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U.S. Departmeant of State OMB No 18080113

Photo VACCINATION DOCUMENTATION WORKSHEET  =iruaro enen o oums
To Be Completed by Panel Physician Only (See Page 24 2)
For US Vaccination Requirements
_ GIVE COPY TO APPLICANT ‘
Name (Lasl Frst, Mi) Bith Date (mm-dd-yyyy) | Exam Date {mm-dd.yyyy) | Blanket Walver(s)

To Be Reguested
4 If Vaccination Not

Passport Number Alien (Case) Number Medically
Appropriate
1. Immunization Record Vaccine For Designated Testfor | Indicate reason
. Given B Refugees Onl 1 ay | Delow
Vaccine History Transferred From a Written Record - IY Ad: ISV Y mmunty
List Chronologicaly from Left fo Right. Provide date 8s mm-dd-yyyy i o ”c'.n"‘ Mark afl that apply
Site Given by IOM ?
(see legend):
Vaccine | Date | Dawe | Dae | Dste | Dae | Dae | Date Date ABCDFH
Diphtheria, tetanus, pertussis |
[ or, DTP, OTaP | \
t - ! t T
& X R . |
L Tdap £ = | i | | |
Polio
orV
PV —————— ;
Measies, mumps, rubella ‘ | ' MMR (measles, mumps, rubella )
:] i e e IS | | S, U immunity isrequired. Two doses of
‘4 w“"‘“ o 1 l } MMR vaccine is one way to
| mps |
e P nstrate immunity.
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Rotavirus
RotaTeq (RV5)
Rotarix (RV1)
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| Hepatitis A | |
| [ [ ' Meningococcal vaccine is not required.

It is optional. However, you must
complete a form stating whether, or
notyouhave had thisvaccine at age
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'4. Contraindication to vaccination
If a vaccination was contraindicated, mark which contraindication were prassant (mark all that apply)

Pregnant
Immune compromised

a

a
D History of severe allergic reaction to in@ or vaccine
[0 Other severe reaction 1o vaccine

a

Current moderate to severe iliness
O other. specity
5. Remarks

| 6. Panel Physician Initials | Date (mm-dd-yyyy)

PAPERWORK REDUCTION ACT STATEMENT

Public reporting burden for this collection of information is estimated to average 30 minutes per response, ncluding time required for
searching existing data sources, gathering the y di tation, providing the Information and/er documents required, and
reviewing the final collection. You do not have to supply this information uniess this collection displays a currently valid OMB control
number. if you have comments on the accuracy of this burden estimate and/or recommendations for reducing #, please send them
to: X

CONFIDENTIALITY STATEMENT

AUTHORITIES The information asked for on this form s requested pursuant to Section 212(a) and 221(d) and as required by
Section 222 of the immigration and Nationaity Act. Section 222(f) provides that the records of the Depantment of State and of
diplomnatic and consutar offices of the United States pertaining fo the issuance and refusal of visas of permits to enter the United
States shall be considered confidential and shall be used only for the fermulation, amendment, administration, or enforcement of the
mnemigration, nationality, and other laws of the United States, Certifwed copies of such records may, in the discretion of the Secretary
of State, be made avaiiable to a court provided the court certifies that the information contaned in such records is noeded in & case
pending before the court. .

PURPOSE The U.S. Department of State uses the facts you provide on this form primarily to detemnine your classification and
elighility for a U.S. immigrant visa. Individuals who fail to submit this form or whe da not provide all the requested information may
be denied a U.S. immigrant visa.  Although fumishing this information is voluntary, failure 1o provide this information may delay or
prevent the processing of your case.

ROUTINE USES lfyoumssuedmmionmmamnwwmmmum%uanmm@aﬂllm
DepmtdmwScwmymllmmmmwononthisb-mtnimnywuPemanentRuidomCard.and.lyouso
Indicate. the Social Security Administration will use the information to issue a social security number The information provided may
also be released to federal agencies for law enf t, countest ism and homeland Yy purp , to Congress and courts
within their sphare of jurisdiction; and to other foederal agencies who may need the information to administer or enforce U.S, laws.
More infeemation on the Routine Uses for this collection can be found in the System of Records Notice State-24, Medical Records
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Birth Date:

Address:
Month/Day/Year Month/Day/Year | Month/Day/Year | Month/Day/Year
DTP =®WES 12/28/1992 02/10/1993 [03/23/1993 | 05/25/1994
(scheduled)
POLIO /NEFE 11/27/1992 05/07/1993 | 06/19/2015 | 07/17/2015
TETANUS B
(Within 10 years) 07/03/2015
mﬂgﬁﬁn) IIFUP 07/03/2015
. Antibody et Immunized Immunized
m&(ﬁbﬂﬂaelcm%bn é., o ) | 02/08/1994 [06/17/2008
documentation of Measles antibody titer) -
: Antibody titer Immunized
RUBELLA (German Measles) B& | : ) MMR (Measles, Mumps, Rubelia)
(immunization with LIVE VACCINE or Date: 10/30/1995 immunity is required. One dose
documentation of Rubella antibody titer) of live Rubella vaccine, one dose
A Tmmuni of live Mumps vaccing, and two
"UMPS 337:'.:.13\ < D\t'_f ( . el ) I doses of live measgles vacdne is
(immunization with LIVE VACCINE or Date: 12/13/1996 one way to demonstrate
documentation of Mumps antibody titer) immunity.
Immunized
VARICELLA k& W ail
(immunization with LIVE VACCINE or Date: 06/06/1995
documentation of Varicella antibody titer)
BCG 07/09/1993
Date: esult
TUBERCULIN SKIN TEST Do i
WAJILZD') Y/ (Within 6 monthe) F“’""- Yes (o> 14 mm
Date: 06/19/2015
CHEST X-RAY k1 P
o : Normal:fes) No
1st 2nd{scheduledid (scheduledd)
HEPET'T|S B Bgﬁ& 06/79/20’5 07/172/2015 17/M/')n1q
MENINGITIS Sl 06/26/2015
OTHERS HPV 02/04/2011 03/04/2011 | 09/02/2011

| certify that this student has received the immunization listed above on the date (s) indicated,
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INFORMATION FOR PHYSICIANS

1. The dates of vaccination on cach certificase 10 be révorded in
the following sequence : day, month, year, the moath in letiers.
Example: January 1, 1998 is written 1 Jonuary 1981,

2, If vaccination is contraindicated on medical grounds, the
physician should provide the travelier with & written opinion,
which health suthorities should 1ake into sccount.

3. Vaccination certificate requirements of countrics arc published
by WHO ia international travel and heaitk - vaccination
requirements and health advice. The list of designated yellow-
fever vaccinating centres for internstional travel. This
information is usually also available from local health affices.
4.Please be sure to always consider that your paticat may have =
travel-essocisted illness,

RENSEIGNEMENTS DESTINES AUX MEDECINS

1. La date de la vaccination doit &re porsée sur Jes centificass dans
Vordre suivant : jour, mois, année, le mois & indiqué cn toute
lettres. Exemple ler janvier 1981,

2. Si Ia vaccination est contre indiquéc pour raison médicale, le
médecin doit fournir ou voyageur une attestation imdiquant som
opinion, dont I"autorilé sanitaire aux frontiéres pourra tenir
comple,

3. Les exigences des pays en matiére de vaccination sont publiées
par I'OMS dans la brochure voyages bnuermationases of il
d'hygiéne a I'i des vayageurs. La liste des centres
habilités & pratiquer la vaccination contre la fidvre jaune pour les
voyages internationaux. En général, les autorités sanitaires
locales possédent ces rensei

4. Tenez toujours compte du fait que votre patient pewt dtre ameimt
d’une maladic liée & un voyage.
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