ST. ALBAN'S PRE-SCHOOL
1 Church Lane, Qakland, NJ 07436
(201) 337 — 5928 * FAX (201) 651 - 9486

PHYSICIAN’ REPORT

New Jersey State Department of Health
STANDARD SCHOOL / CHILD CARE CENTER IMMUNIZATION RECORD

Date of my most recent examination of child:

NAME OF CHILD {Last, First, M) DATE OF BIRTH (Mo./Day/Yr) SEX
Om _OF
NAME TELEPHONE NUMBER
PARENT [ADDRESS NAME OF DOCTOR
OR
GUARDIAN
ADDRESS DOCTOR'S TELEPHONE NO.,
DISEASE 15T DOSE 2ND DOSE 3RD DOSE 4TH DOSE 5TH DOSE
VACCINE TYPE MO/DAY/YR | MO/DAY/YR MO/DAY/YR MO/DAY/YR MO/DAY/YR MO/DAY/YR MO/DAY/YR
DIPHTHERIA, TETANUS, PERTUSSIS Yo s I
(DTP) Yy
(If Td, DtaP, or DT*, indicate in corner box)| ///////
POLIO - 117777 | | | |
ORAL POLIO VACCINE (OPV) s —_—I
(If Salk Vaccine, indicate IPVincornerbox)| ///////
MEASLES, MUMPS, RUBELLA (MMR) e ryys LIS | FLL 7207 7777
. DATE: TITER:
Yo Measles
MEASLES 117777 Serology
T 1177717 Rubella  |°* W
VS Ivd Serology
DATE: TITER:
i Mumps )
MUMPS J111717 Serology
HAEMOPHILUS B (HIBY** Y
HEPATITIS B***
OTHER, SPECIFY-
[ Provisional Admission Attached - Date Granted: [J Medical Exemption Attached [ Religious Exemption Attached
*REQUIRES MEDICAL EXEMPTION
IMM-8 **REQUIRED FOR DAY/CHILD CARE ENROLLEES (2 Months - 5th Birthday Oniy)
Revised 4/85 *++NOT REQUIRED (For Recording Purposas Only) : #Ga5as
HISTORY (to be completed by parent or by medical staff) Above child is/is not physically and emotionally able to participate in the normal school/camp
activities,
Has the child had any of the
following conditions? (In what year?) ELABORATE:
Measles ( )
Chicken pox ( )
Whooping cough ( )
[ )]

Diphtheria



