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I, (Patient Name), have recently been bitten/scratched by
(Animal Species) and then sought medical attention at
(Hospital Name). Although 1 am not qualified for

government-funded [_| human rabies vaccine/[ | human rabies immunoglobulin,

| wish to be vaccinated against rabies at my own expense. | understand there is
a charge for this vaccination. | have had the opportunity to discuss the
suitability and side effects of the vaccine(s)/immunoglobulin with my physician.
By signing this declaration, | hereby declare that all the information provided in
this form is true, correct and accurate to the best of my knowledge. | understand
and acknowledge that if any of the information provided in this form is false or
inaccurate, | will be subject to legal liabilities.
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(Both the hospital and the patient will keep a copy of the signed declaration)



