
Official Washington State 

Lifetime
Immunization Record

Name: ______________________________
Birth Date:___________________________

Allergies/Vaccine Reactions:____________________

____________________________________________

____________________________________________

Present this record to your 
doctor or nurse at each visit.

More information
Washington State Department of Health
    • www.doh.wa.gov/cfh/immunize
  School requirements
    • www.doh.wa.gov/cfh/Immunize/schools
  Free booklet: Plain Talk About Childhood Immunization
    • Download – www.doh.wa.gov/cfh/immunize/forms 
    • Order – Family Health Hotline 1-800-322-2588
  Age-specific childhood immunization and 
  well-child information
    • www.childprofile.org
  Tuberculosis Program 
    • www.doh.wa.gov/cfh/TB
Centers for Disease Control and Prevention
    • www.cdc.gov/vaccines
    • 1-800-CDC-INFO (1-800-232-4636)
    • TTY: 1-888-232-6348
    • email: cdcinfo@cdc.gov
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Ask that your immunization record be entered into    
the Washington State Immunization Registry. 
This Lifetime Immunization Record may be needed for 
child care, school, camp, college, the military, travel, 
employment or long-term care facilities. If you have 
questions or concerns about immunizations, talk to 
your health care provider or visit the Washington State  
Department of Health website.

Influenza (TIV, LAIV)
DATE GIVEN TIV LAIV PHYSICIAN/CLINIC NEXT DUE

DATE

Zoster (shingles)
DATE GIVEN PHYSICIAN/CLINICPRODUCT*

Other Vaccines
DATE GIVENVACCINE PHYSICIAN/CLINIC NEXT DUE

DATE

Tuberculosis (TB) Test
DATE GIVEN PHYSICIAN/CLINIC RESULTSTEST METHOD



Hepatitis B Immune Globulin (HBIG)
DATE GIVEN HOSPITAL/PHYSICIAN/CLINIC

Hepatitis B (Hep B)
PRODUCT*DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2
3

Rotavirus (Rota)
DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2
3

PRODUCT*

Diphtheria, Tetanus, Pertussis (DTaP, DT)
DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2
3
4
5

PRODUCT*

Haemophilus influenzae type b (Hib)
PRODUCT*DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2
3
4

Polio (IPV, OPV)
IPV    OPVDOSE

# PHYSICIAN/CLINIC NEXT DUE
DATE

1
2
3
4

DATE GIVEN

DATE GIVEN

DATE GIVEN

DATE GIVEN

DATE GIVEN

Pneumococcal (PCV, PPV)
PCV    PPV PHYSICIAN/CLINIC NEXT DUE

DATE
DATE GIVEN

Measles, Mumps, Rubella (MMR)
DOSE

# PHYSICIAN/CLINIC NEXT DUE
DATE

1
2

DATE GIVEN PRODUCT*

Varicella (chickenpox)
PRODUCT*DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2

DATE GIVEN

HISTORY OF CHICKENPOX - DATE:

Hepatitis A (Hep A)
PRODUCT*DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2

DATE GIVEN

*Use the Product column to write the name of the vaccine, 
including combination vaccines. Record combination vaccines in 
the section for each individual compound.

Human Papillomavirus (HPV)
PRODUCT*DOSE

#
PHYSICIAN/CLINIC NEXT DUE

DATE

1
2
3

DATE GIVEN

Meningococcal (MCV4, MPSV4)
MCV4   MPSV4 PHYSICIAN/CLINIC NEXT DUE

DATE
DATE GIVEN

Tetanus, Diphtheria, Pertussis Booster (Tdap,Td)
   Tdap      Td PHYSICIAN/CLINIC NEXT DUE

DATE
DATE GIVEN


