ADOLESCENT & ADULT IMMUNIZATION RECORD

Clinic:

Name: _/Uorce /i)‘\{i}’\c\a,cg(;kw

Date of Birth: _ A / [(/ ?qu?ecord #:

Allergies: Reactions:

History of Chickenpox? YES or NO If yes, date if known:

: Dateé Admin VIS Form Given ' Provider Initials***
Vaccine Age at Manuf Lot Admin or Outside Provider
Mo|Day| Yr the time] Type |Mo| Yr| Abbr* | Number {Dose| Site** | Route Name
Td Td 0.5cc IM
Td - Td 0.5cc IM
Td Td 0.5cc M
Td R . Jdo | |- | Adacetmocsozar-ions x 5cc 1M
Fetap Z ,,’: f‘"../,q A Fetap=={=4< \\t“{gﬂltil’}g %%cﬁ?;_% D L DA
Hep B . Hep B M
Hep B Hep B IM
Hep B HepB IM
Hep B {booster if needed) Hep B M
MMR Rubella Rubeola MMR 10.5cc 5Q
MMR Rubella Rubeola MMR 0.5cc sQ
Varicella Var 0.5cc sQ
Varicella Var 0.5cc sQ
1PV ‘ Polio 0.5¢cc 5Q
1PV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
IPV Polio 0.5cc sQ
PPV23 : PPV 0.5cc IM
PPV23 PPV 0.5¢cc M
Hepatitis A Hep A M
Hepatitis A Hep A M
HPV HPV 0.5cc|. IM
HPV HPV 0.5cc IM
HPV HPV 0.5cc IM
Influenza Flu 0.5cc IM
Influenza Flu 0.5cc M
influenza - | Flu 0.5cc M
MCV4 Mening M
MPSV4 : Mening sQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline

** Sites: LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA =Right Arm, LD = Left Deltoid, RD = Right Deltoid

*** VIS Language given, if not English:




**¥provider Information

First Name Mi Last Name Title A Full Signature Initials
Arm D| Mpras, IO | “LLT///\%/&( ) | I

Tuberculin Test

Admi Test T P Fok ok 3 k&
Date Admin est Type Provider Provider Results | Notes
Mo | Day | Yr | PPD | Tine placing the test reading the test
AT % / CL X /’}‘//I/Lg//' Mo =

C 5SS S

Titer Test Results for Non Susceptibility (IgM)

Date . Resulfts Notes
Disease
Mo Day | ¥Yr Neg Pos
Date Admin . VIS Form Giver Manuf Lot Admin i itiglg*** H
Vaccine Age attime N Dose| . .. |Route Provider Initials*** or Outside
Mo | Day| Yr given [Type|Mo | Yr |Abbr*| Number Site Provider




