
Primary Health Services Center 

PHSC VACCINE PERMISSION FORM 

Child’s Name: ______________________________________ 
Date of Birth: _______________________________________ 
Parent/Guardian Name: ______________________________ 
Date: _____________________ 

Primary Health Services Center (PHSC) recommends that all children 
receive vaccines as advised by the Centers for Disease Control and Prevention 
(CDC) and state health authorities. Vaccines help protect children, families, and 
the community from serious and preventable diseases. 

As parent/guardian of _________________________, I understand that I 
have been offered the recommended immunizations for my child. I understand 
that not vaccinating my child may increase their risk of becoming ill and may 
increase the risk of spreading disease to others, including infants, immuno-
compromised individuals, and the community. 

□ I choose to DECLINE recommended immunizations for my child at this time.

□ I choose to ACCEPT recommended immunizations for my child at this time.

Parent/Guardian Signature: _______________________________ Date: ________________ 


