
Vaccination Record Card 
for Adolescents and Adults

    Date of Birth        /       /  

Name 

Sex:  M / F     Phone 

Do you identify as:

 Aboriginal         Torres Strait Islander          Both         Neither 

Address 

Medicare Number 

Number on card    

Vaccination Card
This immunisation record should be completed by the doctor/nurse 
giving the immunisation. This is a valuable medical record.

Not all vaccines listed here are required or recommended for each 
individual. Please consult your doctor.

Allergies / adverse events / other important comments



Vaccine Brand Name Batch Number Date
dd/mm/yy

Signature of
vaccinator

Comments
(i.e. when next dose due)

Tetanus, Diphtheria, and 
Pertussis  (dTpa)

Tetanus, Diphtheria (ADT)

Hepatitis B

Serology HBsAb Level: Date: ____/____/____                               Laboratory: 

Human Papillomavirus 
(HPV)

Measles, Mumps, Rubella 
(MMR)

Serology Measles IgG         Mumps IgG         Rubella IgG           Date: ____/____/____                               Laboratory: 

Hepatitis A 

Serology IgG                          Date: ____/____/____                               Laboratory: 

Meningococcal



Vaccine Brand Name Batch Number Date 
dd/mm/yy

Signature of 
vaccinator

Comments 
(i.e. when next dose due)

Tetanus, Diphtheria, and 
Pertussis  (dTpa)

Tetanus, Diphtheria (ADT)

Hepatitis B

Serology HBsAb Level:                                                                                     Date: ____/____/____  Laboratory: 

Human Papillomavirus 
(HPV)

Measles, Mumps, Rubella 
(MMR)

Serology Measles IgG         Mumps IgG         Rubella IgG           Date: ____/____/____ Laboratory: 

Hepatitis A 

Serology IgG  Date: ____/____/____       Laboratory: 

Meningococcal



Vaccine Brand Name Batch Number Date
dd/mm/yy

Signature of
vaccinator

Comments
(i.e. when next dose due)

Varicella (Chicken pox)

Serology IgG                          Date: ____/____/____                               Laboratory: 

Zoster (Shingles)

Pneumococcal

Influenza



Vaccine Brand Name Batch Number Date 
dd/mm/yy

Signature of 
vaccinator

Comments 
(i.e. when next dose due)

Varicella (Chicken pox)

Serology IgG  Date: ____/____/____       Laboratory: 

Zoster (Shingles)

Pneumococcal

Influenza



Other Vaccines Vaccine Brand Name Batch Number Date
dd/mm/yy

Signature of
vaccinator

Comments
(i.e. when next dose due)

Other  Vaccinations



Other Vaccines Vaccine Brand Name Batch Number Date 
dd/mm/yy

Signature of 
vaccinator

Comments 
(i.e. when next dose due)

Other  Vaccinations



Note:

Not all vaccines listed here are free under the Australian 
National Immunisation Program.

Vaccinations not listed on this card or travel vaccinations can be  
recorded in the ‘Other Vaccinations’ section.

Yellow Fever vaccinations must be recorded on the  
International Certificate of Vaccination or Prophylaxis.

For further information about immunisation please contact 
the ACT Health Immunisation Enquiry Line on 6205 2300,  
your Immunisation provider or go to  
www.health.act.gov.au/our-services/immunisation

Important Notice 

- Keep in a safe place.
- Take your card with you to all Doctor or Health Care 

Provider appointments.
- Only written evidence should be accepted as proof of 

previous vaccination.
- People should be vaccinated in accordance with the current 

edition of the Australian Immunisation Handbook.

For vaccine recommendations please see the ACT  
Immunisation Schedule at  
http://www.health.act.gov.au/our-services/immunisation
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