR      ♦ ▲ 4  

InfanrixIPV® / Quadracel ® (Diphtheria, Tetanus, Pertussis & Inactivated Polio)      5  

Influenza® (* 2nd dose req for age 6mths- <9yrs) multiple brands please specify        

  
Infanrix Hexa® Batch # RA LA 

   RL  LL 
Prevenar 13® Batch # RA LA 

   RL  LL 
Rotarix® Batch # ORAL Bexsero®  Paid  

 Free 

Batch # RA LA 
   RL  LL 

            

Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: 

MMRII® / Priorix® Batch # RA LA 
   RL  LL 

Prevenar 13® Batch # RA LA 
   RL  LL 

Nimenrix® Batch # RA LA 
   RL  LL 

Bexsero®  Paid  

 Free 

Batch # RA LA 
   RL  LL 

            

Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: 

Infanrix® / Tripacel® Batch # RA LA 
   RL  LL 

Act-HIB® Batch # RA LA 
   RL  LL 

ProQuad® / Priorix 
Tetra® 

Batch # RA LA 
   RL  LL 

VAQTA® ATSI ▲ Batch # RA LA 
   RL  LL 

            

Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: 

InfanrixIPV® / 
Quadracel® 

Batch # RA LA 
   RL  LL 

VAQTA® ATSI ▲ Batch # RA LA 
   RL  LL 

♦ Hepatitis B 
(HBVaxII® / Engerix B®) 
 

Batch # RA LA 
 RL  LL 

Pneumococcal 23® Batch # RA LA 
   RL  LL 

            

Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: 

Influenza® Batch # RA LA 
   RL  LL 

 
Batch # RA LA 

   RL  LL 
 

Batch # RA LA 
   RL  LL 

 
Batch # RA LA 

   RL  LL 

            

Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: Dose # Nurse Signature: 

  
Clients Age:  Pre Vaccination    Post Vaccination    Reaction/s and    Vaccine Information    Post Immunisation Record has been provided to parent / legal guardian / other Time vaccinated: 

  
AM / PM 

 IPN Name (Please Print / Use Stamp): ____________________________________________________  Date: _____/_____/_____ 
 


