
 
CERTIFICATE OF IMMUNIZATIONS 

 
Child’s Name 

 
Birth date                      sex:  male  female 

Vaccines Date Date Date Date Date 
DtaP,DTP, 
Td 
 

     

Hepatitis  B
  
 

     

HIB  
 
 

     

IPV (Polio) 
OPV  
 

     

MMR 
 
 

     

Varicella or 
Chicken Pox 
 

     

Lead and 
result # 
 
 

     

Other 
 
 

     

Other 
 
 

     

Return to:        First Years Academy  
   PO Box 392 
   E. Templeton MA 01438 
I certify that this immunization information was transferred from the above named 
individual’s medical records. 
Date of last physical _______________ 
 
Doctor or nurse’s name printed _____________________________phone#_______ 
 
Signature:_______________________________________date_______________ 


