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Immunization Status Screening:    _________________ 
Please complete the following form:

Your Age Group (Check One):

	( Under 19
	( 19-21   
	( 22-26
	( 27-49     
	   ( 50-59
	( 60-64
	( Over 65


Gender (Check One):

	( Male
	( Female


Your race or ethnic background (Check one box only):

	( African American
	( Hispanic/Latino
	( Caucasian/White

	( Other:


Status Issues (Circle or write in):
	( Asthma
	( Diabetes
	( Smoker
	( Healthcare worker

	Other  (esp immune compromised):


	Vaccine:
	Have you been vaccinated (vaccuna?)? Check Yes, No, or Don’t Know. Please indicate if previously had the disease, or have had a positive titer showing immunity.

	
	Yes (Circle/Check # doses, or give Year)
	No
	Don’t Know
	Had the Disease 

OR Comments

	Hepatitis A

 (Hep A)
	     
                                
                                                    1     -     2
	
	
	Had Disease (Year): __________________

	Hepatitis B 

(Hep B)
	                                               
                                 1   -   2   -   3
	
	
	Had Disease (Year): __________________

	(Virus del Papiloma humano); Human Papillomavirus (HPV)
	                                1   -   2   -   3

    HPV4         HPV9
	
	
	Had Disease (Year): __________________

	Seasonal Influenza
(2019-20)     (Gripe)
	
	
	
	

	(Sarampion/paperas/rubeola)

Measles, Mumps, Rubella (MMR)
	                                                    1     -     2
	
	
	Had the Diseases (which one and year if known):

Measles: ______________________

Mumps: ______________________

Rubella: ______________________

	(Meningococica)
Meningococcal
	Men–A/C/Y/W:  1    2
 
Men-B       1      2
	
	
	Had Disease (Year): _______; Type if known:_______

	Pneumococcal (Neumococica)
	Prevnar-PCV13 _____

PPSV23:    1     2     3

	
	
	Had Disease (Year): __________________

	(Tetanos/difteria/tos ferina)

Tetanus, Diptheria, Pertussis (Td, Tdap)
	Td (Year): _________

Tdap (Year): ____ (Note Year if known)
	
	
	Whooping Cough (Year):______________

	Varicella
	                                                         1     -     2
	
	
	Had Disease (Year): __________________

	Covid 19
	1  –  2 -  > 2
	
	
	Had Disease (Year):

	RSV
	1     -     2

	
	
	Had Disease (Year): 

	ZVL     

Shingles (culebrilla
	            ZVL  -  1

    RZV  -     1   -    2
	
	
	Had Shingles (Year): ________________


Please remember to visit with your primary care provider about your immunizations. 

And visit the CDC website for more information.                        Updated 3/28/25
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