Joseph Gali, M.D.             

2577 Samaritan Dr. Ste. 720

San Jose, Ca 95124

(408) 358-3516

______________________________________________

VACCINE ADMINISTRATION RECORD
The doctor or clinic may keep this record in your medical file or your child’s file. They will record what vaccine was given, when the vaccine was given, the name of the company that made the vaccine, the vaccine’s special lot number, the initials of the person who gave the vaccine and the address where the vaccine was given.

Our clinic will provide you available vaccine information for all vaccines to be given. 

I have read or have had been explained to me the information in these forms. I have had a chance to ask questions that were answered to my satisfaction. I believe I understand the benefits and risks of the vaccines and ask that the vaccines be given to me or to the person named below for whom I am authorized to make this request.
Name of the person to receive the vaccines (Please Print)

 Last



First



DOB

Signature of the person to receive vaccine or person authorized to make the request (parent or guardian)

X ______________________________________________Date: _________________

