
 
 

                                                                                                                                  

Adult Vaccine  
Administration Record 

                                                                                                        Rev.12-2023 

 
 
Name:____________________________ __________________________ ___________________________________ 

               (Last)                           (First)                      (Middle)   

  

Date of Birth: ____/____/____        

  
Address:_____________________________City/Town:____________________State:__________Zip: _____________ 
 
Adults ages 19-64 years are eligible to receive vaccine from the Vermont Vaccines for Adults program.    
Federal law requires documentation of current VIS provided to patient for each vaccination.  

Vaccine Type 

Date Vaccine 

Administered     

& VIS/EUA 

Given 

Route/Site 

(circle) 

Manu-

facturer   
Lot Number 

VIS/EUA 

Publication 

Date 

Administered By 

Signature Title 

           

HepA #1  IM /   RA   LA       

HepA #2  IM /   RA   LA      

 

HepB #1  IM /   RA   LA      

HepB #2  IM /   RA   LA      

HepB #3  IM /   RA   LA      

 

HepA-HepB #1  IM /   RA   LA      

HepA-HepB #2  IM /   RA   LA      

HepA-HepB #3  IM /   RA   LA      

 

HPV #1  IM /   RA   LA      

HPV #2  IM /   RA   LA      
HPV #3  IM /   RA   LA      

 

PPSV23   IM /   RA   LA      

PCV15 / PCV20*  IM /   RA   LA      

 

RZV (shingles) 

#1  IM /   RA   LA      

RZV (shingles) 

#2 
 IM /   RA   LA      

 

RSV  IM /   RA   LA      

 

Tdap / Td*  IM /   RA   LA      

Tdap / Td*  IM /   RA   LA      

Tdap / Td*  IM /   RA   LA      

Tdap / Td*  IM /   RA   LA      

*  circle formulation used 
                                                                                                                                                                             

Immunization Program •  P.802-863-7638 or 800-640-4374 • AHS.VDHImmunizationProgram@vermont.gov 
http://www.healthvermont.gov/disease-control/immunization-providers 

https://www.healthvermont.gov/health-statistics-vital-records/registries/immunization 

 

Clinic Name & Address 

mailto:AHS.VDHImmunizationProgram@vermont.gov
http://www.healthvermont.gov/disease-control/immunization-providers
https://www.healthvermont.gov/health-statistics-vital-records/registries/immunization


side 2 

                                                                  Adult Vaccine  
Administration Record 

 
 

Name:____________________________ __________________________    Date of Birth: ____/____/____                   
               (Last)                           (First)  

    
Flu Vaccine Abbreviations 

IIV4 Inactivated inf luenza vaccine, quadrivalent 
LAIV4 Live attenuated inf luenza vaccine, quadrivalent 
RIV4 Inactivated recombinant inf luenza vaccine, quadrivalent 
ccIIV4 Cell culture-based inactivated inf luenza vaccine, 

quadrivalent 
HD-IIV4 High-dose inactivated inf luenza vaccine, quadrivalent  
aIIV4 Adjuvanted inactivated inf luenza vaccine, quadrivalent  
  

 

Vaccine Type  

Date Vaccine 

Administered     

& VIS/EUA 

Given 

Route/Site 
Manu-

facturer     
Lot Number 

VIS/EUA 

Publication 

Date 

Administered By  

Signature                       Title 

FLU (See Abbreviations at top)           

IIV4 04/17/2018 IM / RA Sanofi  AB3214 8/8/16 John Doe RN 

        

        

        

        

         

        

        

        

        

        

        

        

Covid-19 Vaccine 

   IM /   RA   LA      

  IM /   RA   LA      

  IM /   RA   LA      

  IM /   RA   LA      

  IM /   RA   LA      

  IM /   RA   LA      

Enter other vaccinations below (Travel vaccines, MMR, Varicella, IPV)  

        

        

        

        

        

 

Clinic Name & Address 

RA Right Arm           

LA Left Arm 

IN Intranasal Spray          

IM Intramuscular 

ID Intradermal 

SQ Subcutaneous 

 


