Participant’s Name (Last, First)

/ﬂt , DOB Gender Indentity

Immunization History

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent
Date Date Date Date Date Dose

Diphtheria, Tetanus, and
Pertussis (DTaP or Tdep)

Tetnus Booster (Td or Tdep)

Measles, Mumps, and Rubella
(MMR)

Polio (IPV)

Haemophilus influenzae type b
(Hib)

Pneumococcal (PCV)

Hepatitus B

Hepatitus A

Varicella (chicken pox)

Meningococcal Conjugate
(MPSV4)

Rotavirus (recommended, not
required)

Flu vaccine (recommended, not
required)

Human Papillomavirus (HPV)
(recommended, not required)

COVID-19 (recommended, not
required)

I have reviewed and completed the vaccination history as per patient’s record and confirm that the
patient is up to date with all age appropriate vaccinations.

Examining Physican/NP/PA Signature Print Date

Address City/State/Zip Phone

Stamp here for medical office authorization:



