IMMUNIZATION REPORT

(Information on this form may be shared with appropriate personnel for health and educational purposes)

Please Print
Student’s Name Birth Date Sex Responsible Party ID#

Address Parent/Guardian Telephone
Home Work Cell

Iminunizations to be completed by health care provider. Note the mo/day/yr for every dose administered. The day and month is required if you cannot determine, If the vaccine
was given after the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement must be attached explaining the medical reason for
the contraindication.

1 2 3 4 5 6
VACCINE/DOSE MO/ DAY/ YR | MO/DAY/YR | MO/DAY/YR | MO/DAY/ YR | MO/ DAY/ YR | MO/DAY/ YR

Boostrix T-dap

Adacel

Pediarix (DTaP, IPV, HepB)

Pentacel (DTaP, IPV, HIB)

Diptheria, Tetanus & Pertussis (DTP or DTaP)

Pediatric DT or Td (Decavac)

Inactivated Polio (IPV)

Oral Pelio (OPV)

Kinirix (DTAP, IPV)

Haemophilus Influenzae type b (Hib)

DTAP/Hib

Hepatitus B (HB)

Convax (Hib & Hep B)

Varicella (Chickenpox)

Combined Measles, Mumps, & Rubella (MMR)

Measles (Rubeola)

Rubella (3-Day measles)

Mumps

Proquad (MMR & Varicella)

Pneumococcal

Hepatitis A

Meningococcal

PPD

Flu Vaccine

Typhoid

BCG

Rotarix

Rotateq

Gardisil

Comments: Lead blood: HCT HGB

Titres: Varicella Measles Mumps Rubelia

Health Care Provider (MD/RN School health professional health official) verifying the above immunization history must sign here

Signature Title Date




