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Certificate of Immunization
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Date of birth Gender
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Record of vaccination

Vaccine
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Tetanus
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DPT
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Rabies
FERIF

Hepatitis A
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Hepatitis B
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Japanese Encephalitis
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Polio
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Measles
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Rubella
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Varicella
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Mumps
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Influenza
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I certify that the immunization record listed above is correct and verifiable.

Doctor’s signature

Date :
Medical Institution:
Address:
Tel: Fax:

Email:



