
Patient Name: _________________________________________ DOB (dd/mmm/yyyy): _______________________ 

Prov. Health #: _________________________________ Registration #: _________________________________ 

Parent / Legal Guardian Name (Print): ________________________________________________________________ 

Phone: __________________________________ Other Phone / Contact: __________________________________ 

Authorization for Administration of Palivizumab and Follow-Up 
The benefits and risks of this medication have been explained to me and I have received information on reducing the risk 
of respiratory infections. I consent to my child receiving Palivizumab as per the BC RSV Immunoprophylaxis Program 
Guidelines and to contact for follow-up.  

Signature of Parent/Guardian: _______________________________________ Date: __________________________ 

 
 

 

 
 

This section for Physician/Nurse providing care 
The application form’s details and contact information have been confirmed above and the patient is eligible for funded 
prophylaxis. I have provided information on the RSV program and have answered questions. I confirm that consent for 
treatment and follow-up has been obtained (telephone consent is acceptable). 

 __________________________________________ ___________________________________________ 
 Signature of Physician/Nurse obtaining consent  Signed on [this date]: [dd/mmm/yyyy] 

 __________________________________________ ___________________________________________ 
 Printed name of Physician/Nurse       Contact telephone number of Physician/Nurse 

RSV Program – Authorization for Treatment Form 

BC RSV Immunoprophylaxis Program, 2020/21 Manual & DST Page 31 


	Patient Name: 
	DOB ddmmmyyyy: 
	Prov Health: 
	Registration: 
	Parent  Legal Guardian Name Print: 
	Phone: 
	Other Phone  Contact: 
	Date: 
	Signed on this date ddmmmyyyy: 
	Printed name of PhysicianNurse: 
	Contact telephone number of PhysicianNurse: 
	Clear Field: 
	Save Form: 
	Send Form: 
	Text1: 


