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         Health and Immunization Record 

his form is to be completed and signed by your child’s doctor. 
 

 forms need to be returned before your child may start school in September. 
 
 

e ______________________ Sex ________  D.O.B. ____________ 
_______________________________________________________ 
ame ____________________________ Telephone _____________ 

ease note: New York State REQUIRES all children entering school 
     to have an up to date record of immunizations. 

r TD (3+) ________  ________  ________  ________ _________ 

_____  ________  __________ 

) _______  ________ Mumps (1) ________ Rubella (1) ________ 

_______  __________  __________ __________ 

______  _________  __________ 

ing ______________   Varicella ____________    Other _________ 

d have any of the following? If yes, please specify the problem clearly. 

__________________________________________________________ 

ring Problem ________________________________________________ 

___________________________________________________________ 

y _______________________Other Chronic Diseases________________ 

on Taken Regularly ___________________________________________ 

condition requiring special attention by the school?  
 be specific._________________________________________________ 

der the child physically capable of participating fully in  
 activities? _______________ 

etail all restrictions completely_________________________________ 
__________________________________________________________ 

 Signature ___________________Date of last examination________ 


