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This form is to be completed by the person administering a vaccine.
The blue copy is to be sent to the local Public Health Office.
The yellow copy is to be sent to or retained by the health care provider.

Please print firmly with a ball-point pen—you are making 2 copies.
PATIENT INFORMATION

Surname Given Names Phone Number
Address
Address Postal Code

If Attending School, Name of School

Y M D M F Health Card Number
Date of Birth Sex
Health Care Provider's Name (Please Print) Health Care Provider's Phone Number

ANTIGEN ADMINISTERED. CHECK (v') BOXES WHERE APPROPRIATE

DTaP-IPV-Hib Hepatitis B Varicella Influenza Pneumococcal
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Site: Site: Site: Site: Site:
Dosage: Dosage: Dosage: Dosage: Dosage:
Route: Route: Route: Route: Route:
Lot # Lot #: Lot #: Lot #: Lot #
Date Given (YY/MM/DD) Signature of Person Giving Vaccine

Office / Location where Immunization was Given
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