
Volunteer Immunization and TB Screening Form 
 

 
BCP Volunteer’s Name:_______________________________  
 
Child’s name: ______________________________________ 
 

Vaccine  Date:  
Diphtheria (every 10 years) 

 
Last booster: 

 
Tetanus (every 10 years) 

 
Last booster: 

 
Polio 

 
Primary series completed: 

 
Measles/Mumps/Rubella 

 
Given: 

 
Chickenpox (one adult dose encouraged 
if no history of disease or evidence of 
immunity. Not required.) 
 

Given: 
 

Pertussis (one adult dose encouraged but not 
required) 

 

Given: 
 

 

 

Women of Childbearing Age 
Rubella Titre (if MMR vaccine not 
received) 

Date:  Result: 

Parvovirus B19 Titre (optional, not 
required) 

 

Date:  Result:  

 

Tuberculosis (TB) Test 
TB Skin Test  Results: 

 
 

Date:  Comments: 

Chest X-Ray (if 
positive)  

Results: 
 
  

Date:  Comments:  

 
Physician’s Signature __________________________________ Date: _____________________________ 
 
Physician’s Name_______________________________________ 
 
Physician’s Address: ____________________________________________________  
 
Physician’s Phone: ______________________________________________________ 
 


