ADOLESCENT & ADULT IMMUNIZATION RECORD
Clinic:
Name:  Chy d & o

Date of Birth: __ /1Y /€l Record #:
Allergies: Reactions:

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

Provider Initials***

Date Admin VIS Form Given
Vaccine Age at Admin ‘.| orOutside Provider
Mo|Day| Yr |the time| Type [Mo| Yr Dose| Site** | Route Name
Td Td 0.5cc IM
TSRS

Td Td Hepatitis A 0.5cc IM

Td Td %’?gggiqant) Vaccine [0.5cc IM .

Td Td ﬂf”"le M J0.5cc IM e ”““;%
Tdan szl Tdap | 2 15 | Sl i ] T N 12020 4 ]
HepB e 51318 " | HepB | Hip| LO[{&D v

Hep B ! Hep B M

Hep B Hep B M

Hep B (booster if needed) Hep B IM

MMR Rubella Rubeola MMR 0.5cc SQ

MMR Rubella Rubeola MMR 0.5cc sQ

Varicella Var 0.5cc SQ

Varicella Var s 0.5cc sQ

IPV Polio 0.5cc sQ

1PV Polio 0.5¢cc 5Q

IpV Polio i 05cc| sQ

PV Polio ~ o.5cc saQ

PPV23 PPV 0.5cc 1M

pPpPV23 PPV 0.5¢cc IM

Hepatitis A ] : HepA | - IM

Hepatitis A Hep A M

HPV HPV 0.5cc 1M

HPV HPV ) 0.5cc IM

HPV HPV 0.5cc 1M

Influenza Flu 0.5¢c IM

Influenza Flu 0.5¢cc IM

Influenza ) Flu 0.5¢cc IM

MCv4 ~ [Mening| IM

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 vl Last Name Title Full Signature Initials

F?m% D lmorn's R %/lf\ﬂw M

Tuberculin Test

Date Admin | Test Type Provider*** Provider*#**
Mo | Day | Yr | PPD | Tine placing the test reading the test

Results | Notes

Titer Test Results for Non Susceptibility (IgM)

Date . Results Notes
Disease
Mo Day | ¥r Neg Pos
Vaccine Date Admin Age at time VIS Form Giver, Manuf Lot Dose Admin Route Provider Initials*** or Outside
Mo | Day| Yr | given [Type|Mo | yr |Abbr*| Number Site™* Provider

'r«/pho{d, 5215 T g WA |SP |wipsqmjos|ed |Tm | A
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=2 Lie. #1-134315 .
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 Malarone 25071 00mg

Disp: /9 SR Lo

Sig: Take one pill a day. Begin'2 days before-
'departure, continue:thrc')ugh stay and

for7 days after return.

Label all Prescriptions
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