
CALIFORNIA SCHOOL IMMUNIZATION RECORD 
This record is part ofthe student's permanent record (cumulative folder) as defined in Section 49068 ofthe Education Code 

and shall transfer with that record. Local health departments shall have access to this record in schools, child care facilities, andfamily day care homes. 

' 
This record must be completed by school and child care personnel from an immunization record 

provided by parent or guardian. See reverse side for instructions. 

Student Name Sex: MO F 0 Birth date ----------E--- Place of Birth _________ 

Race/Ethnicity: 
Name of Parent or Guardian D "\Yhite, not Hispanic Address -----7"----------------------

D Hispanic 

0 Blacl~ 

/ 
/City ZIPTelephone 

Daytime Nighttime '-"'-._ D Other: 

VACCINE 
--~ DATE EACH DOSE¢'GIVEN 

I. DOCUMENTATION 
1st 2nd~ 3rd .1/ 4th 5th Booster I certify that I reviewed a record of this 

" ~xi/ 
child's immunizations and transcribed it 

POLIO (OPV or IPV) I I I I I I I I 
accurately: 
Date I I 

(Diphtheria, tetanus and // ~ 
Staff 

DTP/DTaP/DT/Td [acellular] perh1ssis OR I I I I/ I I I I I I Signature 
tetanus and diphtheria only) ' /1/ ~ 

Record Presented was: 

MMR (Measles, mumps, and rubella) I I � Yellow California Immunization Record 

� Out-of-state school record 

1/1/ � Other immunization record 
HIB (Required only for child care and preschool) I I I I I I Specify: 

II. STATUS OF REQUIREMENTS 

1-IBPATITIS B / I// I 
D A. All Requirements are met. 

I I I I Date I I 

� B. Currently up-to-date, but more doses 

VARICELLA (Chickenpox) / I I I I 
I'--: are due later. Needs follow-up. 

&xemption was granted for: 

(Not require✓ 
0'-C. Medical Reasons-Permanent 

HEPATITIS A I I I I D ~dical Reasons-Temporary� E. Pe ~Beliefs 
./ III. 7th G E ENTRY 

TB Type'' pafugiven Date read mm indur Impression CHEST X-RAY (Necessary if sldn test positive) D A. All Reqcii'l~~nts are met. 
SKIN D PPD-Mnntoux /; D Pos 
TESTS D Other _,, I I I 0 Neg Film date: I I Impression: D normal D abnormal Name ~ Date� B. Currently up-to-da but more doses 

0 PPD✓tlfux D Pos Person is free of communicable tuberculosis: Dyes Ono 
0 Othe I I I I 0 Neg 

are due later. Needs ~-up. 

*If ~efrcd for school entry, must be Mantoux unless exception granted by local health department. Name "'-°ate 

! 
")J .. 
~~ PubllcHeol 

CDPH 286 (01/14)L"""-"~-·~~·"·"·"·~™ 



-~ 

~, 
~-----~ INSTRUCTIONS FOR SCHOOL OR CHILD CARE STAFF 

---...., 
1. Complete child's n'a:1U€: and address information section, or ask parent or guardian to complete this section only. (This form is not to be7entofue or given to 

parents to complete.) --............ 
~ 

2. School or child care personnel. then fill in date (month/day/year) of each immunization the student has received from the Immuni~on Record presented by 
the parent or guardian. (If the)late consists only of month and year for some doses, fill in month/xx/year; however, if eitlzereasles, rubella or mumps (or 
MMR) was received in the montl1"of-...._tl1e first birtl1day, montlv'day/year is required.) 

3. Determine if immunization requireme~s,have been met, using tl1e California "Immunization Requirements for Grades K7 J'. ," or "Immunization Requirements 
for Child Care," (available from Immunizitlon Coordinators in local health departments), or other requirements g~e:" 

4. Complete tl1e Documentation and Status of R~i,tirements box. · / 

A. Fill in date and your signature as the staff ~er who reviewed and transc1ibed the immunization r. cord presented by tl1e parent or guardian. Check 
which type of record was presented. ~ 

B. 'If the child has met all immunization requirements, che0¼_box A and wiite in date. 

C. If tl1e child has not met all requirements, check box B. Child can be admitted only if up-tor ate, e.g., no immunizations due cmTently. The child must be 
followed up as indicated in tl1e "Guide to Immunization R~~rements." // 

D. If a child is to be exempted for medical reasons, a doctor's w1itte1:i.,_statement is requ~d; tl1e statement must include which immunization(s) is to be exempted 
and the specific nature and probable duration . of tl1e medical CQ~dition. If tl]fi medical exemption is /ermanent, tl1e requirement for tl1e designated 
immunization(s) is met: check box A and box C. w If tl1e medical exeh;i,ption ~e'mporaiy, check box B an box D; tl1is child must be followed up.* 

E. If a child is to be exempted for reasons o~ersonal beliefs, the parent or ~dian must present documentation consistent witl1 Healtl1 and Safety Code Section 
120365, including documentation of all o m rnquired immunfaation, th ~eceived. All requirements are met; check box A ond box E! 

Applicable only in thosejmisdictions w ere the Tubercul~is Assessment is required for school entry 

P=s=,l.Bellefs Affidavit to be Signed by Par=t or 7,<li=-Tubereuloris ~ 
I hereby request exemption of the child named on the front fro;n the tuberculosis assessment requirement for school/chil&fare center entry because this procedure(s) is contnuy to my beliefs. 
I understand that should there be cause to believe that m/d is infected with active tubercul9sis or should there be a tuber~osis outbrealc, my child may be temporarily excluded from school. 

Creencias Personales: Declaraci6n Jurada D5tl>e ser Firmada por el Padre o la Madre o el Guardian ~ 
Solicito por la presente la dispensa de mi hijo, nomb_p1<io en el reverso, de los requisitos para la evaluaci6n de la tuberculosis (tisis) de la entrada a la escuela ya que esta evaluaci6n es opuesta a mis 
creeoci~. Comprendo qoe si hay =6,pore/"' que mi bijo sofre de lo rubemtlosis w,tiw , fil hay nn brnra de I, rube=l,si.s, mi bij,]lu~oido de lo =ela 

~~ / ~~ ' 
// "'7• Names of all ore exempt should be maintained on = exempt roste, fo, immediate identification in ease of disease - th,eak in the community 

/ 
/ 

/ 



and shall transfer with that record. 

CALIFORNIA SCI-IO~JLIM·MUNIZATION RECORD 
This record is part ofthe student's permanent record (c1111111/ativefolder).as de.fined in Section 49068 o.fthe Education Code 

Local health departnrents ,~hall hcn-'e•access to tl,i~ reco,:d ii, schools. child care.facilities, cmdfami(l' day care homes. 

is record must be completed by school aiicl chilttcare.pei:sonnel from an immunization record 
provided by parent or·gu~~:tlia:ii:/See,reve1:;-e side for instructions. 

Sex: MO F 0 Birthdate -------~--- Place of Birth _________Student Name 

Name of Parent or Guardian -----------~-------"'-<- Race/Ethnicity: · Address-----,,/~-----------------------
~ D "White, not Hispanic 

"--a HispanicTle ep 10ne City ZIP' 

/
Daytime Nighttime ack 

/ 
� Othe · 

~ 

I. DOCUMENTATION 

I certify that I reviewed a record of this 
child's immunizations nnd trnnscribccl it 
accurntely: 

Date I I 

Staff 
Signature 

Record Presented was: 

Yellow California Immunization Record 

y: 

OF REQUIREMENTS 
quirements are met. 

I I 

Needs follow-up. 
~ 

C. Modkal RoMoos~~ 
Jorary 

III. 7th GRADE ENTRY 
TB 

/ 
Date read mm inclur Impression CHEST X-RAY (Necessary if skin test positive) Type'' i/ Date given 0 A. All Requirements are met. 

SKIN 
TESTS Name D:~

B. Currently up-to-date, but more doses� 
are due later. Needs follow-up. 

VACCINE 
DATE E~E WAS GIVEN 

1st 2nd 3_;cl/" ......... 4th 5th Booster 

/; ~POLIO (OPV or IPV) I I I I I I I/ 
(Diphtheria, tetanus and y( ~/DTP/DTaP/DT/Td [acellular] pertussis OR I I I I I I I Itetanus and diphtheria only) 

'/ 
MMR (Measles, mumps, and rubella) I V I I ~ D 

D Out-of-state school record 

l/1 ~'"'""";,,i;o,, ,·ccmO
HIB (Required only for child care and preschool) I I I I I I 

/HEPATITIS B I I I I I I Date 

D B. CmTen~~tate, but more doses 

VARI CELLA (Chickenpox) / / I I I 
are due late1. 

Exemption was grante 

(Notreq~ 
0 

HEPATITIS A I I I I D D. Medical Reasons-Te 
D E. Personal Beliefs 

� rro-7£ D Pos 
0 Olhor I I I I O'Ncg Film elate: Impression: D normal D abnormal I I 

~Mnntoux D Pos Person is free of communicable tuberculosis: Dyes Ono 
r I I I I 0 Neg 

:/ *If required for school entry, must he Mnntoux unless l'Xccption gnmled by local hcnlth dcJrnrtment. Name Dnte 

ATE OF CALIFORNIA-DEPARTMENT OF HEALTH SERVICES PM 286 ( 11021 
IMMUNIZATION BRANCH 



1trary to_ 111y lwlit'ls. 
dt'd lrom sehool. 

INSTRUCTIONS FOR SCHOOL OR CHILD CARE STAFF / 

1. Complete ild's name and address information section, or ask parent or guai-clian to complete this section only. (This form is not to be sent home oz-· give1 £ 
parents to com ~te.) 

2. School or child care ~onnel then fill in date (month/clay/year) of each immunization _the student has received from the Immunization Record ~esentecl by 
the parent or guardian. CtF-.the elate consists only of month and year for some closes, fill in month/X,..Jyear; however, if either measles, rubella r mumps (or 
MMR) was received in the mo'h{;b._.of the first bilthday, month/day/year is required.) 

.3. J?eterrnine if immunization (-equire~'l.t~_have been met, using the California "Immunization Requirements for Grades K-12," or "Imm_I}l1"1zation Rer1uirements 
for Child Care," (available from Imm_unizh't;i~ Coordinators in local health clepaitments), or other requirements guide. // 

4. Com~le:e the Documentati_ori and Status of Req'tri--~ments box. . . , /./ 
A. Fill m elate m:icl your signature as the staff mem B.' who reviewed and transcnbed the immunization record presentecvl5y the parent or guardian. Check 

which t)-1Je of record was presented. / 
B. If the child has met all immunization requirements, check box and write in date. / ' 

C. If the child has not met all requirements, check box B. Child ca'l-.pe admitted only if up-to-date, e.g.znoi1 ;i£imizations clue currently. The child must be 
followed up as indicated in the "Guide to Immunization Requirerne'N~." 

D. If a child is to ~e exempted for medical reasons, a cl?ctor's written stater;'ie~ i~ !·equired; the stateme1;,t.,, mst include which imrnunization(s)_ is to be exempted 
and the specific nature and probable duration of the medical condition:,JJ the medical exen}rfion is permanent, the requiremen_t for the designated 
irnmunization(s) is met: check box A and box C.* If the medical exemption is~mpornry, ch?1<1Jox B and box D; this child must be lollowecl up. 0 

E. ff_ ~l child is to be exempted for reasons of personal beliefs, the parent or guardi,~~ust ~9:rf and elate the affidavit below. No other parents should sign this 
affidavit. All requirements are met; check box A and box E.* V ,,, 

PERSONAL BELIEFS AFFIDAVIT TO BE ~IGN_ED BY PARENT OR 9,lJ1\11~~r.f-IMMUNIZATION 
I hereby 1:ec~uest exemption of th: chilei, n'.m1ed on the front, from th: immrn'.ization re>.[-tt'ir~ments for scfib~h~kl care entry_because all_ or some _immunizatim:s are contnuy 

~;;~~:~ ';::::::;;,':;;~"~;:~~;~:,,J:;~t~;;k~::~~:';~~t;::"~tt~n~~;'~ i;zc~~ARDIAN 
Solicito por la presente la dispensa de mi hijo, nombraclo en el reverso,Ae los requisitos para vacunas de la entra~l la escuela/guarderfa ya que algunas o todas de las 
vacunas son 01.mestas a mis creencias. Comprendo c1ue e11 caso de un htfute en la communidacl de alguna de estas enFen~ lades, mi hijo puede ser excluiclo temporalmente 
de la escuela/guarcleria por su propia protecci6n. 7Signature (Firrnal------------------,r'---------- Date (Feclm) _________________,,_ 

Applicable only 7eJu1isdictions where the Tuberculosis Assessment is required for s';;J,s1entry 

Personal Beliefs Affidavit to by,,Signed by Parent 01··Guarclian-Tuberculosis 
I l"•n,hy tHJllest exelllption or tI,tct{i1ikl na111ed 011 the J"ront Frolll th~ tn.lwrcnlosis assessment rt'quiren1t·nt for sc:lwol/d,ikl care et'nter t'lltry hec:a11se this proec•d11rt'(s) is e, 
I understand that shonlcl ther, 15,, c:anse to believe that my d1ikl is inlecl(:'tl witl1 active tuherc:11losis or shonltl tlwre he a tuhe,-cnlosis outlireak, my child 11my ht' tPmporarily t'X<: 

Creencias Persona s: Declaraci6n Jurada Debe ser Firmada por el Padre o la Madre o el Guarcli~fo 
Solic:ito por la pn~ tt• la dispensa ,k· mi hijo. ncunhrado en el r,0 versc!· ,It, los requisitos para la evaluaei611 cit• la tnht'renlosis (tisis) tit' la entratla a la esc11Pla ya q11c• esta eval11at'i611 c•s opu 
creencias, Com ~1t'ntlo <Jll<> si hay raz6n para sospechar cp1e mi hijo snlra de la tubercnlosis activa o si Im~· un hrolp de la tt1ht'rc:11losis. 1Hi hijo pm·dc· so•r o•xc:luido cl" la t'S<:1wla. 

~,..nature (Finna) DatP(Feeha) 

/ . ..... ,es of all cMkken who ace mrnpt should be rnati,tati,ed on an mmpt caste,· fM immediate identiHcation in case of disease outb,·euk in the commnnHy. 



Name --,-------------------------

'7-------,20__ 

California Department of Public HeaS~e of California - Health and Human Services Agency 

USSIS BOOSTER IMMUNIZATION ASSESSMENT OF SEVENTH GRA7ES ~DENTS 
20_ - 20_SCHOOL SUMMARY SHEET 

PLEASE TYPE OR P~INT CLEARLY Note: This form may be completed 7 at ShotsForSchool.org 

County ------'<------------- This school is: Public LJ Private � 
School Name _____,._____________ I 

Public School District_---+------------

Physical Address 

CCS rodo # I
·city ___________ Zip ______ 

Mailing Address \ T ·ephone Number ( ____, _________Sc7ool 
(if different from above) \ 

---,---------/+-------------
PERTUSSIS BOOSTE~ (Tdap) STATUS OF 7TH GRADE STUDENTS 

This report must inolude every 7th gr~e student in this school 

Column 1 
Pertussis (Tdap) 
vaccine completed 

~ - / - -------

+ I Column 2 \ + I Jtolumn 3 = I Column 4 

Permanent Medic'at ;I" Personal Beliefs I Total Students Enrolled 
Exemption to Tdap VI Exemption to Tdap 

'\ 

Note: THE NUMBER o.lsruoENTS IN CO~-f:!f'!? 1+2+3 SHOULD EdUAL 
COLUMN 4, Tl;l§T;TAL STUDENTS Etv~LLED. 

See reverse side for instructions. 

Please forward the completed report by November 1st of each school year (e.g., school year 29,.12-13, submit the 
completed report by Novembo/1, 2012) to the California Department of Public Health lmmuniza'tien Branch. Retain a copy 
for your school records. 

Immunization Branch 
California Department of Public Health 
850 Marina Bay Parkway 
Bldg P, 2nd floor -
Richmond, CA 94804 

Designated School Contact 

Name --------------"._-,----
EmailPhone______________:~,,----

P•~ 



HOW 'fQ COMPLETE THE IMMUNIZATION ASSESSMENT OF SEVENTH GRADE STUDEN 
SCHOOL:SUMMARY SHEET (CDPH 8259 (09/11)) 

California law r~uires that all public and private schools with 7th grade submit an immunizatio;( assessment 

(Health and Safetfcode, Section 120375) for the pertussis booster (Tdap) requirement. Beginning with the 

2012-2013 school y~-., schools are to report each school year on the pertussis booster ,(;Tdap) status of ALL 

students enrolled in 7th~ 

FIRST STEP: FILLING IN THE ~EPORTING PERIOD 

Enter the school year for which ~are submitting a summary report form. 

SECOND STEP: FILLING IN SCHO~ORMATION 

Enter the school's county, name, address(es), district, and telephone;(umber in the appropriate fields. Check 

whether the school is public or private. EnteA·~e school's CDS co £number if it has one. Enter the name and 

email address of the school staff member who ttas completed t, e form and the date of completion. Enter the 

name, telephone number and email address of th~,esignat. ti school contact person. 

THIRD STEP: DETERMINING STUDENTS' IMMUNIZ 

Determine the pertussis immunization status of ea<:_!)"'Studelllt in 7th grade by reviewing the 

California School Immunization Record, or Blue 7.rd, (CSIR\~-286) included in the child's cumulative file, 

or by reviewing the electronic immunization r7rd. A dose of ~nx_pertussis-containing vaccine (e.g. Tdap, 

DTaP, DTP) received on or after the 7th bi~clay satisfies the 7th g't--ade pertussis booster requirement. 

Pertussis (Tdap) immunization is recorded on a sticker (CDPH form~~ 286 S) affixed to the blue California 

School Immunization Record. / 

FINAL STEP: COMPLETING THLCHOOL SUMMARY SHEET 

Enter the number of 7th grade sJdents into the corresponding fields in the appr~priate columns, i.e., 

pertussis (Tdap) vaccine comp{eted; permanent medical exemption; and persona~'{Jehefs exemption. If a 

field's value is 0, enter 0. 

Add the number of stud/nts in Column 1, Column 2, and Column 3 and enter the total i~olumn 4. The 
I ,

number of students iyi• Columns 1 + 2 + 3 must equal Column 4, the total number of stude ts enrolled. Double 

check that al1rs are correct. 

Page 2 of 2 CDPH 8259 (09/11) 



~.:-,
9C. 

California Department of Public H~lthState of California - Health and Human Services Agency 

PERTUSSIS (Tdap) ASSESSMENT OF 7-12TH GRADE STUDE 
~,.. 2011-2012 SCHOOL SUMMARY SHEET 

PLEASE TYPE O~RINT CLEARLY Note: This form can be completed onlif{e at ShotsForSchool.org 

c,,rny ~- . Thlsschool., Poi° Pri,at, � 
School Name ', 

Public School District 

Physical Address \ CDS7City \ ~P-

\Mailing Add 
,ve) \ 

Tdap STA1US OF 7-12TH G DE STUDENTS 
\ ~ 

This report must iAflude every 7-12th , rade student in this school 

·Grade 
Column 1 + Column"2 1/' 

Column 3 = Column 4 

Pertussis (T dap) 
vaccine completed 

Permanent~dicay 
Exemption to 'y Personal Beliefs 

Exemption to Tdap 
Total Students Enrolled 

7 I '\ 
8 I '\ 
9 '\I 
10 I '\, 
11 /- ~ 
12 I '\ 

/ '\. 

Note: F,J EACH GRADE, THE NUMBER OF STUDENT;,~COLUMNS 1+2+3( /HOULD EQUAL COLUMN 4, THE TOTAL STUDENT: ~ROLLED. 

I \. 

ll 
/ C D I 



H~W TO COMPLETE THE PERTUSSIS (Tdap) ASSESSMENT OF 7-12TH GRADE STUD 
SOHOOL SUMMARY SHEET (COPH 8260) · 

\ 
Calif~~a law requires that all public and private schools with 7th, 8th, 9th, 10th, 11th and/o')-:2th grades 

submit a\~ertussis (Tdap) immunization assessment (Health and Safety Code, Section 12JX375). Schools 

are to repd\n the status of ALL students in 7th - 12th grades enrolled for the 2011-2gi2 school year. 

FIRST STEP:\~LLING IN SCHOOL INFORMATION 

Enter the count~chool name and address, school district, etc. in the appropriat,e 

. 

fields. Check whether 

the school is publio\ private. Enter the school's CDS code # if it has one

SECOND STEP: DE°fliRMINING STUDENTS' IMMUNIZATION STATUS 

Determine the pertussi~munization status of each student in 7thtl1h grade by reviewing the 

California School Immunization Record, or Blue Card, (CSIR PM-28 , which must be included in the 

child's cumulative file. Pertus1s (Tdap) immunization is recorded 9 a sticker (CDPH form PM 286 S) 

affixed to the blue California Sc~Immunization Record. 

FINAL STEP: COMPLETING THE S~HOOL SUMMARY SJ71'EET . 

Complete the rows that correspond with~he grades in you{school. Enter the number of students for each 

grade level, i.e., 7th, 8th, 9th, 10th, 11th, a~ 12th, inti9 corresponding fields in the appropriate 

columns, i.e., pertussis booster immunization,(Tdapycompleted; permanent medical exemption; and 

personal beliefs exemption. If a field's value is\7~ter 0. 

Add the number of students in Column 1, Colu/n'-2-. and Column 3 and enter the total in Column 4. For 

each grade level, the number of students in <Z'61umn~\+ 2 + 3 must equal Column 4, the total number of 

students enrolled. Double check that all nu~bers are cor-,ect. 

/CDPH 8260 (01/11) Page 2 of Z 

I 



ERSONAL BELIEFS EXEMPTION TO REQUIRED IMMUNI::::::'""';/~tz!f 
T, FIRST, MIDDLE) GENDER BIRTHDATE MONTH DAY YEAR TELEPHONE NUMBER 

I I� M � F 
PARENT/GUARDIAN - NAM ADDRESS /_ 

AL TH CARE PRACTITIONER LICENSED IN CALIFORNIA - FILL OUT A. AUTHORIZED IS SECTION 

I am a (check one): D M.DJD.O. D Nurse Practitioner D Physician Assistant D Naturopathic Doctor D Cientialed School Nurse 

Provision of information: I h~ provided the parent or guardian of the student named above, the aiullwho has assumed 
responsibility for the. care and cusfui~dy of the student, or the student if an emancipated minor, with info ation regarding 1) the 
benefits and risks of immunization a d 2) the health risks to the student and to the community of the ommunicable diseases for 
which immunization is required in Cali ornia (immunizations listed in Table below). 

______________\_ ___,,_______ Practitioner name, address, t/lep6:e number: 

Signature of authorized health care practitioner \ 

Date - within 6 months before entry to child care or school . I 
B. PARENT OR GUARDIAN - FILL OUT THESE: SECTIONS 

I. Check one of the boxes below, ~ L · 
D Receipt of information: I have received information provided by. a authorized health care practitioner regarding 1) the benefits 

and risks of immunization and 2) the health risks to the student n'l , ed above and to the community of the communicable 
diseases for which immunization is required in California (imm1izat1, ns listed in Table below). 

D Religious beliefs: I am a member of a religion which prohib}ts me from eeking medical advice or treatment from authorized 
health care practUioners. (Signature of a health care 7roner not requ~art A.) 

Signature of parent or guardian / -Dc-a-te~-,,...~---,i..,th.,.in-6:-m-o-n-th-s---,b-e-=-fo-re-e-n-,-try----:--to-c-h-ild-ca-re-o-r-s-ch:-o-o.,.l 

II. AFFIDAVIT 

Immunizations already received: I have prov,(d the child care or school with a record 6f--all immunizations the student has 
received that are required for admission (Ca,0rnia Health and Safety Code §120365). 

Immunizations for which exemption is t9uested: An unimmunized student and the student's contacts at school and home 
are at greater risk of becoming ill with a vaccine-preventable disease. I understand that an unimm ized student may be 
excluded from attending school o~chillcare during an outbreak of, or after exposure to, any of thes diseases for the protection 
of the student and others (17 CCR §. 60). I hereby request exemption of the student named above f m the required 
immunizations checked below bee se such immunization is contrary to my beliefs. 

School Category / Table of Required lmmunizatiops - Check box(es) to request ~emption. 

Child Care Only / I D Haemophilus influenzae type b (Hib meningitis) 

Child Care and / th Grade 

Signatur'l1 parent or guardian 

D DTaP (Diphtheria, Tetanus, Pertussis [whooping cough]) 

D MMR (Measles, Mumps, Rubella) D Polio 

D Tdap (Tetanus, reduced Diphtheria, Pertussis [whooping cough]) 

Date 

The Cali rnia Department of Public Health places strict controls on the gathering and use of personally identifiable data. Personal information is not disclosed, made 
availa , or otherwise used for purposes other than those specified at the time of collection, except with consent or as authorized by law or regulation. The Department's 
infor ation management practices are consistent with the Information Practices Act (Civil Code Section 1798 et seq.), the Public Records Act (Government Code Section 
62 • et seq.), Government Code Sections 11015.5 and 11019.9, and with other applicable laws pertaining to information privacy. 

State of California-Health and Human Services Agency 

CDPH 8262 (10/13) 



- ---

.ate of California-Health and Human Services Agency 

ANNUAL IMMUNIZATION REPORT 
ON CHILDREN ENROLLED IN CHILD CARE CENTERS 

Please Type o Type of Facility 

� 
I 

County Public 

City_ ~ Zip_ Code Phone No. .( -/ ) 

Enrollment of children under 2 years of~ge � NOTE: Iriforrph::anfor this report should be obtained 
(Do not include these children in the section below.. from the~/~ California Sc~wol Immunization Records 
Don't forget -- all these children may need addition 11. (PM 286 ofall enrolled children. See enclosed 
immunizations) ~ instruct onsfordetails. 

/ 

1. VACCINE DOSE SUMMARY for children age~ars through 4 years, ~hths (Use work sheet grand totals) 

Enrollment of children ages 2 through 4 years, 1~ths I ,/ I ·· 

.2. EXEMPTIONS: . "'~i 
2a. How many children are exemP,.t from all or some immunizations for medical rea$or.is? . .. -
2b. How many children are exey,j;t from all or some Immunizations for personal belief~\ . •. . . 

3. FOLLOW-UP: _ . / ~ 
3a. Number of Children with Follow-up Needed. (Those with less than 3 polio, 4 , TP, 1 MMR, 1 Hib, D 3 hep B, am:1 1 variceHa. Do not include children who have physician-documente waricella(chickenpcix) 

disease.)'6clude children who have not yet completed all of these doses. Do not in~lude children under 2 
year/flage.) \ 

3b. Nu, ber of Children with No Follow-up Needed. (This includes children who are exe~pt.) l~I 
3c. / TOTAL (3a+3b = 3c) Must equal the Enrollment shown above of children ages 2 through \ars, 

11 months. 

Pleaslamplete this report by October 15th unless an earli_er date has been established by your local health department. 
Ret~h the top copy (Yellow) of this report to the Immunization Coordinator at your county health department. · 
T1}8 pink copy is for your files. _ _ . 

e of person completing this form: ____________________ 

Center Name � Private 

Address D Head Start / 

X 
DTP/TdfTD 1 

1 

1 \ 

MMR 1··--,~~ 
HIB I I /·. --~ 

HEPB I I / .. I .- --.- SJ .. - I~ 
¼:r-c~£~H~A_ 1· I/ ~~L \ 

Date:-------, 



~teofCalifornia-Health and Welfare Agency Department of Health t::.a ... ~ 
'-~~~ ·. of_._ . o#~~:t.i¼~MJJJJri~tr~~.~5Jtnr5~'i~~~lN~~1s County · 7·~Q 
~ LINE'LISTING OF IMMUNIZATION STATUS OF CHILDREN AGES'2 YEARS THROUGH 4 VEARS,,11 MONTHS / 

···· Please complete this Line ListingReport by September 30 and return to· the'lmmunization Coordinator at,your county health deP,artment. . 
~ '(MAKE A PHOTOCOPY AND KEEP FOR YOUR FILES.) . . . . . / 

eenter'Name· -, · · "'-~ Center Address . . City and~------------

Type of Facility·� Public� Private � Read Start Phone ( Contact Person / Date 
' ' ·, 

VACCINE DOSE SUMMARYJLlst chlkfren 2-4 years, 11 m~s(ENROLLMENTUNDERAGE2 
.... 

EXEMPT'Do.not list children under age 2 or Date of Follow ~ l=tJTS::R n·"-n: nc "'"l"'U V,'lrl"'UJC ;:;;: ,..-,v~ I Comments 
•UP 

~. Pn1 l'.I Dcisas·. j'.J'fi;J/j 1 n,..,,... ,... 
1..--MMR· ·overs years in thisreport 'Birth Needed Hib* Med Pers 

NAME·ORID OF CHILD ~· 
. ' /41 3 4+ 1 2 3 

' 
' ·1,: "' / 

2. " /

' / 
,3. ~ / 

:·:••·4. .~/ 
•·S. ·V"'·. 

.6. i: / "' 7. }. / "'/. 
8. !: / "' .9. / "-/ 

10. / " 1.1. ../ 

"' ; / ' 
12. / ~ 

;1-3•. 
, 

""/ 
14. ./ ~ 

15; / "' 16. / :: " '17. ./ 
, 

"--
..,18. / "'-, 
· 19. / "' :20. / . 

"' . Line LlstSubtofal 

~ - - "'-/ 
· , Grand ToJal 

~. ForHeJltfl Dept.. Use Only. ~ 
*Hi!J,MtiungilisWli:cw will be rtquired in late JW4 oi'wrly 1995,but al this time one dase received on or after thef,rstbirthday is stronglyrecommended. Record only the doses given on or aftu the first birthcby. 

. . ,.·;P,HS 8387 (Rev. 3/J4} "" 



-

"(S'de2) .· _ Date of Foliow Pollo Doses DTP/Td Doses MMR Hib* EXEMPT 

.• Com✓__ ~A~OR ID OF CHILD 
.. 

Birth 
. -up .. 

Med ·PersNeeded 4+1- 2 .3 ... 4+ 1 . 2 3 .; ... -·~. . .-.. ,.. ,··•· ..... 

21 ... --~ / 
22., ~ / 
23; ~ /

/ 

24; "' V 
25; "" / 
26.. I'-.. /

/ 

27r '-.. / 

28/ ~ / 
29;. ·""' 

/ 
; "' /

.30•. .,, 

31. -~ /
"-.. / 

32; / 

,.33;, 
: ~ / 

34,: ' "'-1-. / 
35'-; IA 

/ 
....,_ 

36. ''-. 

37; / ~.,, 
38;, / "-/ ~39, / 

40.i / ~ 
/ "'--41;: / ' 

42. / '"'--
/ 

"' 43. .,., .., ..... / 
44, 

./' ··-/ "-., .. . , 
/ 

·, ,·· .. 

_/ 
....,_ 

45;·:: .. 

'·'• ... 

46. 
/., "' -. . ~ .. ... 

/ ' ~41. 

48, ...: / ,. 
.• ; p 

,. 
49. / " 50. / •.. --~/ .. ) .. • . . ·-.. 

_·_ Line L,,,~~otal - ~ -~ 

,.. 
-- ~ .. 

"'HIIJ~~ngttis·vaccme will be reqwred ,n late 994 or early WJ, /JUl at this lune one·aose received on or aper thej 'St birtnaay is strongly-rec_,. • Record ~y-the QfJSes given on or ajter.t~jlrsl 1irt111¥1y.
D 387(Rev;3/94) . · . · . · . · · 
'. ·: .-..... ,. ·,.·:, 

. ' ·· .. ~ 



.. 
' 
State of California - Health and Human SeNices 

Department ofHealth Servi s..·,, 
ANNUAL FAMILY DAY CARE HOME IMMUNIZATION SURVEY ~rOffice Use Only 

LIST OF CHILDREN LESS THAN 5 YEARS OLD ~ 
Please complete this form and return in enclosed envelope 
to: Immunization Branch, Department of Health Services 

COUNTY: 2151 Berkeley Way, Rm 712, Berkeley, CA 94704 YES: 
Have you ever had ~ �
immunization training? 

NO: 

NAME: ADDRESS: CITY: ZIP.·~ � 
PHONE Dat~~m filled out: If you do not provide childcare at 

this time, please check this box: (Ve,y I p~ant!) � 
~ ~ 

I FULL/PART-TIME CHILDREN ~NTER DATE OF EACH VACCINE RECEIVED (IVl.01fui/Day/Year) Is Child 

Child's First Name Date of Polio Doses DTPISJaP/DT Doses MMR Hibp6's Hepatitis B Doses Varicella Up-to-Date 

or Child's Initials Birth 1 2 3 1 2" r..... 3 4 1 1 fi 3 4 1 2 3 1 (yes/no) 

1. ~ 
' V 

2. ~V 
3. V ~ 
4. V ~ 
5. V ~ 
6. V ~ 
7. .,V ~ 
8. J/ I~ 
9. / 

/ ·~ 
10. V ~ 
11. V I~ 
12. / "' r,... 

DHJJ3~Rev 10/00) ~ 
/ 
/ " 



DepartmentofHealtl, ~/~ ifomia -Health and Human Services Agency 

PLEASE LEAVE BLANKIMMUNIZATION ASSESSMENT OF KINDERGARTEN STUDENTS -ANNUAL REPORT 

SCHOOL SUMMARY SHEET 
PLEASE TYPE E_ PRINT CLEARLY 
If information is NOT'&.orrect, please correct 

...,,_"-. INSTRUCTIONS: Inform~i n for this report 

County "'- This school is: Public D Private D must be obtained frol!)--the blue California 
""-. School Immuniza "oflrecord(PM286). This 

School ~ Public School District report includ every kindergarten child (or child 
Name ~ ofkinderg rten age) enrolled in this School. 
~~ LIns!J:ttctions for filling out this form are on the 
Address -"' >ack (pink copy). 

City Zip "'- CDS code# --------------~"-/_ 11f this school does not have any kindergarten 
Mailing ----------- ""-. students, please write "NO K THIS YR" or "NO D/
Address-----------------~~- NUMBEROFIGNDERGARTEN KEVER" or"CLOSED" acrosstheformand 
(ifdijferentfivmabove) ~ STUDENTS ENROLLED THIS YEA/ forward as instructed below. 

/
IMMUNIZATIO ,STATUS OF KINDER,9:A-RTEN STUDENTS . 

UNCONDITIONAL ENTRANTS / CONDITIONAL ENTRANTS 

Indicate the number of kindergartners with. 4. Nt~b6-of kindergartners who do not meet all the immunization requirements: i.e., 
I -no have not documented on or more required immunizations or who have a 

1. All required immunizations and/or documented te porary medical exemption. (THESE STUDENTS MUST BE FOLLOWED UP.) 

history of disease -// Of ~Hl?_ils in category 4 above, please indicate the numbers NOT meeting ----

2. Permanent Medical Exemptions to any immunizations ----"7~/- the requirell'l~ for: 

7 a. Polio _ -~ 
3. Personal Beliefs Exemptions to any immunizations b. DTP I DTaP I Di'"-. 

/ c. 1st Dose MMR (chtlcl~as received no MMR doses) 
d. 2nd Dose MMR (child Ha received only 1 MMR after 12 months of age) 

Note: The total of lines 1+2+3+4 slzouldequalo/,'EROFiaNDERGARTEN e. Hepatitis B 
STUDENTS ENROLLED THIS YEAR, shown i,zyx above. 

f. Varicell a ( child has not received v . cine and has not had chicken pox) 
/ 

Please forward copies of this report b~ctober 15 : 

WHITE - Immuniza~ion-fiinch, California Department of Health Services 
2151 Berke Way, Berkeley, CA 94704 

YELLOW - Im/a ion Coordinator, County Health Department 

School Staff Person 
Completing This Form 

GOLD /4hool District copy, if a public school 
PINI/- School copy: retain for-your files School Telephone Number ( __) ________ 

7,(3/01) 

_,,/ 



___ 

\ 

~ 
~ 

."" 
dap (Pertussis Booster) Requirement 

Date ofTclap 
~ mmunization __ / __ / 2 0 _ 

MM DD YY1Y 

~date __ / __ /__ 

Today's0ate '\ 

Pl\J86S(D1/11) 
0 

~. 

MM DD Y'f'iY 

SchoolStaffName __
1 

,.L--'s;:------




