
 
 
 
 
 
 
 
________________________________                               _____________________ 
Student’s Name                                                                       Date of Birth 
 
________________________________                                _____________________ 
Student’s Grade               
 
 
 
                 Please include DAY, MONTH and YEAR of each immunization record 
 
                                                IMMUNIZATION HISTORY 

    
 
 
PHYSICIAN’S SIGNATURE__________________________DATE______________________ 
  
PHSYICIAN’S STAMP_______________________________TELEPHONE_______________ 
 

    1ST 
                          

       2nd                      3RD      4TH    5TH 

 DTP      

 DT/DTaP      

Tdap      

Hib      

OPV/IPV      

Hep B      

MMR      

VARICELLA      

MANTOUX      

MENINGOCOCCAL 

MENINGITIS 

     

  


