
McMurry University 

Bacterial Meningitis Immunization Notification Form 

 

 

 

_______________________ has provided Immunization Services to ___________________________ 
Pharmacy Name                                                                                                                                                          Student Name 

 

 

 

Immunization Information: 

 

Patient name:  ___________________________________   DOB: _____________________ 
 

Vaccine 

Administered Dose Injection Site Route 

Product 

Name NDC  

Date 

Administered 

Lot Number 

and 

Expiration 

Date Mfg. 

Meningitis 

Vaccination 
0.5 mL  IM      

 

  Store #:  ________________________________________ 

       Pharmacy Address: _______________________________________________________________ 

   _______________________________________________________________ 

   ________________________________________________________________ 

       Pharmacy Phone: ____________________________________________ 

 

 

Immunization Certified Pharmacist’s Signature: ___________________________________________________________ 


