
Name:___________________________________________
Date of birth:___/___/_____     Record #________________
Allergies:___________________________  Reactions:_______________________
History of Chickenpox? YES or NO  If yes, date if known:___________________
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* Manufacturers:  M = Merck;  S = Sanofi Pasteur;  W = Wyeth; G = GlaxoSmithKline
**Sites:    LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid
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