
Student's Name                                                                                 DOB:                               
 

Please check if:   
_____ Religious Contraindication                                            _____ Medical Contraindication 
Transcribed by                                                                                                                                   
Name of MD office or school                                                                                                                                 
Phone________________________________________ 
 

Vaccine  Dose # Date (mm/dd/yy) 
DTP #1   

 #2   
 #3   
 #4   
 #5   
 #6   

DT/Td #1   
 #2   
 #3   
 #4   
 #5   

Hib #1   
 #2   
 #3   

Polio #1   
 #2   
 #3   
 #4   
 #5   

MMR #1   
 #2   

Hep B #1   
 #2   
 #3   

Varicella Vaccine #1   
 #2   

  
Varicella Disease Date:   

HPV #1  
HPV #2  
HPV #3  

Meningococcal   
  

Other   
  
  
  
  
  
  

Please have MD or 
current School Nurse 
attach a copy of 
immunization record or 
fill out this form 



Student's Name                                                                                 DOB:                               
 

Please check if:   
_____ Religious Contraindication                                            _____ Medical Contraindication 
Transcribed by                                                                                                                                   
Name of MD office or school                                                                                                                                 
Phone________________________________________ 
 

 


