CERTIFICATE OF IMMUNIZATION

	Name of Clinic
	:___________________________________________________________________

	Address
	:___________________________________________________________________


NAME :________________________________________ 

Date of Birth :______________________  (dd/mm/yyyy)   SEX: __________(Male/Female)

	VACCINE
	Time
	Date Given

(dd/mm/yyyy)
	Remarks

	DPT                            

 Diphtheria                     

 Pertusis                       

 Tetanus                      
	First
	
	

	
	Second
	
	

	
	Third
	
	

	
	First booster
	
	

	
	Second booster
	
	

	DT(pedi strength)               
	First
	
	

	Polio(TOPV)
	First
	
	

	
	Second
	
	

	
	Third
	
	

	
	First booster
	
	

	
	Second booster
	
	

	Measles
	First
	
	

	MMR(Measles.Mumps. Rubella)
	First
	
	

	
	Second
	
	

	Hepatitis  B
	First
	
	

	
	Second
	
	

	
	Third
	
	

	
	First booster
	
	

	B.C.G
	First
	
	

	
	Second
	
	

	
	
	
	


I hereby certify that the above named person has been immunized according

to the schedule listed above.

Signature:______________________________
Name   :______________________________
Date    :______________________________






