
  

Immunization 
Record Form 

Name:  ____________________________ ID#: ______________________
 

DOB: _____________________________ Age: _____________________
 

Vaccine: Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 

DTaP/DTP 

DT 

Td 

Polio 

Hib 

MMR 
(combined) 

MMR (separate) 
Document 
Vaccine 

Hepatitis B 

Pneumoccocal 

Varicella 

Varicella 
Disease 

Hepatitis A 

HPV 

Meningicoccal 

WCPC-MRE-043 
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