
Travel and Routine Immunization Schedule–2010

NAME: ____________________________________ AGE:______ WEIGHT (approx.):______ SEX:______

ITINERARY (in order, including duration of stay): _________________________________________________

_________________________________________________________________________________________

DATE: _______________________________ DATE OF DEPARTURE:_______________________________

Immunizations, Routine
Diphtheria-Tetanus (Td or DT) .................................
Diphtheria-Tetanus-Pertussis (DTaP or Tdap) .........
DTaP/Hepatitis B/IPV (combination)  .......................
DTaP/IPV (combination) ..........................................
DTaP/Hib (combination)...........................................
DTaP/Hib/IPV (combination) ....................................
H. infl uenzae type b (Hib) ........................................
Hepatitis A................................................................
Hepatitis B ...............................................................
Hepatitis B/Hib (combination) ..................................
Human papillomavirus quadrivalent (HPV4)............
Human papillomavirus bivalent (HPV2) ...................  
Infl uenza (seasonal): injectable ...............................
Infl uenza (seasonal): intranasal...............................
Infl uenza (H1N1): injectable ....................................
Infl uenza (H1N1): intranasal ....................................
Measles (monovalent) .............................................
Measles-Mumps-Rubella (MMR) .............................
MMRV (combination measles-mumps-rubella-varicella) ..
Pneumococcal conjugate (PCV)..............................
Pneumococcal polysaccharide (PPSV) ...................
Polio (injectable) ......................................................
PPD .........................................................................
Rotavirus .................................................................
Varicella ...................................................................
Zoster ......................................................................

Immunizations, Regulated
Yellow Fever ............................................................

Immunizations, Recommended
Cholera (oral)...........................................................
Hepatitis A................................................................
Hepatitis A/B (combination) .....................................
Immune Globulin (IG) ..............................................
Japanese Encephalitis: Ixiaro ..................................
Japanese Encephalitis: JE-VAX ..............................
Meningococcal quad conjugate (MCV4)..................
Meningococcal quad polysaccharide (MPSV4) .......
Rabies (IM) ..............................................................
Rabies (ID: off-label in U.S.) ....................................
Smallpox ..................................................................
Typhoid (oral)...........................................................
Typhoid (injectable) .................................................

SIGNATURE: ________________________________________________ DATE: ________________ 
This form may be enlarged, copied, and used for patient care.


