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PLEASE FAX FORMS WEEKLY TO YOUR LOCAL PORCUPINE HEALTH UNIT to 705-360-7308 
 

  Adverse Event Following Immunization (AEFI): Remember to report any AEFI’s to the Porcupine Health Unit  

 
Revised:  2024-03-21 

Immunization Notification Form  

 

Name of Doctor’s office: ___________________________    
 
Contact person for clarification if required: ________________________   Phone Number: _____________ 


