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ANTHRAX PROPHYLAXIS REGISTRATION FORM
Miami-Dade County Health Department. Call 24 hours a day at (305) 470-5660
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Enter your name and the name and age of each person that you are picking up

prophylaxis for. Use the back of this form for additional persons. Enter weight only for

children.

WARNING: If you are currently taking any other medications, consult with your
physician for possible adverse drug interactions.
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