
     

For more information on the Tetanus-Diphtheria-Pertussis vaccine, please visit: 
https://www.cdc.gov/vaccines/hcp/vis/vis-statements/tdap.pdf 

 
   

 

 

 
 

School Date Consent Deadline 

Cobb Middle Tuesday, April 16th, 2024 Thursday, April 11th, 2024 

Swift Creek Middle Tuesday, April 16th, 2024 Thursday, April 11th, 2024 

Deerlake Middle Wednesday, April 17, 2024 Friday, April 12th, 2024 

Fort Braden Thursday, April 18th, 2024 Tuesday, April 16th, 2024 

Fairview Middle Thursday, April 18th, 2024 Tuesday, April 16th, 2024 

Nims Middle Tuesday, April 23rd, 2024 Thursday, April 18th, 2024 

Griffin Middle Tuesday, April 23rd, 2024 Thursday, April 18th, 2024 

Raa Middle Thursday, April 25th, 2024 Tuesday, April 23rd, 2024 

Woodville Thursday, April 25th, 2024 Tuesday, April 23rd, 2024 

Montford Middle Tuesday, April 30th, 2024 Thursday, April 25th, 2024 

Your student’s school will offer Tetanus-Diphtheria, Pertussis (TDaP) immunizations for 
sixth grade students transitioning to seventh grade. This service will be offered during 
school hours only to students with signed consent forms. 
 
Please return the attached consent forms to your student’s school clinic or to 
LeonSchoolHealth@flhealth.gov no later than the listed deadline. 



  Has your child had Immunizations in any other Country besides the United States? (¿Su hijo 
ha recibido vacunas en algún otro país además de los Estados Unidos?) Yes  No if yes, please list all 
Countries (En caso afirmativo, indique todos los países)________________________________________ 
  

Form date 12-18-2023 
 

Immunization Client Registration Form     

client label 

Please Print (Por favor imprimir) 

Date (Fecha)___________________________________Arrival Time (Hora)______________________Client Sign-In Number____________________ 

Last Name (Apellido)________________________________First Name (Nombre)___________________________Middle Initial (Initial)___________ 

Date of birth (Fecha de Nacimiento)-Month_______Dav_______Year_________Social Security (Seguro Social) ______-______-_______________  

Do you have any allergies? (¿Tienes alguna alergia?) ☐ NO ☐ YES: ___________________________ 
Do You Have A Primary Care Provider? (¿Tiene un proveedor de atención primaria?) ☐ YES ☐ No (If yes, please provide the name below) 
Name of Primary Care Provider (nombre del proveedor de atención primaria)__________________________________________________________  
 
Immunization Program grant funding requires clients to report race and ethnicity of clients receiving services. 
Sex/Gender                           Race-Mark 1 or more Ethnicity-Mark 1 

☐ Female      ☐American Indian or Alaska Native ☐Hispanic or Latino 
☐Male  ☐ Asian ☐Not Hispanic or Latino 

☐Black or African American 

☐Native Hawaiian or other Pacific Islander 
☐White 

Address (Direccion)____________________________________________Apartrnent Number (Numero de Apartmento) 
_____________________ 

City (Ciudad)________________State (Estado)______Zip Code (Codigo Postal)___________Preferred Phone 
(Telephono)______________ 

Email Address______________________________________________________________ 

Best time to call________________________________                                                                                     

For Immunization Services for Children 

Adults Name Accompanying Child: ___________________________________Relationship to Child: ________________________ 
 

Grade & School Child Current/Will Be Entering School Yr.: __________________________________________________________ 
 

Vaccine for Children or other Immunization for Services 

Are you covered by insurance? ☐Yes ☐No   If Yes, please have Insurance card available. 

☐ Medicaid                                             Account Number_________________ 

☐Medicare                                             Account Number_____________________ 

☐Other_________________Account Number_____________________Does this insurance cover shots ☐Yes  No☐ 

 
For office use only 

Assessment Fee Collected_____________ 
Entered into Florida Shots☐ Forms Only☐ Allergies___________________________ LMP____________ 
 
Only complete the section below if FL Shots were entered by someone other than the RN that administered the vaccine. 
  

Vaccine Date Given  Brand 
Name 

Mfr/Lot# Route/Site Signature/Title 

       

       

       

       

       

  





VACCINE INFORMATION STATEMENT

Many vaccine information statements are 
available in Spanish and other languages.  
See www.immunize.org/vis

Hojas de información sobre vacunas están 
disponibles en español y en muchos otros 
idiomas. Visite www.immunize.org/vis

U.S. Department of 
Health and Human Services 
Centers for Disease 
Control and Prevention 

Tdap (Tetanus, Diphtheria, Pertussis) 
Vaccine: What You Need to Know

1. Why get vaccinated?

Tdap vaccine can prevent tetanus, diphtheria,  
and pertussis.

Diphtheria and pertussis spread from person  
to person. Tetanus enters the body through cuts  
or wounds.
�� TETANUS (T) causes painful stiffening of the 
muscles. Tetanus can lead to serious health 
problems, including being unable to open the 
mouth, having trouble swallowing and breathing, 
or death.

�� DIPHTHERIA (D) can lead to difficulty breathing, 
heart failure, paralysis, or death.

�� PERTUSSIS (aP), also known as “whooping 
cough,” can cause uncontrollable, violent coughing 
that makes it hard to breathe, eat, or drink. 
Pertussis can be extremely serious especially in 
babies and young children, causing pneumonia, 
convulsions, brain damage, or death. In teens and 
adults, it can cause weight loss, loss of bladder 
control, passing out, and rib fractures from severe 
coughing.

2. Tdap vaccine

Tdap is only for children 7 years and older, 
adolescents, and adults.

Adolescents should receive a single dose of Tdap, 
preferably at age 11 or 12 years.

Pregnant people should get a dose of Tdap during 
every pregnancy, preferably during the early part of 
the third trimester, to help protect the newborn from 
pertussis. Infants are most at risk for severe, life-
threatening complications from pertussis.

Adults who have never received Tdap should get a 
dose of Tdap.

Also, adults should receive a booster dose of  
either Tdap or Td (a different vaccine that protects 
against tetanus and diphtheria but not pertussis) 
every 10 years, or after 5 years in the case of a severe 
or dirty wound or burn.

Tdap may be given at the same time as other 
vaccines.

3. �Talk with your health  
care provider

Tell your vaccination provider if the person getting 
the vaccine:
�� Has had an allergic reaction after a previous 
dose of any vaccine that protects against tetanus, 
diphtheria, or pertussis, or has any severe, life-
threatening allergies

�� Has had a coma, decreased level of consciousness, 
or prolonged seizures within 7 days after a 
previous dose of any pertussis vaccine (DTP, 
DTaP, or Tdap)

�� Has seizures or another nervous system problem
�� Has ever had Guillain-Barré Syndrome (also 
called “GBS”)

�� Has had severe pain or swelling after a previous 
dose of any vaccine that protects against tetanus 
or diphtheria

In some cases, your health care provider may decide 
to postpone Tdap vaccination until a future visit.

People with minor illnesses, such as a cold, may be 
vaccinated. People who are moderately or severely ill 
should usually wait until they recover before getting 
Tdap vaccine.

Your health care provider can give you more 
information.

http://www.immunize.org/vis
http://www.immunize.org/vis
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4. Risks of a vaccine reaction

�� Pain, redness, or swelling where the shot was given, 
mild fever, headache, feeling tired, and nausea, 
vomiting, diarrhea, or stomachache sometimes 
happen after Tdap vaccination.

People sometimes faint after medical procedures, 
including vaccination. Tell your provider if you feel 
dizzy or have vision changes or ringing in the ears.

As with any medicine, there is a very remote chance 
of a vaccine causing a severe allergic reaction, other 
serious injury, or death.

5. �What if there is a serious 
problem?

An allergic reaction could occur after the  
vaccinated person leaves the clinic. If you see signs 
of a severe allergic reaction (hives, swelling of the 
face and throat, difficulty breathing, a fast heartbeat, 
dizziness, or weakness), call 9-1-1 and get the person 
to the nearest hospital.

For other signs that concern you, call your health 
care provider.

Adverse reactions should be reported to the Vaccine 
Adverse Event Reporting System (VAERS). Your 
health care provider will usually file this report, or 
you can do it yourself. Visit the VAERS website at 
www.vaers.hhs.gov or call 1-800-822-7967. VAERS 
is only for reporting reactions, and VAERS staff 
members do not give medical advice.

6. �The National Vaccine Injury 
Compensation Program

The National Vaccine Injury Compensation Program 
(VICP) is a federal program that was created to 
compensate people who may have been injured by 
certain vaccines. Claims regarding alleged injury or 
death due to vaccination have a time limit for filing, 
which may be as short as two years. Visit the VICP 
website at www.hrsa.gov/vaccinecompensation or 
call 1-800-338-2382 to learn about the program and 
about filing a claim.

7. How can I learn more?

�� Ask your health care provider.
�� Call your local or state health department.
�� Visit the website of the Food and Drug 
Administration (FDA) for vaccine package  
inserts and additional information at  
www.fda.gov/vaccines-blood-biologics/vaccines.

�� Contact the Centers for Disease Control and 
Prevention (CDC):
-- Call 1-800-232-4636 (1-800-CDC-INFO) or
-- Visit CDC’s website at www.cdc.gov/vaccines.

http://www.hrsa.gov/vaccinecompensation
https://www.fda.gov/vaccines-blood-biologics/vaccines
https://www.cdc.gov/vaccines
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