
 

  

IMMUNIZATION REFUSAL  

 

Child’s Name _______________________________________ 

 

Parent’s Name ______________________________________ 

 

_____ I have declined to have my child receive the recommended immunizations. 

 

Recommended           Declined  

Hepatitis B vaccine          

Diphtheria, tetanus, acellular pertussis (DTaP or Tdap) vaccine    

Diphtheria tetanus (DT or Td) vaccine        

Inactivated poliovirus (IPV) vaccine        

Measles-mumps-rubella (MMR) vaccine       

Varicella (chickenpox) vaccine        

Influenza (flu) vaccine         

Meningococcal conjugate         

Hepatitis A vaccine          

Rotavirus vaccine Human         

Other            

 

_____ I have had the opportunity to discuss the recommendation and my refusal with my child’s 

doctor or nurse, who has answered all my questions about the recommended vaccine(s). A list of 

reasons for vaccinating, possible health consequences of non-vaccination, and possible side effects 

of each vaccine is available at www.cdc.gov/vaccines/pubs/vis/default.htm. I understand the 

following: The purpose for the recommended vaccine(s); the risks and benefits of the recommended 

vaccine(s). 

 

Parent/Guardian Signature ___________________________________ Date _______________ 

 

 


