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      Child’s Name (Last, First, M.I.):        Child’s Birthdate:
OPV/IPV (Polio)
Mo. & Yr.   Given By


DTP/DT/DTaP/Td (Diphtheria-Tetanus-Pertussis)
Mo. & Yr.   Given By
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Mo. & Yr. 
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M-M-R (Measles-Mumps-Rubella)
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#1 
#2


Hib (Haemophilus influenzae type b)
Mo. & Yr.   Given By


Hep B (Hepatitis B) 
Mo. & Yr.   Given By


Varicella (Chickenpox)
Day, Mo., Yr.   Given By


or Date of Disease 
PCV (Pneumococcal Conjugate)
Mo. & Yr.   Given By


Other
Mo. & Yr.   Given By


Medical Alert 
I certify that the above information is correct to the 
best of my knowledge.


Signature of Parent or Doctor/Date
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Dear Parents: 


School and child care immunization requirements reflect current medical recommendations 
and may require vaccines against any or all of the following diseases: 


Measles  Diphtheria 
Mumps  Tetanus 
Rubella  Pertussis 
Polio   Haemophilus influenzae (type b) 
Hepatitis B   Chickenpox
Pneumococcal disease


Consult your school nurse, child care provider, or health care provider for additional 
information. Please record in detail on this card all immunizations your child has received. 
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