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PROVISIONAL IMMUNIZATION CERTIFICATE

Mame of Child: Birthdate:
{Last) {First) {Middle)

Name of Parent of Guardian:

Address:

(Btreet) {City) (State) {Zip coge)

DATES IMMUNIZATIONS WERE ADMINISTERED (Month/Day/Year)

Diphtheria, Tetanus, Pertussis® #M__ 4 7 o &2 ] #8  f J #a (| ¥ J

Hib* M__J_ | #2_ | | #_J | #_ | |
FCV {(Pneumococeal) M) Jo o #_ ) f #x_ [ J &4 )
Polic : #M__J | #2_ ] #_ | f Ea_ [
Hepatitis B #M__ /7 #_ [ [ #3__j f  orAdultdese:d __J [ #2 [/ |

MMEA (Measles, Mumps, Rubella) ##_ /| #2  ; d

— [ SRR, S PR

Varicela - I N . S A or chitd has had chickenpox or zoster disease )

Tdap Mm__ orTd #_ / [ WMeningococcal #B__/ 4

P e — RN

*OTaP, DTP, or DT, *Hib not required at 5 years of age or more. **Allarmative two dose series of approved aduit hepatitis B vaccine
for udolescents 11 through 15 years of age.

This child is not up-to-date at this time. This certificate isvaliduntit _ / /| (14 days after the next shot is

due) after which this certificate is no longer valid, and a new certificate must be obtained,

1 CERTIFY THAT THE ABOVE NAMED CHILD HAS RECEIVED IMMUNIZATIONS A8 STIPULATED ABOVE.

{Signature of physivian, APRN, PA, pharmacist, LHD administrator, or nurse designee) {Date}

(Name of Office or Licensed Heslthcare Facility)

This certificate should be presented to the school or facility in which the child intends 1o enroll and should be
retained by the school or facility and filed with the ¢hild’s health record,
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UNSRIDLED SP!R!Ty EPID-230C (Rev 08/2010)



