
Immunization Records Request Form 
 

STUDENT’S NAME: ___________________________________________________ 

BANNER ID #: ___________________________ 

DATE OF BIRTH: _________________________ 

STUDENT’S PHONE #: ____________________________ 

NAME OF FACILITY:  

_________________________________________________________________ 

FAX #: ________________________________ 

EMAIL: ____________________________________________________________ 

MAILING ADDRESS:  

___________________________________________________ 

____________________________________________________ 

____________________________________________________ 
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