VFC/WyVIP Doses Administered Form

*This document is NOT to be submitted to the Immunization Unit as a monthly report. Providers may use this form internally or when directed
to do so by the Immunization Unit only.

PIN: Provider name:
Date: Completed by:
Vaccine Brand Name <1lyr 1yr 2yrs | 3-4yrs | 5yrs | 6-9yrs | 10-14 yrs | 15-18 yrs | Adults Total
DAPTACEL®
DTaP
Infanrix®
DTaP-Hep B-IPV Pediarix®
DTaP-HIB-IPV Pentacel®
DTaP - IPV Kinrix®
Gardasil®
HPV
Cervarix®
Hepatitis A VAQTA®
Ped/Adol Havrix®
Hepatitis B ENGERIX B®
Ped/Adol | pEcOMBIVAX HB®
PedvaxHIB®
Hib
ActHIB®
E-IPV IPOL®
MMR MMRII®
MMR/Varicella ProQuad®
Menactra®
MCV4
Menveo®
PCV-13 Prevnar®
RotaTeg®
Rotavirus
Rotarix®
Td DECAVAC®
BOOSTRIX®
Tdap
ADACEL®
Varicella Varivax®
Adult Viral Hepatitis Program
Hepatitis A ADULT
Hepatitis A/B ADULT

Hepatitis B ADULT
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