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Public Health Law 2164 requires that the following immunizations be received prior to the child being 

allowed to enter preschool. 

 

• 3 DPT or DTaP (Diphtheria-Pertussis-Tetanus) vaccine (full dose only) 

• 3 TOPV (Trivalent Oral polio vaccine) 

• 1 Measles vaccine (after first birthday) 

• 1 Mumps vaccine (after first birthday) 

• 1 Rubella vaccine (after first birthday) 

• 1 HIB vaccine (Hemophilus Influenza) 

• 3 Hepatitis B (Hepatitis B vaccines) 

o for all children born after 1/1/95 

• 1 Varicella vaccine 

o for all children born on or after 1/1/00 

 

We need proof of compliance with this law at the time you register your child with the school. Adequate 

proof is a written certificate or record from the physician's office, transcript from the physician's office, 

transcript from the previous school, or a certificate of religious or medical exemption. 

 

If the immunizations have not been completed by the date your child is to enter school, we must 

exclude the child from school until the immunizations have been completed or until proof of 

satisfactory progress towards this completion is shown. 

 

We hope we can lessen the problems you may have in meeting this requirement. We offer the following 

information so you are able to have a record of the requirements for your physician to review. 

 

Also, we need evidence that your child has been screened for lead poisoning, which is required by 

the NYS Lead Poisoning Prevention Act, effective April 1, 1993. 
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_____________________________________  _____________   _______   
Student's Name      Date of Birth   Preschool 
 
Required Immunization:  Give full dates – full doses only 
 
DPT   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
DT   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
DTaP   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Td   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
OPV   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
IPV   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Measles  ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Mumps   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Rubella   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
MMR   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Hib   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Hep B   ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 
Varicella  ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 

 
Lead Screening Blood Test: Date ___/___/___   Results _______________ 
 

 

 
____________________________________ 
Physician's Printed Name or Stamp 
 

 

 
____________________________________________________________ 
Physician's Signature     Date 
 


