VARICELLA (Chickenpox) IMMUNITY STATEMENT

Name: Birthdate:

Please Print

Check one of the following boxes regarding Varicella (Chickenpox) Immunity:

O Varicella Vaccine Date Given:

O Varicella Lab Evidence Date: Test:

O Varicella Disease Age of child when he/she had Chickenpox:
Name:

Licensed healthcare provider

Signature: Date:
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