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* » Immunization Record (Archivo de Inmunizacion)

Student (Estudiante)
Address (direccion)
City (Ciudad)

Country (pais}

Birthdate (fecha de nacimiento)

State (Estado)

Telephone {leleforno)

ATTN: DOCTOR: Pupils enrolled in grades k-12 are required by law to have on file at their school that they have been

immunized against DTP (diphtheria, tetanus, & pertussis); poliomyelitis; chickenpox, MMR (measles, mumps, & rubella) and also

be tested for Tuberculosis. Failure to do so will result in exclusion from school. If the dates of vaccinations are not current

according to the RECOMMENDED IMMUNIZATIONS schedule below,

Polio must show three dates' Td and MMR must show two dates—mmal vaccine & another Wlthm the past 10 years
VT

: ] i
Es necesario que todo estudiante de preparatona presente L3/ hzstonal de vacunas aphcadas dmante rodas su wda ya que mdas las escue[as
verifican cuidadosamente la parte medica. Deberan de tener las inmunizaccicnes contra DTP (vacuna triple); poliomelitis,varicela, paperas,
sarampion y rubeola. Si no cumplen con este requisito no seran aceptados en la escuela Si al estudiante le falta alguna vacuna, apliquela antes
de que salga de su pais native Debes tener tres fechas para polio, Td y MMR deben tener dos fechas--vacuna inicial y otro dentro de 10
aries.Copias de documentos en espaiiol no pueden ser aceptadas Si Ud debe actualizar esta informacién nuevamente, use un nuevo formu-
lario.Copias de documentos en espanol no acepta

Immunizations Required for School Admittance ¢ Inmunizaciones Requeridas para Admision en la Escuela)

ENTERDATE ONLY IF DISEASE ENTER BELOW THE DATES OF ALL ONLY TODAY'S
non DIVISION OF COMMUNICABLE
:f "a% DISEASE CONTROL CONTRACTED VACCINATIONS IN THE PAST VA(ECWATIO.N
P.O. BOX 90 (Sefialarabajo fechas Solosi ha (Serialar abajo fechas de aplicacién de las (Sefialar abajo
' marmsBuRe, PA 17108 penidola infermedad vacunas en arios pasados } escribe fechas: mm/dd/aa | Vacunasde hoy)
escribe fechas: mm/dd/aa mm/dd/aa
REQUIRED IMMUNIZATIONS
{INMUNIZACIONES REQUERIDAS)
DTP
e YACCINES
AGE:
DIF Td POLIO MMR HIB HepB MGV
2 months
TOPV
4 months. X X
& months X X
15 months X H EP B
24 months X X X
Ao 6 yar il Measles
Every 10 years X X X
chereafter
KEY Mumps
TP Combined diphtheria, tetanus ard accellular pertussis
T Combined tetanus & diphiberia given after six years of age
TOFV Pulio
Rubella
MMR Combined measles, mumps and rubzlla R
HiB Haemephllus Infuenzae b
HEP Hepatitis B Chickenpox
CF Chicken Pox (Varicella) (Van'ce"a)
e e Meningitis

Tuberculosis TINE[ JorPPD[ ]Date Pos[ JorNeg| | 1B Vaccine: (opcional) No[ ] Yesf ]Date

Chest X-ray: (not necessary if Tine or PPD is negative/ no necesario, si negativo ITine 0 PPD})  Date Positive [ ] or Negative [ ]

Type Name of Physician: Stgnature:

Address: Tel;

We certify that we have reviewed the Health Questionaire and information supplied by us, and that it is true and complete to the best of our knowledge We

authorize any of the doctors, hospitals, or clinics mentioned above to furnish a complete transcript of medical records for the purpose of processing this application
Signature of Student: Date:
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Signature of Parent:




