DEPARTMENT OF HEALTH—VICTORIA

SABIN ORAL POLIOMYELITIS VACCINE

MUnicipality oo
SUERame T e e e DatE Ol BITth S A
Christian Names ... SeX i
Address ..o OO OSSOSO
Name of Centre or School ... Grade ...

If under 21 years of age please have following completed:

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

AdAress oo

PLEASE COMPLETE AND RETURN WITHOUT DELAY
TO CENTRE, SCHOOL OR COUNCIL OFFICES

RECORD
Dose Date Batch No. ‘ Centre
—T ,
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Third B _: )
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