
Immunization Report Form 

Please return this form by email to: 
Chief Public Health Office 
Email: epidem@ihis.org 

  
DHW Immunization Form 2018-01 Sep 2018 

Name: 

PHN/MRN: 

Date of Birth: 

Sex:  Male   Female   

Civic Address: 

Vaccine Product #1: 

  If Other, specify 

Date vaccine given: 
Name & Location of vaccine 
administration: 
Comments: 
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