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_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

__________________________________________________________________ 

East Los Angeles College EMT Program Immunizations Record 

EMT Trainee Name Print 
Clearly 

Email address__________________________________________________ 
Area Code & Phone Number 

ONLY ONE TB/PPD TEST REQUIRE 
Date Results 

Tuberculin (PPD) Skin Test ______________ _______________________ 
MD/NP/PA/RN Signature 

Address_______________________________________________________ 
Area Code & Phone 
Number_______________________________________________________ 

Date Results 
TB/PPD Skin Test _____________________________________________ 

MD/NP/PA/RN Signature 

MD Address __________________________________________________ 
MD Phone ____________________________________________________ 

Date Results 
*Chest X-



             
                                        

 
      

  
 

  
   

 
      

  
 

  
   

 
    

  
 

 
     

  
 

  
   

 
   

     
 

       
  

 
  

   
 

    
   

    
  

   
 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

MD Address___________________________________________________ 
Phone Number ________________________________________________ 

Varicella (Chicken Pox) Vaccine ______________ Date________________ 
MD/NP/PA/RN Signature 

Address ______________________________________________________ 
Phone Number _________________________________________________ 

Varicella (Chicken Pox) Vaccine ______________Date ________________ 
MD/NP/PA/RN Signature 

Address ______________________________________________________ 
Phone Number _________________________________________________ 

Mumps Vaccine_____________________ Date ____________________ 
MD/NP/PA/RN Signature 

Mumps Vaccine Date: _______________ Numeric Value_______________ 
MD/NP/PA/RN Signature 

Address ______________________________________________________ 
Phone Number _________________________________________________ 

THE VACCINE IS REQUIRED. HAVING THE DISEASE DOES 
NOT MEET THE PROGRAM REQUIREMENTS 

Rubella (German Measles) Vaccine ________________ Date ___________ 
MD/NP/PA/RN Signature 

Address ______________________________________________________ 
Phone Number _________________________________________________ 

Rubella (German Measles) Vaccine __________________ Date__________ 
Numeric Value_________________________________________________ 
MD/NP/PA/RN Signature ________________________________________ 
Address ______________________________________________________ 
Phone Number _________________________________________________ 






