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Immunization Recommendations 
 
Dear Dr. __________________ ,                                       Date: ____________________ 
                (physician name) 
 
It is recommended that __________________________     ____________________  

 (patient name)            (date of birth)  

receive the following immunizations due to potential immunosuppressant therapy: 
 
☐ Pneumococcal conjugate 13 (Prevnar® 13) 0.5 mL IM, followed by pneumococcal 

polysaccharide 23 (Pneumovax® 23) 0.5 mL IM administered at least 8 weeks later.  
Patients who require immunosuppressant therapy qualify for Public Health supply of Pneumovax® 23. Patients 
age 50 or greater who require immunosuppressant therapy qualify for Public Health supply of Prevnar® 13.  

 
☐ Pneumococcal conjugate 13 (Prevnar® 13) 0.5 mL IM x 1 dose.  

Patients age 50 or greater who require immunosuppressant therapy qualify for Public Health supply of 
Prevnar®13. 

 
☐ Pneumococcal polysaccharide 23 (Pneumovax® 23) 0.5 mL IM x 1 dose.  

Patients who require immunosuppressant therapy qualify for Public Health supply of Pneumovax® 23. 
 
☐ Recombinant zoster vaccine (Shingrix®)* 0.5 mL IM administered at month 0 and between 2-6 

months after first injection.  
 
☐ Recombinant monovalent hepatitis B*:  

 Engerix®-B  40 mcg administered IM at months 0, 1, 2 and 6 OR 
 Recombivax-HB® 40 mcg administered IM at months 0, 1 and 6.  

For patients age 19 yrs or younger requiring Recombivax-HB®, the recommended dose is 10 mcg IM.  
 

☐ Human Papillomavirus 9-valent recombinant vaccine  (GARDASIL®-9)* 0.5 mL IM at month  
0, 2 and 6 

 
*Engerix® -B, Recombivax-HB®, Shingrix® and Gardasil®-9 are not covered by Public Health. The patient is aware that 
he/she will need to inquire about coverage through private insurance or pay out of pocket. 
 
The patient has been asked to contact your office to arrange an appointment to receive these 
immunizations. As each vaccine is administered, please notify the GN Clinic   
 
_________________________. 
     (clinic fax number) 
 
Sincerely, 
 
________________________________________. 
  (signature) 
 
 
Disclaimer: This immunization template was created by the Ontario Renal Network, a division of Cancer Care Ontario, and is intended for use by 
healthcare professionals.  If you are not a healthcare professional, then your use of this template is at your own risk. The immunization template is 
subject to change, revision or restatement from time to time, without prior notice. The immunization template is not a substitute for independent clinical 
judgment. Physicians and other healthcare professionals using this document should always exercise their own clinical judgment when making medical 
decisions. By accessing or using the immunization template you agree to be bound by these Terms and Conditions. 
© 2018 Cancer Care Ontario, all rights reserved. 
Cancer Care Ontario is committed to ensuring accessible services and communications to individuals with disabilities. To receive any information in an 
alternate format, please contact Cancer Care Ontario’s Communications Department at: 1-855-460-2647, TTY (416) 217-1815.  
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