Child’s Name:

Vaccination Record*

Gender (circle): Male

Female

Date of Birth (M/D/YY):

*Must be completed by healthcare provider with signature and stamp below

Vaccine Type

1st Dose
Month/Day/Year

2nd Dose
Month/Day/Year

3rd Dose
Month/Day/Year

4th Dose
Month/Day/Year

5th Dose
Month/Day/Year

DIPTHERIA, TETANUS, PERTUSSIS (Dtap)
or any combination (If TD or DT, indicate

in corner box)

[

|

L

|

Tdap

POLIO-INACTIVATED POLIO VACCINE (IPV)

MEASLES, MUMPS, RUBELLA (MMR)

HAEMOPHILUS B (HIB)

HEPATITIS B

VARICELLA

PNEUMOCOCCAL CONJUGATE

MENINGOCOCCAL

OTHER

Notes/Comments:

Health Care Provider Signature:

Date:

Health Care Provider Name (Please Print):

Address:

Phone:




