
missouri department of health and senior services 930 Wildwood drive
bureau of immunizations Jefferson city, mo 65109
REQUEST FOR OFFICIAL STATE OF MISSOURI IMMUNIZATION RECORDS 573.751.6124 

fax: 573.526.0238

please complete this form by typing or printing all required fields indicated by an asterisk (*). 
fax this request to 573.526.0238  please call 573.751.6124 for assistance.

PATIENT INFORMATION
*first name *last name middle name maiden name (if applicable)

*date of birth (month/day/year) gender department client no. (dcn) or medicaid no.

male    female
*last four digits of ssn *current address and telephone *previous address and telephone

OR AND

*REQUESTOR RELATIONSHIP TO CLIENT

healthcare professional          school          childcare          parent/guardian/custodian          self
other (please specify)

REQUESTOR INFORMATION
*first name *last name

*organization title

email address *telephone number fax number

address city state zip code

*INDICATE HOW IMMUNIZATION RECORD SHOULD BE SENT TO REQUESTOR

fax          email (encrypted for confidentiality)          us mail

SIGNATURE
requestor signature

FOR BIAA STAFF USE ONLY (CHECK, DATE AND INITIAL ONCE COMPLETE)
initials/date

sent          denied

mo 580-3076 (6-16)
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