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CONSENT TO IMMUNIZE and CONSENT TO BE IN THE WYOMING REGISTRY

Name of Patient Birthdate
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By signing below, | give my permission to provide my infant, child or self (named above)
with all current and future immunizations appropriate for his/her age and give permission
to release the record to health, human service and educational providers. | understand
that my doctor or physician assistant or nurse will ask for verbal permission before each
Immunization is administered.

| understand that the state of Wyoming maintains an immunization registry. The benefits
of theregistry are to prevent duplication of immunizations, provide parents with timely
notification of immunizations due, and to serve as a backup in case you lose your child’s
record of vaccination. |mmunization records are only accessible by authorized healthcare
providers, human service providers, and schools.

Patient/Guardian Signature: Date:




