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WHAT YOU SHOULD DO
FOR THE HEALTH OF YOUR CHILD
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IMMUNIZATION

Write date of immunization

'y )
At Birth | 6 weeks | 10 weeks | 14 weeks | 9 months
BCG it R
POLIO

DPT

YELLOW FEVER

MEASLES

4

VITAMIN A FOR 5§ YEARS

Write date of receiving drops

DOSE 1 2 3 4 5
DATE

DOSE 6 7 8 9 10
DATE




