Immunization Record
No other forms may be substituted for the LRSH form.

All blanks must be completed and returned by June 5th. Please attach a copy of your child’s immunization record’s from the physician’s office.

Child’s Name ________________________  Birthday ________________
Vaccines
  Dosage

               Dates Given

DTP           4 doses, 1 since age 4 _________  ________  ________  _________ Booster ____________

Polio         3 doses, 1 since age 4_____________  ____________   ____________  Booster_____________

MMR           2 doses, 1 on or after   _______________   Booster _____________

                    first birthday & second by the age of 5
HIB            1 dose on or after 15 months of age, unless primary series & booster have been completed  


__________________

__________________

__________________

Hepatitis A         Series         _____________  
___________

Hepatitis B    3 doses for children born

                    after 9/2/92         _________________  _________________  _________________

Pneumococcal / Prevnar (PCV7)     _________  _________
Varicella (chicken pox)  1 dose for children born after 9/2/94 _____________2nd dose _______________ 
(or present written documentation with signature from parent or Physician stating that child had chicken pox disease and list approximate date. All students entering Kindergarten are required to have 2 doses.
Hearing Screening   Age 4 and above – Test results attached  ___________________________

Vision Screening     Age 4 and above – Test results attached ____________________________

*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  
 *   It is my opinion that the above student is physically able to participate in the school program.

Yes ____    No ____     Physician’s Signature __________________________________

Physician’s Name & Address
__________________________________                                     

__________________________________            Phone number __________________________
__________________________________            Fax Number _____________________________    

Emergency Care

In case of an emergency, if I or my doctor cannot be reached, I authorize a representative of The Little Red Schoolhouse to take my child to a qualified physician or local emergency hospital facility.

Yes ________     No ________     Signature of Parent : ______________________________________
In case my child becomes ill during school, please call:

Name ____________________________________________________   Phone ________________________

Name ____________________________________________________   Phone ________________________
The Little Red Schoolhouse  412 S. Bryan-Beltline  Mesquite, TX  75149  972.285.3962  Fax 972.288.0656
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