
Date: ____________________________________


Dear Immunizer, 


I, ________________________________________ (the “physician/nurse practitioner”) 
hereby declare that I assisted ________________________________________ (the “individual”) to complete the individual’s COVID-19 Vaccine Consent Form.  In my professional opinion, the benefit of the individual being immunized against COVID-19 outweighs any potential risks or side effects that may be associated with the vaccine.  

I understand that I may be contacted by the Department of Families or the Public Guardian and Trustee of Manitoba (if applicable) to respond to requests for clarification or more information about the individual.
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Sincerely,



__________________________________ 
[physician/nurse practitioner signature]


___________________________________
[physician/nurse practitioner printed name]


___________________________________
[physician/nurse practitioner phone number]
