
SignafiueofExaminer Circle:MD,DO,NP,PA Date

Group Practice Telephone

Pleaseprint name of Examiner.

Address City Stare Zip C.ode

Please attach additianal information as neededfor the health and safety of the studant. MDPH 1I/23/04

flMale I Female Date of Birth:

Current Eealth Issues
YN
tr flAlergies: Please list Medications

History ofAnaphylaxis to _Epi-Pen@: fl y"c D No
tr flAstr'-', xtr''"i Lction@eattach)
n llDiabetes: [trp"I flTypetr
tr f] Seiane disorder:
tr D OOer (Pleasespecify)

Current Medications fif relevant to the student's hgalth and safetv) Please circle those adninistered in school; a separate
medication orderform is neededfor each medication administered in school.

(Che.c*= Normal / If abnonnal, please describe.)
flG*"ral- [ rugs_
E Skin flneart_
fl ttBE'Nr flAbdomen:
E nenaVOral_ fl Cenitatia

@ass) (Fail)
Hearing:'RightE* fl f]

LeftEar n fl

Tarseted Tts Skin Testin$ fl tvted+o-ttign risk (exposrne to TB; born, lived, travel to TB endemic countries; medical risk facton):
Date of PPD: ; Results: rrrm

I fnwrist(noPPD done)
This s&rdent has the following problems that may implglhis/her educational expericnce:
I vision fl rr".ti"g 

- 
[ SpeecM.anguage 

-

fl Emotional/Social fl Oehavior fl Oter

CotnmentslRecorrrmondations :



Massachusefts Department of Public Health
CERTI FICATE OF IMMUNIZATION

Name:

Date of Birth: I I Sex:  o female omale

lf combination vaccine is administered, please indicate vaccine type (e.9., DTaP-Hib, etc.)

Vaccine Date/Vaccine Tvpe Vaccine Date/Vaccine Tvpe
Hepatitis B
(e.9., HepB, HepB-Hib,

DTaP-HepB-lPV)

1 Haemophilus
influenzae type b 1e.s.,
Hib, HepB-Hib, DTaP-Hib)

1

2 2

3 3

4 4

Diphtheria,
Tetanus, Pertussis
(e.9., DTaP, DT,
DTaP-Hib,
DTaP-HepB-lPV, Td,
Tdap)

1 Measles, Mumps,
Rubella
(MMR)

1

2 2

3 Varicella
(Var)

1

4 2

5 Meningococcal
Conjugate (MCV4) or
or Polysaccharide (MPSV4)

1

6 2
Polio
(e.9., lPV,

DTaP-HepB-lPV)

1 Hepatitis A
(HepA)

1

2 2

3 Pneumococcal
Polysaccharide
(PPV23}

1

4 2

5 lnfluenza
Inactivated (lntramuscular)
or
Live (lntranasal)

1
Pneumococcal
Conjugate
(PCV7)

1 2

2 3

3 Other:

4

Serologic Proof of lmmunity Check One

Test (ffdone) Date ofTest Positive Negative

Measles I I

Mumps t t
Rubella t t
Varicella* l l

Heoatitis B t t
* Must also check Chickenpox History box.

I cefu'fy thatthis immunization information was tnnsfened

Doctor or nunse's name (ptease print): Date: I I

Ghickenpox History

Check the box ffthis person has a physician-certified reliable

history ofchickenpox.

Reliable history may be based on:

o physician interpretation of parenVguardian descdption of

chickenpox
. pb/sical diagnosis of ctrickenpot or
. serologic proof of immuni$

ftom the above-named individual's medical rccods.

Signature:

Facility name:

Certificate of lmmunization June 2005


