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Health & Immunization Complete by Practitioner

Student: Nickname: DOB:        /      / Gender: Grade:  

Student Emergency: Is this student fully immunized:
Life Threatening Allergies:  
Other Allergies:  
Conditions:  YES NO

Medications listed here may be viewed by non-medical personnel.
Last Tetanus:    
Medications:  
Dietary Restriction:  

Immunization Record:
School Requirements
Vaccine Name Compliant

(School Only)
 DTaP/DPT/DT 
 Gardasil 
 Hep A 
 Hep B 
 Hib 
 Influenza 
 IPV/OPV 
 Mantoux 
 Meningococcal 
 MMR 
 PCV7/PPV23 
 Td/Tdap 
 Varicella * 

 * Patient had chicken pox (date): 
 Comments: 

Medical Screening:
Name
 Hemoglobin Test Date

Result
 Lead Test Date

Result
 TB risk Test Date

Result
Urinalysis Test Date

Result
Test Date
Result

 Comments: 

Print this form and take it to your health care provider. Return a completed and signed copy to the school.
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