
Duke Memorial PMO Immunization Form 
504 West Chapel Hill Street 

Durham, NC 27701 
www.dukememorial.org 

919.683.3467 ext 117 
Fax:682.3349 

 
Child’s Name_____________________________________________________________________ 

Parent’s Name____________________________________________________________________ 

Address__________________________________________________________________________ 

City/State/Zip____________________________________________________________________ 

Birth date________________________________________________________________________ 

 

History of Immunizations 

Enter date for each dose given – Mo/Day/Yr 

 

 1        2         3       4          5 

Measles/Mumps/Rubella      

Polio      

Diphteria      

Pertussus      

Tetanus      

Hemophilus Influenza B      

Hepatitis B      

Varicella (Chicken Pox)      

 

Allergies______________________________________________________________________________ 

Note how your child is affected__________________________________________________________ 

Does your child take medication on a regular basis?_________If yes, list medications: 

____________________________________________________________________________________ 

Does your child have any physical or emotional problems that should be brought to the program’s 

attention___________________________________________________________________________ 

PHYSICIAN’S SIGNATURE:_____________________________________________________________ 

http://www.dukememorial.org/

