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Maya Montessori Immunization Record Template 
 

Child Immunization Record 

Child's Full Name: ____________________________________________ 
Date of Birth (MM/DD/YYYY): ___________________________________ 
Parent/Guardian Name(s): _____________________________________ 
Primary Contact Number: ______________________________________ 

 

Immunization History 

Please complete the following immunization record or attach an official copy from your child’s healthcare 
provider. 

Vaccine Dose 1 Date Dose 2 Date Dose 3 Date Dose 4 Date 

DTaP 
(Diphtheria, 
Tetanus, 
Pertussis) 

    

Polio (IPV)     

MMR 
(Measles, 
Mumps, 
Rubella) 

    

Hib 
(Haemophilus 
Influenzae 
Type b) 

    

Hepatitis B     

Hepatitis A     

Varicella 
(Chickenpox) 

    

Pneumococcal 
(PCV) 

    

Influenza 
(Annual) 

    

Rotavirus (if 
applicable) 

    

Other (Specify)     

 

Provider Verification 
I verify that the information above is complete and accurate to the best of my knowledge. 
 
Physician/Healthcare Provider Name: ___________________________________ 
 
Signature: __________________________________ Date: __________________ 
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