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Immunization Record (Adult)
Last Name  

First Name

Date of Birth

Medical Notes
(allergies, vaccine 
reactions)

Vaccine
Type of Vaccine 
(LOT # & manu-

facturer)

Date
(dd/mm/yyyy) Physician’s 

Signature
Date next dose 

is due

Hepatitis B

Diphtheria-Teta-
nus-Pertussis
(Td/Tdap)

Measles-Mumps-
Rubella (MMR)

Varicella

Influenza

Pneumococcus

Other


