IMMUNIZATION HISTORY

To be signed by the Primary Care Provider of Program Participant in the Volunteer
Services Student Program, St. Jude Children’s Research Hospital

Student Volunteer Name:

Birth date of Student Volunteer:

HAVE YOU RECEIVED / OR HAD:

Varicella (Chickenpox) OYON
Varicella Vaccine (2) OYON
Measles, Mumps, Rubella OYON
Vaccine (2)

Date of last Influenza (Flu) Vaccine

Physician Signature:

| confirm that the information provided on my patient

Please Print
is correct and | know of no medical reason this individual should not be allowed to participate in the Volunteer

Services’ Student Program at St. Jude Children’s Research Hospital.

Physician Printed Name Signature Date

Printed Name of Physician Office Address Phone No.

Please Fax to 901-595-2720, Attn: Volunteer Services

For Internal St. Jude Children’s Research Hospital Use Only:
Approved: [y [ON

Comments:




