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'DEPARTMENT OF HEALTH SERVIGES. o : . S . STATE OF WISCONSN
Divisloh of Public Health .. : - . S ,
F-04020L (05/2024)

Wis. Stat. §§ 252.04 and 120.12 (16)

STUDENT IMMUNIZATION RECORD

' Instructions to Parent: Gomplete and return o scheol wiihin 30 days after acjmi_ssi'oﬁ; State faw requires all public and private schoo! students to present - .

written evidence of immunizatien against cerizin diseases within 30 school days of admission, The current age/grade spedific requirements are dvailable
from schools and local heatth departments, These requirements can only bé waived if a propenly signed health, religious or persenal conviction waiver is filed
with the schaol. The purpose of this fomils to meastre compliance with the law and will be used for that purpose only. Fyou have questions regarding
immunizations; or how to complete this form, contact your child’s schaol orlocal health departmént.” T -

Step 1

Step 2

Siep 3

Step 4 -

Step 5

PersonalData’ . . - - " . | - PleasePrint . . - L g .
Studénts Name R .| Birihdate pBDDAYYY)| Gender | Schoal ©- - .| Grade | SchoolYear |
Name Qf-li‘a.renthyargfianfLegal Custodian . _‘ AereSS'(Sh'eet,;Ciw; State, ZIP Code}) -~ .- -.P.'hone Number .
ImmumizationHistory :

contact your doctor or publie heaith department to obtaln it. You may also use thé Wisconsin inimunization Registry: - _
stfwww.clhfswirora/PRIclidntSea eh.doPlanguage=sn - .- : o

List the month, day, and yearyour child received each of the Tallowing immunizations. If you do'not have an immunization record far _ﬂ'ﬂs.s'mc[eht,' g

- FirstDose | ®econdDose | ThidDose | FoudhDose | FifthDose:

oo o PoCTVeche v | MMDDYYYY |- MMDDYYYY - | MWDDAYYY |. MMDDIYYYY -|  MWMDBANYYY.
DTaP/DTP/DT/Td (Diphtheria, Tetanus, Pertissis)) =~ . R AR I
‘Adolescent booster (Check appropriate box) ' o i B ' :

s [ fdap. : "E[Td SR o e

Polio - I R A

HepaifsB

MR (Measlss, Mumps, Rubelia)

'} Varigella (Chickenpox) Vadcine -

M..e‘nfngc}cobf:gl {serogroupy ACWY}

Students with a reftable history of varicelia disease are notrequiredto | Has your child had a blood test (titer) that shdiws Immiufity (had disease
fetelve the varicella vacelne. Signature fram physiciar, physician - | orprevious vaccination) to any of the followirig? Check gll that apply.
agsistant, or. advanced nurse preseriber required. L1 Varicélta, [ Measles 1 Mumps [ Rubslia [T Hepalitis B
[T attest that this student has 2 reliable history of varicelia diseass, If yes, provide laboratory repott(s) : '

T BIGNATURE - Heatth Cars Provider ' Date Signed
Requiréments

! Refer to'the -éa‘_gfe/grade Jevel requirements for the current séhoolyear to determine if fhis Studant mests the requirenients.

Compliance Data =~ - -

Student Meets All Regulrements

Sign at-Step 5 and retum this form to school.
e Or e .
Student Does Not Neét Al Requirements

Chack the appropriate box below, sign at Step 5, and refurn this form to s:c:hoél. Please note that incompletely immunized students may be

excluded from school if an outbreak of one of these diseases cceurs.

| Although my child hes net received alt the required doses of vaccins, the first tiose(s) has/havs been reseived. | understand that the second
dose(s) must be recelved by the 90th schoo! day after admission te school this year, and that the third dose{s) and fourth dosa(s} if
required must be recefved by the 83t scheol day next year. Falso understand that it is my responsibiiity to nofify the school inf writing each
time my child receives a dase of required vaccine. :

Note: Faflure to stay on schedulé may result in exclusion from school, eourt action and/or forfeiture penalty.

Waivers (Listin Step 2 above, the date(s) of any immunizations your child has already received)

D For health reasons this studsnt should not recsive the fc;llowing immunizations

SIGNATURE — Physician ) ' o Date Signed
[.1 Forreti gious reasons, | have chosen not o vaccinate this student with the following Im}nunizaﬁons_ {check all that apply}
[0 DTaP/OTP/DT/Td [0 Tdap, Polio [l Hepatiis B [T MMR (Measles, Mumps, Rubella) [T Variealta [ MenACWY

]:[ For personal conviction reasons, | have chesen not to vaccinate this student with the following immunizations {check afi that apply)
CIDTaPDTPDTTE  Cvdap [IPolio [1Hepatitis B [T MMR (Measles, Mumps, Rubella) [ Varicella T MenACWY

Signature

This form is complate and accurats {o the best of my knowledge, Check one: { do [ ] tdonot l:} ) give permission to share my child's current
immunization records and as they are Updated in the future with the Wisconsin lmmunization Registry {WIR), 1 understand that | may revoke this
vonsent stany time by sending wiitten nofificafion to the schioal district, Following the date of revocation, the school district will provide no new
records or updates fo tha WIR.

SIGNATURE ~Parent/Guardian/Legal Custodian or Adult Student Date Signed




