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_   

New York State Required Immunizations   
  
STUDENT’S NAME: _______________________________ DOB: ________ Grade: _______  

  

DPT/DTaP/DT:  5 full dates required: (unless 4th dose was received at 4years of age or older or 3 doses if 7 

years or older and the series was started at 1 year or older) 

  

#1_____________ #2_____________    #3____________ #4_______________ #5____________  

  

Tdap:  1 full date required on or after 11th birthday: ______________  

  

POLIOMYELITIS:  4 doses required (unless 3rd dose was received at 4years of age or older)   

#1________________   #2________________   #3_______________ #4_______________  

  

MMR Vaccine: 2 full dates required:   #1________________     #2__________________  

  

Mcgl Vaccine:  2 full dates required: (7th gr.  & 12th gr.)   or 1 dose if the dose was received at 16 years or 

older )  #1_____________ #2______________  

                                                                              

VARICELLA Vaccine:    2 full dates required:  #1______________ #2 ______________  

  

HEPATITIS A Vaccine dates:  (not required but suggested)  

 #1_______________ #2 _______________  

  

HEPATITIS B Vaccine:    3 full dates required:  (or 2 doses of Adult Hep B for children who received the 

doses at least 4 months apart between the ages of 11 through 15) 

  

#1______________    #2______________    #3________________  

  

HIB Vaccine:    1 to 4 doses (required for preschool only): #1 ____________  

#2  ________   #3  _________    #4 ________    
 

Pneumococcal Conjugate Vaccine (PCV): 1 to 4 doses (required for preschool only):  

#1____________  #2_____________  #3____________ #4______________ 

   

Disease History:   Chicken Pox (date): ___________ Lyme (date): ____________  

  

  

Signature of Physician: _________________________________Date: ___________________  

  

Physician’s Stamp: ____________________________________Tel No: __________________  


