[bookmark: _GoBack]CERTIFICATE OF IMMUNIZATION

Child’s Name_____________________________________________  Entering Class_____________________

Birth Date: _______________________________                   Date of Last Check-up:_____________________
                                                                    ( Month/Day/Year)
Parents Name: ________________________________________        Home Phone: ______________________	

Home Address: _____________________________________________________________________________
.                                                                                                                              (Street Address, City, State & Zip)                                                                                                                                  
In accordance with New York State Public Health Law 2164 a Certificate of Immunization, signed by a Physician, listing exact dates, must be on file with the school on the first day of classes.

Minimum 3 full dose rates required for school attendance.
	
	Month / Day / Year

	
	Dose #1   
	Dose #2
	Dose #3
	Booster
	Booster

	DPT/DT
(Diphtheria, Pertussis, Tetanus)
	
	
	
	
	

	TOPV
(Trivalent Oral Polio Vaccine)
	
	
	
	
	

	Hep B
(Hepatitis B)
	
	
	
	
	

	MMR
(Measles, Mumps, Rubella)
	
	
	
	
	

	PCV13
(Pneumococcal Conjugate)
	
	
	
	
	

	HIB
(Haemophilus Influenza Type B)
	
	
	
	
	

	Varicella / Chicken Pox Vaccine
	

	
	
	
	



Tine Test (TB):_______________________________		Other: ______________________________

Date of Last Tetanus Immunization: _______________		Date of Last Check-Up_________________

Physician’s Medical Exemption: 
Vaccines waived due to medical conditions: ____________________________________________________

Physician’s statement attached with list of vaccines waived_________________________________________

Religious Exemptions:
Legal requirements waived because of: Religious Exemption: __________.  If yes, written statement attached.
			    (An additional State Health Form, provided upon request of Religious Exemption, must be completed)	
*Any child not fully immunized for any reason must be excluded from care whenever there is an outbreak of a communicable disease. The child may return only upon approval of the local county health department.

 Signature of Parent/Guardian_____________________________________Date_________________________ 

Physician’s Name: __________________________________	Physician’s Phone: ____________________

Physician’s Address: ________________________________________________________________________

Physician’s Signature: ____________________________________		Date: ___________________

