
DEPARTMENT OF HEALTH-VICTORIA 

SABIN ORAL POLIOMYELITIS VACCINE 


Municipality ...... ................... .... ... ........ ............................. ... ...................... .. ...... ...... ....... . 


Su rname ... _ ...... ... ........ .... . ... .... ......... .. .... ...... ........ Date of Birth ....... / ._ . ./ ...... . 


Ch ristian Names .. ..... ............... _ ................... .. .... .. ....... ... .. ... .... ...... Sex ........ ............ . 


Address ......................................... .................. ... .................................. ..................... ....... 


Name of Centre or School ............... .. .................. ......... .... ............... Grade.. ....... . 


request that I receive a course of oral poliomyelitis vaccine. 

Signed................................................. ................ Date ....... j. .... ... j. ...... . 


If under 21 years of age please have followi ng completed: 

request that the above-named be given a course of oral poliomyelitis 
vaccine.- -. --

Signed ............. .............. .. ..................... .............. Date .... ... j .... ... / ....... 

(Parent or Legal Guardian) 

Ad dress ............. ... ................... .... ................... .. .................... .. ... ................... ................... . 


PLEASE COMPLETE A ND RETURN WITHOUT DELAY 

TO CENTRE, SCHOO L O R COUNCIL OFFICES 


RECORD 


Dose l__ Date 
__ 

Batch No. Centre 

First 

Second 

Third 

-PL 

_. 
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