
 
 
 
 

Health Assessment Record 
Immunization History 

 
 

Name of Child________________________________ D.O.B.______________________ 
 
School_______________________________________ 
 
 
The above named child has received the following immunizations: 
 
Vaccine   Date Administered 
 
Tdap    _______________ 
 
MCV    _______________ 
 
 
 
 
I certify that the above named child has had the immunizations indicated above. 
 
 
 
_________________________________                                           __________________________ 
Signature of Health Care Provider                       Date 
 
 
___________________________________             __________________________ 
       Name of Health Care Provider      Phone Number 
             (Please type or print) 
 
 
SHM. Vol. 1 Hlth. Assessments 
Form C Rev. 3-11, 5-14, 6-18 


	Signature of Health Care Provider                       Date

