
VACCINE PRESCHOOL’ KINDERGARTEN - 12TH GRADE

1 dose (given on or after the l’
Haemophilus influenza Type B

birthday, unless child is older than None Needed
(Hib)

59 months)2

4 doses (one dose must be given on or after 4t6 birthday)34
Diphtheria, Tetanus, and

4 doses Plus
Pertussis (DTaP, Tdap)

1 dose of Tdap (prior to entering jth grade)’

Polio )IPV or OPV) 3 doses 3 doses (one dose must be given on or after 4t5 birthday)3

Measles, Mumps, and Rubella 1 dose (dose must be given on or 2 doses (first dose must be given on or after i’ birthday, and spacing
(MMR( after 1” birthday) between doses is 4 weeks)

2 doses (first dose must be given on or after l’ birthday, spacing
Varicella “chickenpox” 1 dose (dose must be given on or

between doses is 12 weeks for children under 13 years, and 4 weeks
(Var) after i’ birthday)6

for those older than 13 years)5’

‘Per MCA 20-5-402, a preschool is defined as a facility that provides, on a regular basis and as its primary purpose, educational Instruction designed for children
5 years of age or younger and that: (a) serves no child under 5 years of age for more than 3 hours a day; and (b) serves no child 5 years of age for more than 6
hours a day.

2Hib vaccine is not recommended for children older than 59 months.

3When following the ACIP schedule, children will have at least 5 doses of DTaP and 4 doses of polio vaccine.

4A pupil 7 years or older who has not completed the OTaP requirement must receive additional doses of Tdap vaccine or Td vaccine to become current in
accordance with the Advisory Committee on Immunization Practice (ACIP( recommendations per ARM 37.114.705.

‘While it is not recommended, if a child younger than 13 years receives their second dose of varicella at an interval of 4 weeks or longer, the dose does not
need to be repeated.

‘As of October 1, 2015 pupils are required to have varicella vaccine and all pupils 75l2th grade must have a Tdap vaccine.

Note: A four-day grace period may apply, as approprtate, per the ACIP recommendations.
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STATE OF MONTANA— CHILD CARE FACILITY/SCHOOL
CERTIFICATE OF IMMUNIZATION

Complete immunization requirements and penalties for those who fail to meet the requirements are referenced in Section V.
This form is required for ALL persons attending school or child care. See the reverse side for information about EXEMPTIONS and
INSTRUCTIONS.

SECTION! LEASE PRINT CLEARLY

SECTION!! IMMUNIZATION HISTORY

Valid out’, when filled out by School, Child Care or Medical Personnel (NOT to be filled out b the parent).

Required Vaccines Month, Day & Year of Each Dose

(CC= Child Care Requirement; SR=School Requirement)
1 2 3 4 5

Diphtheria/Tetanus/Pcrtussis (DTaP)

Booster Dose Tilap required prior to 7t grade entry
______

Hacmophllus Influenzae Type B (Hib)
(Only_children_less_than_5_years)

Measles/Mumps/Rubella (MMR)
or

Measles vaccine only

Mumps vaccine onl

Rubella vaccine only

Polio (IPV or OPV)

Varicella (Chickcnpox) IVZV or VARI
Check_here if child has_documentation_of disease

Hepatitis B

Pneumococcal Conjugate vaccine (PCVI3)

ACIP* Recommended Vaccines Month, Day & Year of Each Dose

eAdvisory Committee on Immunization Practices, 1 2 3 4 5

U.S. Centers for Disease Control and Prevention

Hepatitis A

Human Papilloniairus (HP\’) for ‘idolescents -9

Influenza- recommended annually for all over 6 mos.

Meningococcal Conjugate Vaccine (MCV4) (Ages 11-12 & later)

Rotavirus

NOT A COMPLETE IMMUNIZATION RECORD- CONTACT YOUR PROVIDER OR PUBLIC HEALTH AGENCY FOR MORE INFORMATION

If tilled out by health department or health care provider:

To the best of my knowledge, this child has received the above
immunizations.

If filled out by school or child care personnel:

I CERTIFY this information has been transferred from supporting
documentation as stated in the Administrative Rules of Montana:

Signed:
(Health Depa, to jest/Health Care Provide,) Date

Signed:
(School or Child Care Official and title) Date

Signed:
(1-fenith Depart,ne,it/Heafth Care Provider) Date

Signed: -

(School or Child Cure Official (aid title) Date

Signed:
(Health Dcpact,nent/Hcalth Care Provide,) Date

(Health Depa,-t,ne,it/Healih Care Provide,) Date
Signed:

‘School or Child Care Official and Title) Date

School or Child Care Official ajitl Title) Date

Child/Student’s Name Birth Date Se Primary Provider

Name of Paieiit/Guardian Address City Telephone
Home

Work

Signed:

Signed:

FORM No. IZ HEStO1 (Revised 02/2018)



SECTION III INSTRUCTIONS

Health Department or Physician

I. l:O medical exemption purposes. a physician is a person licensed to practice medicine in any jonsdtcttoo of the lAS. or Canada. This does not inclode chiropractic or
aataropathic doctors. nurse practittoisers or physiciats asststaots.

2. lii Sectsois II, please include vaccine doses svith montis. day aisd year for earls admissistered dose. lnsmoisizatiois riates, as specified in the adnainistrative rules, are

isecessary. Please sisis aod date the fonts.
3. If the child is conipleting a vaccine series, a Cotsd itiossal Attessclance fonts cais be used. The physician or health departnseist svill deterissiise the date of each (lose to be

adississistered and pot the schedule on the Conditional Attendaoce form. Please sign tlse Conditioisal Atteadanee fonss, and return to tlse school or child rare flicility.
4. ltttissunizatiois fonsss cais be obtaosed directly from the local health department or the Montana Isssisssssizatiots Prograiss at insnsnsustieation.isst.gos.

School and Child Care Official

I. Prior to a ttendiisg. all stssdessts aisd clii Id rare facility atteisdees insist have ci tIter a) the required itssissutsieatioiss atid documentation or It) lsas’c cossspleted the appropriate
cxeissptioo or coisditiotial atteisdaisce rlocssmeistatiois. This inclsicles transfer stsirleists.

2. Docnnientaiion nsssst siseet the criteria of the Adniiisistrative Rides of Moistaisa. flsis is hinuted to oilier school health records assd certain docssissetsts frosts lsealtli
rlepartitsetsts aisd Pls sicians.

3. Transferriisg iufornsaiion from supporling docttntemttation lo tins form insist be cloise by a school ssr child rare oflicial. The sclsool or child rare official nsost tlscis sigis
and date the foriss lSectiois Ill aisd attach the supportiiss docotssentatiois.

4. Conditional Atteoilance forsss. otsce completed sod attached to this docssnsetst, allssss’s attessdatsce so lotsg as insisseisizatiots cotstitssies as sclsedoled.
5. School Transfer Students.
There is no tessnofer period allowed. Traissfer stssdeists nssist provide arleqssate clocssisseistation of imnsstniaatiois PRIOR to attending sclsool,

a) Transferring In: Sisideists svlso traissfer astss Nloistassa froiss out of state nsstst Isave tiseir nisnsssssizatiots itsforsssatiois recorded On this foriss lScr’ sissstsber 2 oborc
regordssig orreptab/e dorssstsesstatiosi.) Sissdessts most nsect Moistaisa isssnsutsization rcqssircisseists.
h) Transferriitg Ont: If stssrlessts traissfer sssst of your school, a copy of thus recorsl sisosslsh be manitaosed for one year follosvnsg tlse transfer. Tue Moistaoa lass requires
schools to forss ard use origissal Certificate of Isssssssisizasiois to the sclsssol to ss’hsicls studeists trasssfer.
c) Homeless Students: All hoisseless stsidetsts tssstst be usitsiediately eisrollerl its a Moistatsa schsssol tss eisssire coissphiassce svitls tlse N IcKitsisey—Veisto Art. Stsideists slsosild
he assigisecl a liaison svhso cats assist turns its ohtaioasg ettlser appropriate docstmentattots of instsstnstzation or in obtaiising tise required isssnsssoizatiotss.

Pa rent
N lotatassa lass- reqsaees nssmussizatioss sssforsuattoss he recorded ots tlsss docsiment for persosss to atteisd Moistassa schools. presclsssols aisd clsild rare facilities.

2. ONLY schunl, child care and health officials cant consplete this bent. School aisd child care officials steed cloctsmeistatioss from plsysiriaiss or lseahth departssseisss as
described by the Adissitsistrative Rssles of Moistassa le.xssussjs!es: A rsssssplcsec! .bftssststuscs Certi/2s-sstc sal Jssssnssss:sstisass; A sigsscd Jsssssssssi;rstisn retort! russO. ti is the parent’s
responsibility to pro’ ide these dncnnments to tine school or child care facility.

3. Religions exemption anti conditional atteutlauce issay be sisesi its acrorshassce svith tise lmsssutsizatiois Lass assd Adnsissistratise niles. The Religious Exesssptioss snas’ he sised
sit sclsool settnsgs assd ossist he retsessed antsually. Religious exeusptiost for cluld rare ossly applies to Haesssoplsilsis itsflsieiszae type h lHih), atsd insist he rettess’ed assstssally.

4. NIotitatsa lasv prolsibits chsildreis floiss atteodissg atsy Moistaisa sclsssssl or clii Id care fan lit3- prior to ssseetitsg issssssssssieatioss reqstiretssessts.
5. If your child trasssfers to assotiser Montana school, a cops oftlsss cosssphetecl fonts ss’ill alloss yosir child to cuter that school. Hoss’eser. the origitsal Certificate of

lnsssssitsszatsots nsssst be prosided to tlse ssesv school ss’itlsiss 30 dsiys oftrasssfer iii orrler for use clsilrl to attetsd.

SECTION IV EXEMPTIONS

Please refer to the form HES1O1A at
in1Inunization.n1t.gov

SECTION V LEGAL REFERENCES

Montana Codes Annotated Administrative Rules of Montana
20-5-101 - 410: Montana Imosunization Lasv 37.114.701-721: Imsssssssizatioet of K- 12, Preschsool and
52-2-735: Day Care Certification Post secondary Schools

37.95.140: Day Care Ceister Insnsussizatiosts
Group Day Care Homes — Health
Family Day Care Houses — Healths

If yost has-c any questions abosst: I) the use of this fonts; 2) obtaining copies of imtssstnieation fonsss, lasvs, or miles; or 3) svhether or not a person nseets attendance
reqsstrensents. please contact your local health depas’ttssent or the Montana Insnsunizatioss Program, DPHIIS, Cogsss’ehl Bsnhding, Helena. MT 59fi20. Phone (40fi)444-5580.

www.immunization.mt.gov

FORM No. IZ HESIOI (Revised 07/2015)



Montana Department of Public Health and Human Services (DPHHS)
Communicable Disease Control and Prevention Bureau Immunization

Program

Medical Exemption Statement

Physician: Please mark the contraindications/precautions that apply to this patient, then sign and date the back of the form. The
signed Medical Exemption Statement veri’ing true contraindications/precautions is submitted to and accepted by schools, childcare
facilities, and other agencies that require proofof immunization. For medical exemptions for conditions not listed below, please note
the vaccine(s) that is contraindicated and a description ofthe medical condition in the space provided at the end of the form. The
State Medical Officer may request to review medical exemptions.

Attach a copy of the most current immunization record

Name of patient_________ DOB

Name of parent/guardian

Address (patient/parent)

School/child care facility

For Official Use Only:

D Check if reviewed by public health Name/credentials of reviewer: Date of review:

Medical contraindications for immunizations are determined by the most recent General Recommendations of the Advisory Committee on
Immunization Practices (ACIP), U.S. Department ofHealth and Human Services, published in the Centers for Disease Control and
Prevention’s publication, the Morbidity and Mortality Weekly Report.

A contraindication is a condition in a recipient that increases the risk for a serious adverse reaction. A vaccine will not be administered
when a contraindication exists.
A precaution is a condition in a recipient that might increase the risk for a serious adverse reaction or that might compromise the ability ofthe
vaccine to produce immunity. Under normal conditions, vaccinations should be defeiTed when a precaution is present.

Contraindications and Precautions
Vaccine

Hepatitis B Contraindications

( not required t Serious allergic reaction (e.g., anaphylaxis) after a previous vaccine dose or vaccine component

for school Precautions
attendance) E Moderate or severe acute illness with or without fever

DTaP Contraindications
Severe allergic reaction (e.g., anaphylaxis) after a previous dose or to a vaccine component

E Encephalopathy within 7 days after receiving previous dose of DTP or DTaP

Precautions

DT Td
Progressive neurologic disorder, including infantile spasms, uncontrolled

‘
E epilepsy, progressive encephalopathy; defer DTaP until neurological status has clarified and

stabilized
Fever 40.5°C (105°F) within 48 hours after vaccination with previous dose of DIP or DTaP
Guillain-Barre’ syndrome 6 weeks after a previous dose of tetanus toxoid-containing vaccine

Tdap T Seizure 3 days after vaccination with previous dose of DIP or DTaP

Persistent, inconsolable crying lasting 3 hours within 48 hours after vaccination with previous

1 dose of DTP/ DTaP

E 1-listory of arthus-type hypersensitivity reactions after a previous dose of tetanus toxoid- containing vaccine
E Moderate or severe acute illness with or without fever

IPV Contraindications
Severe allergic reaction (e.g., anaphylaxis) after a previous dose or to a vaccine component

Precautions
Pregnancy

E Moderate or severe acute illness with or without fever



Name of Patient:

__________________________________________

Date Exemption Ends: I /

Vaccine

PCV Contraindications

çnot required Severe allergic reaction (e... anaphylaxis) after a previous dose (ofPC\’7. PCV 13, or any diphtheria toxoid--contain
br school vaccine) or to a component of a vaccine (P’V7, Pc’V13, or any diphtheria toxoid-containing vaccine)
attendance)

Precautions

E Moderate or severe acute illness with or without fever

Hib Contraindications

T Severe allergic reaction (e.g., anaphylaxis) after a previous close or to a vaccine component
C Age <6 weeks

Precautions

C Moderate or severe acute illness with or without fever

(1MR Contraindications
C Severe allergic reaction (e.g.. anaphylaxis) after a previous close or to a vaccine component

C Known severe immunodeficiency (e.g., hernatologic and solid tumors, chemotherapy, congenital immunodeficiency,
long—term immunosuppressive therapy, or patients with HIV infeetion who are severely immunocompromised)

C Pregnancy

Precautions

C Recent (<1 1 months) receipt of antibody—containing blood product (specific interval depends on the product)

C History of thrombocytopenia or thrombocytopenic purpura
C Need for tuberculin skin testing
C Moderate or severe acute illness with or without fever

Varicella Contraindications
C Severe allergic reaction (e.g.. anaphylaxis) after a previous dose or to a vaccine component

C Known severe immunodeficiency (e.g., hematologic and solid tumors, chemotherapy, congenital imnninodeficiency,
long-term immunosuppressive therapy, or patients with H1V infection who are severely immunocompromised)

C Pregnancy

Precautions

C Recent (<1 1 months) receipt of antibody-containing blood products (interval depends on product)
C Moderate or severe acute illness with or without fever

For medical conditions not listed, please note the vaccine(s) that is contraindicated and a description of the condition:

A physician (M.D. or D.O) licensed to practice medicine must complete and sign this form.

Date exemption ends:

Physician’s Name (please print)

Address

Physician’s Signature

Instructions:

1. Complete and sign the form.

2. Attach a copy of the most current immunization record.

3. Retain a copy for the patient’s medical record.

4. Return the original to the person requesting this form.

For questions call (406) 444-5580
Additional copies of tins form can be accessed at: http:,’/www.dphhs.mt.eov/publiehealtlfiitiinunization.

Montana Code Annotated Administrative Rules of Montana
20-5-403: MT School Imnuinization Requirements 37,114.701—721: Immunization of K— 12. Preschool, and Post-

52-2-735 Child Care Health Protection - Certification secondaty schools 37.95.140: Daycare Center Immunizations, Group

Daycare Homes, Family Day Care Homes
MONTANA

5Li5.

FonriNo. IZI-IESIOIA(Rev 10/2018)



AFFIDAVIT OF EXEMPTION ON RELIGIOUS GROUNDS FROM MONTANA

SCHOOL IMMUNIZATION LAW AND RULES

Student’s Full Name Birth Date Age Sex

School:

If student is under 18, name of parent, guardian, or other person responsible for student’s care and custody:

Street address and city:

_________________________________________________________

Telephone:

_________________________________________________________________

I, the undersigned, swear or affirm that immunization against

Diphtheria, Pertussis, Tetanus (DTaP, DT, Tdap) Polio

Measles, Mumps and Rubella (MMR,) Vance/la (chickenpox,)

Haenioph i/us Influenzae Type b (Hib)

is contrary to my religious tenets and practices.

I also understand that:
(1) I am subject to the penalty for false swearing if I falsely claim a religious exemption for the above-named

student [i.e. a fine of up to $500, up to 6 months in jail, or both (Sec. 45-7-202, MCA)j;
(2) In the event of an outbreak of one of the diseases listed above, the above-exempted student may be

excluded from school by the local health officer or the Department of Public Health and Human Services
until the student is no longer at risk for contracting or transmitting that disease; and

(3) A new affidavit of exemption for the above student must be signed, sworn to, and notarized yearly,
before the start of the school year and kept together with the State of Montana Certificate of
Immunization (HES-lOl) in the school’s records.

Signature of parent, guardian, or other person Date
responsible for the above student’s care and
custody; or of the student, if 18 or older.

Subscribed and sworn to before me this

________

day of

__________ ____________

Signature: Notary Public for the State of Montana
Seal

Print Name: Notary Public for the State of Montana

Residing in

___________________________

My commission expires

___________________

MONTANA

revised 06/2015


