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 Vaccination Policy 

 At  Bright  Oaks  Pediatric  Center,  we  strive  to  provide  the  best  care  that  is  based  on  the  most  up-to-date  and 
 accurate  literature  for  our  patients  and  families.  In  order  to  do  this,  we  ask  that  all  of  our  patients  receive  the 
 recommended  immunizations  based  on  the  guidelines  by  the  Centers  for  Disease  Control  and  Prevention  and 
 The American Academy of Pediatrics. 

 While  we  respect  one's  choice  to  not  vaccinate,  we  feel  we  would  be  doing  a  disservice  to  our  patients  and 
 community,  and  feel  uncomfortable  as  a  practice  caring  for  children  who  do  not  receive  these  recommended 
 immunizations. 

 Vaccines  are  a  simple  and  easy  way  to  prevent  deadly  illnesses  and  diseases.  We  ask  that  should  you  have 
 questions  or  concerns  regarding  immunizations,  ask  your  child’s  healthcare  provider.  Unfortunately,  there  is  a 
 lot  of  misinformation  on  the  internet,  as  anyone  can  publish  or  post  an  article.  When  researching,  ensure  you 
 are  looking  at  reputable  and  quality  resources,  such  as  information  from  the  Centers  for  Disease  Control  and 
 Prevention or the American Academy of Pediatrics. 

 We look forward to caring for your child(ren) at Bright Oaks! 

 Please read the following statement and sign & date below to acknowledge your understanding: 

 I  acknowledge  that  I  will  be  given  a  copy  to  read  or  have  explained  to  me  the  Vaccine  Information 
 Statement(s) about the vaccine(s) my child/I will receive, and the disease(s) they prevent. 
 I  further  acknowledge  that  upon  receipt  of  the  Vaccine  Information  Statement(s)  I  will  have  a  chance  to 
 ask  any  questions  and  have  them  answered  to  my  satisfaction,  so  that  I  may  understand  the  risks  of 
 the vaccine(s) to be administered to my child/myself, for whom I am authorized to make this decision. 

 Child/Patient Name: ______________________________________________ 

 Parent/Patient Signature: ___________________________________________ 

 Date: _____________ 

 ___________________________________________________________________________________________________________ 
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