	Last Name:
	First Name:
	D.O.B.                    



IMMUNIZATION/INITIAL SCREENING LAB FLOW SHEET

	Description
	Date
	Date
	Date
	Date
	Date
	Date

	Tetanus
	
	
	
	
	
	

	Influenzae
	
	
	
	
	
	

	Chest X-ray
	
	
	
	
	
	

	Pap Smear
	
	
	
	
	
	

	PPD/TB Skin Test
	
	
	
	
	
	

	Pneumovax
	
	
	
	
	
	

	Hep  A Vaccine
	
	
	
	
	
	

	Hep B Vaccine
	
	
	
	
	
	

	Toxo:

IgG

IgM
	Date:
	Date:
	CMV :

IgG

IgM
	Date:
	Date:
	Date:

	Hep A Ab Total

IGM
	Date:
	HepB 

S Ag 

Ab


	Date:
	HepB C Ab

Total

IgM
	Date:
	Hep C Ab

Date:


Result: 
(
Negative


(
Positive

	G6PD
	
	
	
	
	
	

	RPR  
	
	
	
	
	
	

	B12


Folic Acid
	Date:
	Date:
	Date:
	Date:

	Date:

	Date:


 Every 10 years





Yearly





First Vax


6 years after 1st





(Series of  2)


1








Yearly











Yearly      





Yearly





(Series of 3)


1
































