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RABIES VACCINATION CLINIC 
AUTHORIZATION FORM 

 
 
 

Member's Name:________________________________________________________ 
 
Address:_______________________________________________________________ 
 
Phone: _________________________  Fax: __________________________ 
 
I hereby confirm that ______________________________________________________ 
has approached me to conduct a rabies vaccination clinic at the following location(s): 
 
_______________________________________________________________________ 
 
on the following date(s): ___________________________________________________ 
 
at the following time(s): ____________________________________________________ 
 
I am a licensed member of the College of Veterinarians of Ontario and agree to abide by the 
College's Regulations, Part VI, Exemptions, 45. (1) to (6), which I have received and read in 
full.  I have also received and agree to abide by the College's policy on rabies vaccination 
clinics.  I confirm that I have notified all the veterinarians in our area of the date of the 
clinic, as required by subsection 45(1)(a) of the regulations, in order that they may 
participate in the rabies clinic, and have requested the cooperation of the medical 
officer of health for this area. 
 
 ___________________________________ 
 College of Veterinarians of Ontario        
 Member's Signature    
                        
 Date: _____________________________ 
_________________________________________________________________________ 
FOR OFFICE USE ONLY 
Date received: ____________________________________ 
 
Authorized by: ____________________________________ 
 
Confirmation sent by: ______________________________ 


