MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST MI
SEX: MALED  FEMALED BIRTHDATE _ /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR
GUARDIAN ADDRESS CITY VALY
RECORD OF IMMUNIZATION : See Notes
VACCINE TYPE VACCINE TYPE
DTP-DTaP DT.Ta Paics Hib Hup B YEVE ) MEASLES LA MUMFS
l'?l MIVDAYYR MODAY R, MODAYTR MOTAYYE | MOTATVR LML b MOVDAYTYR MODAYTR MY YR MODAY YR
1 L
b 1
Varicell CTHER ¥AX OTHER, YAX OTVFR VAX
3 PsEa MINDAYYR MINDAYYR MOTAYAR MOTAYTTR
4 1
5 b

To the best of my knowledge, the vaceines listed above were administered as indicated.

Signature Title Deate:
2.

Signature or itial Title Drate
i

Signature of Initial Title Date

Lines 2 and 3 are for certification of vaccines given afier the initial signature.

LOST OR DESTROYED RECORDS: {Muost Be Reviewed and Approved by Local Health Depariment. See Notes)
I bereby certify that the immunization records of this child have been lost, destroyed or are unobtainable.

Signed Date
Parent or Guardian

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM IMMUNIZATION ON MEDICAL
OR RELIGIOUS GROUNDS. ANY IMMUNLIATIONS THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAT. CONTRATNDCATION:
The physical condition of the abeve pupil is such that immunization st this time would constituie a serious threat to his/her bealth.

This is a permanent condition O temporary condition O undil { /

Check appropriate box, indicate vaccine(s) and reasons:
Signed Date

Physician ar Health Oftcial
RELIGIOUS OBTECTION;

I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any immunization
being given to my ¢hild.

Signed Date




