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Student Given Name __________________________________  

Nickname___________Birthdate_____________  

**Physician or nurse must complete the chart below.  

IMMUNIZATION   Date (MO/DAY/YR)  
DTaP, DPT, or DT            

Tdap Booster            

Polio            

MMR            

Hepatitis B            

Varicella            

Meningitis            

BCG            

**If no BCG record is present:   TB Chest X-Ray  
  Date:   

  Results:   

  

Other Health Information  

  

  

Physician Signature _______________________________________________________  Date ____________________ 

**This document must be submitted with the original record of immunization.   
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