‘AUM Student Health Services
Immunization Record

Patient Name: %ex\&)@m\n PM\;(.“ -f-c\ Birthdate: ?iﬁgii@@ﬁ

Allergies/Medical Alert:

Tdap

Td Booster

MMR

HEP A

HEP B

Other

Date Given: | Date Read:

Jshie

STAMP ABOVE



Health Center Check-in

studentname,___ A T IRVFA  Be = TAM [

Student ID: _ S0024339D
Date: TJaiuseY o ) Dol g

Student should return:

Date student completed testing:

Signature of Health Center Official;




1. NAME: BENJAMIN AYIRIFA
2.DATE: 2"P SEPTEMBER, 1990
3. IMMUNIZATION RECORD:

Vaccine History Transferred From a Written Record

) Date Recorded | Date Given By
Recorded Date Recorded Date Recorded Date Day/Month/Year | Panel Phy
. Day/Month/Year | Day/Month/Year Day/Month/Year Booster Day/Month/Year
Vaccine .
BCG 03/09/90
DT/DTP 11/10//90 07/11/90 05/12/90
T dap 07/06/17
-{ Polio (OPV/IPV) | 03/69/90 11/10/90 07/11/90 05/12/90
Measles 03/06/91
Measles Mumps | 06/06/17 03/07/17
| Rubella (MMR)
Hepatitis B 20/05/16 22/06/16 22/09/16
Varicella 05/05/17 02/06/17
TYPHOID 05/07/16
Influenza 29/11/10
Yellow Fever 03/06/91 05/07/17
Meningococcal 05/07/17 .\‘5\ ‘ \%‘fv
S
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