


















































DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
 IMMUNIZATION REQUIREMENTS   

 
PRIVACY ACT STATEMENT 

 
AUTHORITY:  10 U.S.C. 113, 126, 2164 and 20 U.S.C. 921-932; E.O 9387; the Privacy Act of 1974, as amended, 5 U.S.C. 552a.  

PRINCIPAL PURPOSE:  The information may be used within the Department of Defense (DoD) to determine what immunizations have been administered for purposes of determining 
enrollment eligibility and for use in preserving school health.   

ROUTINES USE(S):  The Department of Defense Education Activity (DoDEA) may release information without prior consent with the DoD when needed to perform an official DoD 
duty, in accordance with 5 U.S.C. 552a(b).  In addition, in accordance with 5 U.S.C. 552a(b)(3), information contained therein may be disclosed outside the DoD as a routine use pursuant 
to “Blanket Routine Uses,” as published at http://www.defenselink.mil/privacy/notice/osd, for example, for valid medical, law enforcement or security purposes, or for use in litigation 
involving the DoD.    

DISCLOSURE:  Disclosure to the Agency of the information requested on this form is voluntary; but failure to provide all requested information may result in the delay or denial of 
student services.  

 
Students who enroll in DoDEA schools MUST meet specific immunization requirements.  These requirements, displayed below, represent the minimum requirement and do 
not necessarily reflect the optimal immunization status for a student.  This copy of the DoDEA Immunization Requirements is provided to parents for informational purposes.  
This form does not need to be completed by medical authority.  However, some type of medical proof of immunization must be completed by medical authority and provided to 
school officials at the time of initial registration.  This form may be used by medical officials if so desired.  If this form is used by medical officials, page 4 must be completed. 

 

STUDENT:                          Date of Birth (MM/DD/YY):                  
 

IMMUNIZATION Dose 
Number 

Name of 
Vaccine 

Date 
Immunized MINIMUM DoD REQUIREMENTS * 

#1   

#2   

#3   

#4   

#5a   

Diphtheria, Tetanus, Pertussis 
e.g.,  DTP, DtaP, DTwP, DT, 
DtaP-Hib, DtaP-HepB-IPV,  
Tdap,Td 

#5b   

Four (4) doses.  At least one dose must be administered after the 4th birthday. 
 
*ACIP Recommendation:  
• The usual schedule is a primary series of 4 doses at 2m, 4m, 6m, and 15-18m of age.  
• If the fourth dose of DT, DTP or DTaP is administered before the fourth birthday, a 

booster (fifth) dose is recommended at 4–6 years of age (5a).  
 
Td or Tdap booster doses:  A single Tdap booster dose is recommended for children 11-12 
years old, if 5 years elapsed since the last dose; then boost every 10 years with Td (5b). 

#1   
Hepatitis A 
e.g., HepA 

#2   

Two (2) doses.   
ACIP Recommendation:  
• HepA is recommended for all children at 1 year of age.   

The two doses in the series should be administered at least • 6 months apart. 
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DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
 IMMUNIZATION REQUIREMENTS  

 
IMMUNIZATION Dose 

Number 
Name of 
Vaccine 

Date 
Immunized MINIMUM DoD REQUIREMENTS * 

#1 
  

#2 
  Hepatitis B 

e.g., HepB, Hib-HepB, DTaP-
HepB-IPV 

#3 
  

Three (3) doses. 
 

ACIP Recommendation:  
• The standard schedule is 0, 1 and 6 months. 
• The first dose is recommended shortly after birth, with the second dose administered at 

age 1 to 2 months.  The third dose should be administered at age > 24 weeks.  
• Merck’s Recombivax-HB brand of HepB vaccine can be given as a 2-dose series for 

adolescents 11 to 15 years of age. 
 

Catch-up schedule: 
• 3-dose series may be started at any age.   
• Minimum spacing for children and teens: 4 weeks between dose 1 and dose 2, and 8 

weeks between dose 2 and dose 3.   

#1   

#2   

#3   

Haemophilus influenzae type b 
e.g., Hib, Hib-HepB, DtaP-Hib 

#4   

Two (2) to four (4) doses. 
 

ACIP Recommendation: 
• Primary immunization occurs at 2m, 4m, 6m, and 12m to 15m (booster dose). 
• For Merck’s PedvaxHIB brand of Hib vaccine, 3 doses are needed (2, 4, and 12-15m). 

Catch-up schedule: 
• If dose 1 is given at 12-14m, give a booster dose 8 weeks later. 
• Unvaccinated children from the ages of 15m up to 5 years need only 1 dose. 
 

         Hib is not routinely given to children 5 years old and older. 
#1   

#2   

#3   

Polio 
e.g., IPV, DTap-HepB-IPV   

Note: Oral Polio Vaccine (OPV) 
counts for immunization 
requirements, but is no longer 
distributed in the U.S. #4   

Three (3) doses.  At least one dose must be administered after the 4th birthday. 
 

ACIP Recommendation:  
• Usual schedule is a primary series of 4 doses at 2m, 4m, 6-18m, and 4-6 years of age.  
• All doses should be separated by at least 4 weeks.   
• If dose 3 is given after the 4th birthday, dose 4 is not needed. 

Meningococcal 

   ACIP Recommendation: 
• Meningococcal vaccine (MCV4). Meningococcal conjugate vaccine (MCV4) should be given to 

all children at the 11–12 year old visit as well as to unvaccinated adolescents at high school entry 
(15 years of age).  Other adolescents who wish to decrease their risk for meningococcal disease 
may also be vaccinated.  

• All college freshmen living in dormitories should also be vaccinated, preferably with MCV4, 
although meningococcal polysaccharide vaccine (MPSV4) is an acceptable alternative. 

• Vaccination against invasive meningococcal disease is recommended for children and adolescents 
aged ≥ 2 years with terminal complement deficiencies or anatomic or functional asplenia and 
certain other high risk groups (see MMWR 2005;54 [RR-7]:1-21); use MPSV4 for children aged 
2–10 years and MCV4 for older children, although MPSV4 is an acceptable alternative. 
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DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
 IMMUNIZATION REQUIREMENTS  

 
 

IMMUNIZATION Dose 
Number 

Name of 
Vaccine 

Date 
Immunized MINIMUM DoD REQUIREMENTS * 

#1 
  

Measles, Mumps, Rubella 
e.g., MMR, MMRV 

#2 
  

Two (2) doses. 
 

ACIP Recommendation: 
• Dose 1 is given at 12-15m of age.   
• Dose 2 is recommended routinely at age 4-6 years, but may be administered at any visit 

if 4 weeks have elapsed since the first dose and both doses  
are administered beginning at or after age 12 months. 

• Those who have not previously received the second dose should complete the schedule 
by age 11-12 years. 

PPD 
TB tine/monovac 

Date of  
last test: 

No  
Vaccination 

Required 

Result: 

 
_____  mm 
induration 

Tuberculosis (TB) testing recommended.  
Frequency determined by local medical command. 
 
If positive, date of chest X-ray:  ______/______/______ 
 
Chest X-ray Results: _______________________________________________________ 
 
Date isoniazid (INH) treatment started: _____/______/______ 
 
Date INH treatment completed:           ______/______/_____ 
 

Positive 

Negative 

#1   

#2   

Varicella 
e.g. Var, MMRV 

History of naturally acquired 
chickenpox 
 
 
 
 
 

Date: 

ACIP Recommendation:  
• Immunize all children age 1 year and older, including adolescents who have not had 

chickenpox.  
• Susceptible children age 1 year and older receive 1 dose. 
• Susceptible people age 13 and older should receive two (2) doses at least 4 to 8 weeks 

apart.   
 

► Immunization is NOT required in people with a 
history of natural disease (chickenpox). 

 
Notes 
 

* Advisory Committee on Immunization Practices (ACIP).   
a  The fifth dose is not required if the fourth dose was given on or after the fourth birthday. 
b  Second dose required only in susceptible people 13 years old or older. 
* The standard and catch-up pediatric and adolescent immunization schedules adopted by the CDC are posted at www.dcd.gov/nip/recs/child-schedule-color-print.pdf and 

www.cdc.gov/nip/recs/adult-schedule.pdf . 
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DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
 CERTIFICATE OF IMMUNIZATION  

 

 
 
STUDENT:  _______________________________________________________________     Date of Birth (MM/DD/YY):  __________________________________ 
 
 
 
Immunization records for the student named above have been reviewed at _______________________________________________________________________ 
                                                                                                                                                                         Location of Clinic 

 
I certify that the minimum immunization requirements have been completed and/or initiated.  

 

Immunizations are current until          when immunization(s) is/are due. 

 
 
 
 
________________________________________________________________________________       __________________________________________________ 
Signature and Stamp of Medical Authority               Date 
 
 
A request for an immunization waiver for medical reasons must be supported by official documents from a medical authority and provided to the school at the time of registration.              
I certify that the minimum immunization requirements have been waived. 
 
 
Immunization(s):  _______________________________________________________________ Reason:  ___________________________________________________________ 
 
 
 
 
 
Waiver Duration:  ________________________________________________________________ _______            _______________________________________________________ 
                             Signature and Stamp of Medical Authority            Date  
 
 
DoDEA Form 2942.0-M-F1, August 2006          (Page 4 of 4) 
 
 


	Registration_SY10.pdf
	Registration_SY10
	DOC001.PDF.pdf

	DODEA Certificate of Immunization 2942_0_M_F1.pdf

	Student Number: 
	Student Name (Last, First, Middle): 
	Preferred Name: 
	Gender: 
	Student SSN: 
	Student Grade: 
	Birth Date (MMMDDYYYY): 
	Check Box252: Off
	Check Box253: Off
	Sponsor Relationship: 
	Employer Type Code: 
	Citizenship: 
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Entry/Status Code: 
	Student Email Address: 
	Check Box258: Off
	Check Box259: Off
	Sponsor's Name (Last, First, MI): 
	Pay/Civ Grade: 
	Title/Rank: 
	Organization: 
	Location of Unit: 
	Rotation/ETS Date: 
	Spouse's Name (Last, First, MI): 
	Spouse's Title: 
	Spouse's Employer: 
	Spouse's Duty Phone: 
	Mailing Address (e: 
	g: 
	 APO/FPO): 


	Physical Quarter Address: 
	Sponsor Cell Phone: 
	Spouse Cell Phone: 
	Pager Number: 
	Emergency Contact Name: 
	Contact Duty Phone: 
	Emergency Contact Address (During Day): 
	Doctor's Name (if not Clinic): 
	Doctor's Phone Number: 
	Emergency Contact 2 Name (Optional): 
	Contact Home Phone: 
	Contact 2 Duty Phone: 
	Contact 2 Home Phone: 
	Emergency Contact 2 Address (Optional): 
	Contact Name: 
	Contact Address: 
	Relationship to Student: 
	Text260: 
	Text261: 
	Text262: 
	Employees Name Last First MI: 
	Last 4 SSN: 
	Sponsors DSN Number: 
	Email Address: 
	Text263: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Student's Name ( Last, First, MI): 
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box288: Off
	Check Box292: Off
	Text297: 
	Check Box290: Off
	Check Box291: Off
	Check Box293: Off
	Check Box287: Off
	Check Box289: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box299: Off
	Text298: 
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Text282: 
	Date: 
	Duty Phone: 
	Home Phone_2: 
	Printed name of student: 
	Text305: 
	Text306: 
	Text307: 
	Student Name: 
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Grade: 
	Date of Birth: 
	Age: 
	Check Box42: Off
	Check Box43: Off
	Check Box45: Off
	Check Box44: Off
	What language is spoken?: 
	Check Box46: Off
	Check Box47: Off
	Another Language (Please specify): 
	Check Box48: Off
	Check Box49: Off
	If yes, how many years?: 
	Check Box50: Off
	Check Box51: Off
	Check Box56: Off
	Check Box52: Off
	Check Box53: Off
	Another Language (Please Specify): 
	Check Box54: Off
	Check Box55: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	If yes, in what language?: 
	Text319: 
	Date_3: 
	Student's name: 
	School's Name: 
	print first and last names of student: 
	Signature of Student or Parent: Off
	Printed name of signing student or parent: 
	Patient Name: 
	Sponsor Name: 
	Student name: 
	Physical: 
	Asthma Care Plan if applicable: 
	Medical Permission Form: 
	Diabetic Care Plan if applicable: 
	Immunization: 
	Seizure Action Plan if applicable: 
	Epi-Pen: 
	Signature: 
	Child's Name: 
	School Name: 
	Parent/Sponsor signature: 
	DOB: 
	Medical Problems: 
	Allergies: 
	Medications: 
	Medication List: 
	Check Box16: Off
	Check Box17: Off
	Text264: 
	Home Phone: 
	Text265: 
	Rank: 
	Text266: 
	Cell phone: 
	Text267: 
	undefined_35: 
	Text268: 
	Work phone #: 
	Cell phone #: 
	Check Box269: Off
	Check Box270: Off
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Text276: 
	Text277: 
	Text278: 
	Check Box279: Off
	Check Box280: Off
	Student #: 
	Check Box2: Off
	Text69: 
	Text70: 
	Text71: 
	STUDENTS NAME Print LAST FIRST MI: 
	Check Box3: Off
	Check Box165: Off
	Check Box166: Off
	Text167: 
	Text164: 
	Check Box131: Off
	Check Box132: Off
	Check Box169: Off
	Check Box133: Off
	Check Box134: Off
	Check Box72: Off
	Check Box73: Off
	Check Box75: Off
	Check Box78: Off
	Check Box79: Off
	Check Box97: Off
	Check Box98: Off
	Check Box102: Off
	Check Box168: Off
	Check Box74: Off
	Check Box76: Off
	Check Box77: Off
	Check Box80: Off
	Text124: 
	Text126: 
	Text127: 
	Check Box171: Off
	Check Box170: Off
	Check Box135: Off
	Check Box136: Off
	Text162: 
	Text128: 
	Check Box137: Off
	Check Box138: Off
	Text129: 
	Text172: 
	Check Box139: Off
	Check Box140: Off
	Text173: 
	Check Box141: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Text163: 
	Text174: 
	Text149: 
	Text150: 
	Check Box107: Off
	Check Box110: Off
	Check Box106: Off
	Check Box108: Off
	Check Box81: Off
	Check Box84: Off
	Check Box86: Off
	Check Box87: Off
	Text130: 
	Check Box142: Off
	Check Box109: Off
	Check Box82: Off
	Text175: 
	Check Box83: Off
	Check Box85: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box147: Off
	Check Box148: Off
	Check Box111: Off
	Check Box146: Off
	Check Box152: Off
	Check Box153: Off
	Text151: 
	Check Box155: Off
	Check Box154: Off
	Check Box112: Off
	Check Box88: Off
	Check Box115: Off
	Check Box116: Off
	Check Box113: Off
	Check Box114: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box92: Off
	Check Box93: Off
	Text157: 
	Text156: 
	Check Box120: Off
	Text159: 
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Text158: 
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Text160: 
	Text161: 
	Check Box207: Off
	Text210: 
	Check Box208: Off
	Text209: 
	Check Box189: Off
	Check Box191: Off
	Check Box190: Off
	Check Box192: Off
	Check Box176: Off
	Check Box178: Off
	Check Box180: Off
	Check Box182: Off
	Check Box183: Off
	Check Box185: Off
	Check Box177: Off
	Check Box179: Off
	Check Box181: Off
	Check Box184: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Text211: 
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box213: Off
	Text212: 
	Check Box214: Off
	Check Box215: Off
	Check Box217: Off
	Text216: 
	Check Box197: Off
	Check Box18: Off
	Check Box199: Off
	Check Box200: Off
	Check Box218: Off
	Text219: 
	Check Box201: Off
	Check Box203: Off
	Check Box202: Off
	Check Box204: Off
	Check Box220: Off
	Text206: 
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Text230: 
	Text231: 
	Check Box224: Off
	Check Box225: Off
	Text226: 
	Check Box228: Off
	Check Box227: Off
	Text229: 
	PLEASE PRINT: 
	Parent/Sponsor Signature: 
	Text232: 
	Child's name: 
	Text233: 
	Check Box234: Off
	Check Box242: Off
	Check Box235: Off
	Check Box236: Off
	Check Box244: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box243: Off
	Check Box246: Off
	Check Box248: Off
	Check Box245: Off
	Check Box249: Off
	Check Box247: Off
	NAME (RANK IF APPLICABLE): 
	Sponsor SSN: 
	DEROS: 
	RELATIONSHIP TO CHILD: 
	Address: 
	Phone: 
	Text281: 
	DATE: 
	Text1: 
	Text2: 
	Text3: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Check Box60: Off
	Check Box61: Off
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text72: 
	Text73: 
	Text74: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 


