Name:
Allergies:

Disease(s)

*Hepatitis B

*Diphtheria
Tetanus
Pertussis

*Haemophilus Influenzae
Type B

*Polio

*Pneumococcal Disease

*Rotavirus®

(If Rotarix is administered
at 2 & 4 months, a dose at
6 mos is not indicated)

*Influenza’

*Measles, *Mumps,
*Rubella

*Varicella
*Hepatitis A

*Meningococcal

Human Papillomavirus

*HEDIS® Requirement

Child and Adolescent Immunization Flow Sheet

Vaccine
Type

HBV #1
HBV #2
HBV #3
DTaP #1
DTaP #2
DTaP #3
DTaP #4
DTaP #5
Tdap #6
HIB #1
HIB #2
HIB #3
HIB #4
IPV #1
IPV #2
IPV #3
IPV #4
#1

#2

#3

#4

#1

MMR #1
MMR #2
VAR #1
VAR #2
HEP A #1

HEP A
#2

MCV4
HPV #1
HPV #2

HPV #3

Vaccine
Name

Prevnar™

DOB:

M/F

Date Lot
M fi
Given anufacturer No.

Recommende
d Age

At birth
1-2 mos
6-18 mos
2 mos

4 mos

6 mos
15-18 mos
4-6 yrs
N-12 yrs
2 mos

4 mos

6 mos
12-15 mos
2 mos

4 mos
6-18 mos
4-6 yrs

2 mos

4 mos

6 mos
12-15 mos

2 mos

4 mos
6 mos

6 months and
older, annually

12-15 mos
4-6 yrs
12-15 mos
4-6 yrs
12 months

6 months after
Tt dose

MN-12yrs

1-12 yrs

1-12 yrs (1-2
mos after 1
dose)

11-12 yrs (6 mos
after 1t dose)

Ethnicity:

Signature of
Site  Person Giving
Vaccine

Signature of
Parent or
Guardian in
Response to
Informed
Consent
Statement
(below)

TInfluenza doses: Administer 2 doses (separated by at least 4 weeks) to children aged 9 years and younger who are receiving the vaccine for the first
time or who were vaccinated for the first time during previous influenza season but received only 1 dose.
Please keep your California Immunization Registry (CAIR) updated. Go to http://cairweb.org/how-cair-helps-your-practice/.



http://cairweb.org/how-cair-helps-your-practice/

