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St. Thomas More Academy
IMMUNIZATION RECORD


Name___________________________________________ Date of Birth___________________

Grade_______________________ Current School Year (ex. 2000-2001)___________________

Please include month/day/year in each space (* Indicates that immunization is required by the State of Delaware):

	DTAP/DTap*
	1)
	2)
	3)
	4)
	5)

	Polio* 
	1)
	2)
	3)
	4)
	

	Hepatitis B*
	1)
	2)
	3)
	
	

	MMR* 
	1)
	2)
	
	
	

	Varicella (Chickenpox)**
	1)
	2)
	
	
	

	Tdap or TD***
	1)
	
	
	
	

	HIB
	1)
	2)
	3)
	4)
	

	Meningococcal
	1)
	
	
	
	


**As required by law, you must list two dates of immunization or a date of disease as confirmed by a health care provider.
***Recommended at age 11 or 5 years after the last DTAP/DTap.

TB/PPD/Mantoux Risk Assessment questionnaire (conducted by licensed nurse or health care provider) or TB/PPD/Mantoux Test is required for all new school enterers:

1) TB/PPD/Mantoux Risk Assessment* (Please contact your school nurse to schedule this, if needed.)

Date Given______________________________ Result_________________________________

Signature of Licensed Nurse_______________________________________________________

Or

2) TB/PPD/Mantoux Test*

Date Placed_____________________________ Date Read ______________________________

Result_________________ Signature of Licensed Nurse________________________________

Physician Signature_____________________________________________Date_____________________


(Please print and return directly to the school nurse or fax to 302-697-8122 ATTN: School Nurse)
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