To Whom It May Concern:

I hereby verify that ___________________ 
     _____________________                                     First name



Last name

is current on all immunizations              (please use a check mark) as of                                   .

       Current date

     OR

is in need of the following immunization(s).  (Please include the time lines needed to be followed):

Signed by:                                             


Date:  ___________________                                               
Position:  _______________________                                           
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