NAME OF PATIENT (LAST, FIRST, MI) BIRTHDATE SEX RACE | COUNTY OF RESIDENCE CLINIC CODE o | INSURANCE sTATUS
A L L E RG I E S * OIP  (Insurance pays for shots)
SOCIAL SECURITY NUMBER DOES PATIENT HAVE MEDICAID NUMBER? ADDRESS (Include City, Street, Zip)
[ Yes, enter number O No OIDP (nsurance doesn't pay
for shots or if unknown)
TELEPHONE NUMBERS Work: Home: NAME OF PARENT, GUARDIAN, RESPONSIBLE ADULT
Message: OIN  (No Insurance)
VACCINE® |AGE TITIYEI?:ATE DATZXIAECNCINE DOSAG:I'II'EOUTE / L(I)WTFI(\;IEJ’;/II\IIBI:R VACCINE* AGE TITIYEIT;;ATE DATI(EiI‘(IAECI\ICII\‘E IJOSAGSEI'/I'lEmUTE / L(l;,'lI'FﬁU?III\LZR
DTP/Hib Hep A
DTP/Hib Hep A
DTP/Hib Hep B
DTP/Hib Hep B
DTP/Hib Hep B
0P o
B$P _?dTaP PCV
oo
B
R
2 OPV / EIPV PPV
v OPV / EIPV PPV
OPV / EIPV Rotavirus
OPV / EIPV Rotavirus
OPV / EIPV Rotavirus
MMR Influenza
MMR Influenza
Hib Influenza
Hib MCV4
Hib MCV4
Hib Other
Varicella TB SKIN TEST (PPD) LEAD / HEMATOCRIT
Varicella DATE [SHER) InuRse| RESUUTS [ NURSE| DATE [—TET—NURSE| RESULTS | NURSE
HPV
HPV
HPV

* Document dates of previous vaccines based on proper verification.
** Document titles and date of Vaccine Information Statement (VIS).
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