INTERNATIONAL CERTIFICATE OF VACCINATION OR PROPHYLAXIS


This is to certify that [Name]:……………………………………………………………………………………
Date of Birth:……………………………………………….Sex:……………………………………………………
Nationality: …………………………………………………………………………………………………………….
Passport number:…………………………………………………………………………………………………….
Whose signature Follows: ………………………………………………………………………………………..
has on the date indicated been vaccinated or received prophylaxis  against : POLIO
in accordance with the International  Health Regulations.
	Vaccine or prophylaxis vaccine or agent prophylactique

	Date
	Signature and professional status of supervising clinician

	
	
	

	
	
	

	
	
	


