
SAINT JOHNS COUNTY HEAL TH DEPARTMENT 

Patient Information 

Date: 
-----

Last Name: First: Middle: 
---------- -------- ----------

Street:_____________________ unit/apt _________

Telephone Number: ______________ 

City: _________________ State: _____ Zip Code: _____ _ 

Email Address: ___________________________

DOB: __________ 

Race: 
-----

Primary Language: ______ _ Gender: □Male □Female 

Ethnicity: □ Hispanic/Latino D Non-Hispanic/Latino 

Name of person bringing child: _______ _ Relationship to child: ______ _ 

St. Johns County Health Department Out 
of State Immunizations Form August 2025 


