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INSTRUCTIONS TO TRAVELERS 

International Certificates of Vaccination or Revaccination are 
official statements verifying that proper procedures have been 
followed to immunize you against a disease which could be a 
threat to the United States and other countries. The Certificates 
are second in importance only to your passport in permitting 
uninterrupted international travel. THEY MUST BE COMPLETE 
AND ACCURATE IN EVERY DETAIL, or you may be detained 
at ports of entry. 

When your itinerary is complete, you may obtain informa­
tion on immunizations required or recommended for foreign 
travel from your local or State Health Department. 

How to Complete Your International Certificates of Vaccination 

1. Enter your name and address on the cover of the booklet 
before presenti ng it to your physician. 

2. On the Certificates required for your travel, print your name 
on the first line; sign your name on the second line; indicate 
your sex; and indicate your date of birth in the following 
sequence: day, month, year. Example: 5 June 1940. 

3. Vaccination against smallpox and cholera may be given by 
any licensed physician in the United States. After the physician 
completes his part of the Certificate, take it to your local health 
department to be validated. Yellow fever immunization may be 
obtained only at a designated YellOW Fever Vaccination Center. 
The Certificate must be stamped with the official stamp of the 
Yellow Fever Vaccination Center. 

4. It is your responsibility to have the Certificates validated with 
an "approved stamp." THE CERTIFICATES ARE NOT VALID 
WITHOUT AN "APPROVED STAMP." 

INSTRUCTIONS TO PHYSICIAN 

INFORMATION REQUESTED ON EACH CERTIFICATE 
MUST BE COMPLETE FOR THE CERTIFICATE TO BE 
VALID. 

1. The space for primary vaccination against smallpox is to be 
used only when a person receives his vaccination for the first 
time. If unsuccessful, a new Certificate must be used for a repeat 
primary vaccination. 

2. The dates on each Certificate are to be written with the day 
in arabic numerals, followed by the month in letters and the year 
in arabic numerals. Example: 1 Jan. 1971. 

3. Vaccinations may be given by nurses and medical technicians 
if under the direct supervision of a qualified medical prac· 
titioner. The WRITTEN signature of the physician or other 
person authorized by him must appear on the Certificate. A 
signature stamp is not acceptable. 

4. If smallpox vaccination is contraindicated on medical 
grounds, you should provide the patient with a written state­
ment, on your letterhead, signed and dated, indicating the nature 
of the contraindication. 

5. Information concerning official immunization requirements 
for international travel and the location of Yellow Fever 
Vaccination Centers in your area may be Obtained from your 
local or State Health Department. 

DO NOT THROW THIS BOOKLET AWAY. YOU MAY HAVE OCCASION TO USE THE CER· 
TIFICATES FOR FUTURE TRAVEl AND AS A RECORD OF YOUR VACCINATION HISTORY. 



INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION AGAINST SMALLPOX 
CERTIFICAT INTERNATIONAL DE VACCINATION OU DE REVACCINATION CONTRE LA VARIOLE 

Je SOussigne(e} certifie Que 'I' sexe -,~:;....;,-cl;:...!./-,'C"~ _____ _ This is to certify that ~~~-' sex 

whose signature follows d~te of birth A.!I -" 
dont la signature suit ~ ___ nele) Ie II "¥""c .>_ 

has on the date indicated been vaccinated or revaccinated against smallpox with a freeze-dried or liquid vaccine 
certified to fulfill the recommended requirements of the World Health Organization. 
a the vaccine1el au revaccinele' contre la variole II la date indiquee ci-dessous, avec un vaccin Iyophilise ou liquide 

T' f nd' '0 nd' IdS ' certl Ie can orme aux non-nes recomma ees par I rganisation mo la e ela ante. 
ShOW by "X" Signature, professional status, and address Manufactu rer and Approved stamp 

whether of vaccinator batch no. of vaccine 
Date 

Signature, titre, et adresse Fabricant du vaccin Cachet Indlquer par "X' 
S'li s'aglt de du vaccinateur et numero du lot autorise 

1.1 

""~" "'"} clnallon 
performed 

Prlmovacci- ~C 
nation, 
effectuee 

Ib Read as } 
successful 0 

Prise 

Unsuccessful }D 
Pas de prise 

2 

county("I""J(~ Care Serv ~ 
llttiGIAL VI\U" .1 • 

~ 
Q-" lomeda CALlFOm:'.'I. 

Revaccination' 
...1- ~.~istr(i'Etb ILl 741rlYl IBM No. 04 

499 - 5tf-r Street . U. s. A~ 
001 

3 UoKtand, Calitornla 940qI 
0 ! . 

Revaccination 

i 

4 

0 
Revaccination 

i 
5 

0 
Revaccination 

I 
THE VALIDITY OF THIS CERTIFICATE shall extend for a period of 3 years, beginning 8 days after the 

date of a successful primary vaccinatton· or. in the event of a revaccination, on the date of that revaccination. 
The approved stamp mentioned above must be in a form prescribed by the health administration of the 

country .n which the vaccination is performed. 
This certificate must be signed in his own hand by a medical practitioner or other person authorized by the 

national health administration; his official stamp is not an accepted substitute for his signature. 
Any amendment of this certificate, or erasure, or failure to complete any part of it, may render it invalid. 
LA VALIDITE DE CE CERTIFICAT couvre une periode de trois ans commensant huit jours apres la date de 

la primovaccination effectUiae avec SUCC& (prise) ou, dans Ie caS d'une revaccination, Ie jour de cette 
revaccination. 

Le cachet autorise doit etre conforme au modele prescrit par I'adminrstration sanitaire du territoire ou la 
vaccination est effectuee, 

Ce certificat dOlt etra signa de sa pro pre main par un medecin OU une autre personne habiiitee par 
I'administration sanitaire nationale, un cachet officiel ne pouvant ~tre consid~re comme tenant lieu de signature, 

Toute correction ou rature sur Ie cert~ficat ou I 'omission d'une quelconque des mentions qU'i! comporte 
peut affecter sa valid ite. 
·See item 1. instructions to Physicians. 

'Tn ':7 ,. -i 



INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION AGAINST YELLOW FEVER 

CERTIFICAT INTERNATIONAL DE VACCINATIONOU DE REVACCINATION CONTRE LA FIEVRE JAUNE 

This is to c,:rtify that 0 lAJ tQp !:EI SA " - sex 
Je SOUssl.g.ne(e) certifie que ~ 1,/. f' M- t I sexe 

whose signature followS /JJ J-t.~ dnae,t(ee)olfebirtl1ll ~J 31 
dont la signature suit _ .. Let""'""'-..(j...,..~-E.-=-~ ___ --"~,"",._",-..... __ ..JL.JL--''''''________ ,,_ up- _ 
has on the date indicated been vaccinated or revaccinated against yellow fever. 

a lite vaccine(e) OU revaccine(e) contre la fievre jaune a la date indiquee. 

Signature and professional status of vaccinator 
Manufacturer & batch Official stamp of 

number of vaccine vaccinating center 
Date 

Signature et titre du Fabricant du vacc;n Cachet officiel du 
vaccinateur et numero du lot centre de vaccination 

l. 

.." .... '7 ~~/?/f /6Yj Fk-
r'I'l 

); CD Vir, YAILLAHCOUlT, M.D. . ~ 
t..:» MEDICAl DIRECTOR, OSPHS • .~ t:A - U.S. PUBLIC HEALTII SERVICE ItOSpol Division of 
cD $AN FMNCISCa. CAUFORHIA 9:]1 ::l Richardsoll·Merr #'" 

2. 

THIS CERTIFICATE IS VALID only if the vaccine used has been approved by the World Health 
Organization and if the vaccinating center has been designated by the health administration for the country in 
which that center is situated, 

THE VALIDITY OF THIS CERTIF ICATE shall extend for a period of 10 years, beginning 10 days after the 
date of vaccination or, in the event of a revaccination, within such period of 10 years, from the date of that 
revaccination. 

This certificate must be signed in his own hand by a medical practitioner or other person authorized by the 
national health administration; his official stamp is not an accepted substitute for his signature. 

Any amendment of this certificate, or erasure, or failure to complete any part of it, may render it invalid. 
CE CERTIFICAT N'EST VALABLE que si Ie vllccin employe a ete approuve par l'Organisation mondiale de 

la Sante et si Ie centre de vaccination a ete habitite par I'administration sanitaire du territoire dans lequel ce 
centre est situe. 

LA VAI.IDITE DE CE CERTIF ICAT couvre une periode de dix ans commen<:rant dix jours aprls Is date de la 
vaccination ou, dans Ie cas d'une revaccination au cours de celte periode de dix ans, Ie jour de cette 
revaccination. 

Ce certificst doit ;tre sign'; de sa propre main par un mEidecin ou una autre personne habilitee par ,'admini· 
stration sanitaire nation ale, un cachet officlel ne pouvant ~tre considere comma tenant lieu de signature~ 

Toute correction ou rature sur Ie certificst ou romission d'une quelconque des mentions qu'it comporte peut 
affecter Sa validite. 







PERSONAL HEALTH HISTORY 

"Itt. Information which follows 15 a record of other Immunizations which the traveler has obtained as an addi­
tional health protection for International travel. These Immunizations are NOT usually required for entrance by 
4IIY country. Space is also provided for a parsonal health record in case of illness or accident while traveling 
abroad. 

OTHER IMMUNIZATIONS (Typhus, Typhoid. Plague, Poliomyelitis, Tetanus, etc.1 

oat. Vaccine Dose " Physician's Signature 

------~-r--------------------_+----------4_-----------------------------------------

------~----------------,r------~--r--------------------------------



REMARKS CONCERNING VACCINATIONS-REMARQUES CONCERNANT LES VACCINATIONS 

Date Notes 
Physician's signature and address 
Signature et adresse du medecin 

This information is to assist any physician called upon to treat an Iii traveler. 

Cette Information est pour aider Ie medecin qui peut etre appel':' pour traiter un voyageur malade. 

Date Rh type Blood group Name and address of physician-Signature et adresse du medecin 
Type Rh Groupe sanguln 

Name and address of person to 
notify in case of emergency. 

Nom et adresse de la personne 
a aviser en cas d'urgence. 

REMARKS concerning state of health, medical treatments,or known sensitivities: 

OPHTHALMIC INFORMATION (Prescription GfasSes) 

Sphere Cylinder Axis 

(00) Ocular Dexter -/~s 

(OS) Ocular Sinister 

Prism Base 

1 

t dd 

~ther PJ) 7()/67 ______ _ 

Base Curve _________ -+[ 
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INTERNATIONAL CERTIFICATE OF VACCINATION OR REYACCINATIOrA'nINST SMALLPOI 

CERTIFICAT.lNTERNATIONAL DE VACCINATION OU DE REVACCINATION CONTRE LA VARIOLE 
ne. is 10 certify that r; ") /. -# sex !. 
JJsous:;:::!::::'que ---~- - ...,.----.---~----------. =: oi-et-!:-----;-, rio signotur. suit ----((:~~~ --- ----------------.---- ..a(.jl. H.!;H.--~. 
has on the dole indicoted -.. voccinoted or revoccinoted against smallpox. "" )t 
a ... OIl r.voce ine, e I conn 10 variole ;, 10 elate indiq ..... 

Dale 
Indicate by "X" '""'.",," 

Indiquer per .. X" 
Signature, prafe .. ional status, and addreo. af vacci_ 

S~lure, quol", prOfeUion';;'Ue, .t odr ..... 

la. 

b. 

4. 

s. 

• 'iI s'ogit de 

Primary vocci- I 
nation perlormed 

Primovacci- 0 
nation affectuM 

Read as s"«en ful } 
Pri .. 

Revaccination 

o 
aevaccination 

LA VAUDln DE CE CERTIFICAT 
voc:cinalion effectuee avec lucci. (prise' 
. Le cachel d'authenlificatian doil ilre 

vaccinatian e.1 effectuM. 

du WlCcinofeur 

f'ERMANENTE MEDICA' 
GROUP 

Toute corr.ctian au tofure sUr Ie certifical o,tJ)4nisllion d'une quelcanque des me,ntic.n' • ., 
sa .validite . 

• s... po,," 10, item 2. 

Appraved stamp 
Cochet.- " • 

a, 

lb. 

• 



r INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION AGAINST YELLOW FEVER 
CERTIFICAT INTERNATIONAL DE VACCINATION OU DE REVACCINATION CONTRE LA FIEVRE JAUNE 

has on the date indicated been vQccinated or revaccinated agoins. yellow fever, 
Q itte vaccinete) ou revaccine(e) centre 10 fievre jaune C 10 date indiquee. 

Dale 

Signature end professional status of vaccinator 

Signalure et qua lite profe .. ionnelie du 
vQccinatevr 

Origin ond bait" 
number of vatdne 

Origine du vac;:cin 
employe et 

numino du lot 

Official stamp of 
vaccinating center 

Cachet official du 
centre de vaccination 

I. I. 

2 

2. 

MAY 966 Thomss M. ~ry, M. D. 
Chief, OPD g , ~ Jj 
U. S. Public Health SeMcl Htllpftlt' 
15th Avenue and lake Street 
San Francisco, California 94118 

-~ 

RatIonal Drug Or. 
",I!adelphia, ~a. 

116263 

2. 

THIS CERTIFICATE IS VALID only if the vaccine used has been approved by the World Health Organization and if 
-the vaccinating center has been designated by the health administration for~ountry in which thot center is situoted. 

VI THE VALIDITY OF THIS CERTIFICATE shall extend for 0 period oJ I e s, beginning 10 days after the date of 
voccinotion" or, in the event of 0 revaccinatian, within such period of ,y.,tJ ,from the date of that revaccinotion. 

Any amendment of this certificate, ar erasure, or failure 10 complete any part of it. moy render it invalid. 

CE CERTIFICAT N'EST VAlABlE que si Ie vactin employe 0 ete approuve par I'Organisatian Mondiale de la 
Sante eI si Ie centre de vaccination a ete habilite par I'odministration sanitaire du territoire dans lequel Ce centre est 
situe. 

LA VALIDITE DE CE CERTIFICAT couvre une periode de six ans commen~ant dix jaurs opr" la date de la vaccina­
tion au, dons cas d'une revaccinatian ou caurs de celie periode de six ans, Ie jaur de celie revaccinatian. 

Taute correction ou rolure sur Ie certificot ou !'omission d'une quelconque des mentions qu'il comporte peul affecter 
10 valid ita . 

• See page 11, item 4. 



r 
0-

------~-------------------------

INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION AGAINST CHOLER4 
CERTIFICAT INTERNATIONAL DE VACCINATION OU DE REVACCINATION CONTRE LE CHOL~RA 

~:i:!s:g~:7~7c::fie que ____ {)~!'~¢'.~. __ m.I2! ______ m~,q&..f!::..'f.l_t:. ___ :::emJ":t.<t« _____________ _ 

whose signo"',e follow< /' ~ " ~O 4-- d,?", of birth I. / &'" 1'1 
doni 10 signoture suit . __ ~:(.q~~[}~f.----- nile) Ie ------ /.--'7""-'-- ----------

hos on tne dole indicated been vaccinoted or revaccinated againsl cholera. 
a."; vaccine(e) ou revaccine!e) contre lechole,a a 10 date indiquee. 

Signa""e, pralessiona' stolus, and oddre .. of voccinoto, Approved stomp 

Date Signa"'re, quali"; professiannelle, el ad,esse du voc:<:inateur Cache! d' outhenlilication 

';U·irJ,r DFFICIAl VACCINATION 1. 
-;z2::... / 0,:.<... CALIFORNIA 
:;:M-~ JBM No. 04 001 

3/>;. -#-- /-F U. S. A. 

2. ANENTE MEDIC 2. 

GROUP 

k 
OAKLAND. IB M No. 04 ulH 

t;Al.1J: U. s. A,. 
• , . 

I;;../~/~f" ~ ';;1ft /-~~-.-. 
3 

fFICIAl VACCINATION 
CAlIFORNlA IIU ~ 

THE VALIDITY OF ~ATE shall extend far a period of 6 months, beginning 6 d~ys ;fter the first iniec-
tion of the vaccine or, I t 1;('t:J revaccination within such period of 6 months, on the date of that revQCcination. 

·11i. 
The approved stamp menltoned above must be in a form prescribed by the health administration of the country in 

which the vaccination is performed. 

Any amendment of this certificate, or erasure, or failure ta complete any part of it, may' render it invalid. 

LA VALIOITE DE CE CERTIFICAT couvre une periode de six mois commenc;anl six jours !ap .... 10 premiere injedion 
du vaccin au, dans Ie cos d'une revaccination au cours de celte periode de six mois, Ie jour de celte revaccination. 

Le cachet d'outhenlification doit etre conforme au modi Ie prescrit par I'odministration sanitaire du territoire au 10 
vQCcinotion est effecluee. 

Toute correction au rature sur Ie certi.ficat au I'omission d'une quelconque des mentions qu'il comporte peut 
affecter $Q validilll, 

Continue ov.rleof Suite au verso 

i 
I 
I 



CERTIFICATE (Continued) CERTlflCAT (Spite) 

Date 

10. 

11. 

12. 

Signature, profe"ional status, and address of vaccinator 

Signature, quoli'" profelSionnelle, et adresse du vaccinateur 

/1 ).0 t.. ..... 

~~ 

PERMANENTE MEDICAL 
GROUP 

OAKLAND 
CALIF. 

(~·l 
Approved stamp ! 

Cachet d'aulhentification 

OFFICIAL 
CALIFORNIA 

1 B M No. 04 oot 
U. S. A\ 

~. 

s. 

11. 

12. 



INSTRUCTIONS TO PHYSICIANS 

I. Information requested on each certiflcate must be com­
plete for the certificate to be valid. 

2. The space for primary vaccination against smallpox is to 
be used only when a person receives his vaccination for 
the first time. If unsuccessful a new certiflcate must be 
used for a repeat primary vaccination. 

3. The dotes on each certificate are to be written with the 
day in arabic numerals. followed by the month in letters 
and the year in arabic numerals. Example: October 1, 
1959. should be written 1/0ct./59. 

4. Vaccinations may be performed by a nurse or medical 
technician if under a physician's direct supervision. The 
physician's written signature must appear on the cer­
tificate; signature stomp is not acceptable. 

5. If vaccination is contraindicated the physician should 
provide the person with a written opinion, which port 
health authorities may take into account. 

6. Official immunization requirements for international 
travel and the list of designated yellow fever vaccination 
centers in the United States are contained in the booklet 
"Immunization Information for International Travel," PHS 
No. 384, on sale at the Superintendent of Documents, 
U.S. Government Printing Oftlce, Washington 25, D.C. 
Changes in requirements may be obtained from local ar 
State health departments. 

7. Additional information concerning certificates and im­
munization requirements may be obtained from the 
Epidemiology and Domestic Operations Branch, Division 
of Foreign Quarantine, U.S. Public Health Service, 
Washington 25, D.C. 

10 

• 

INSTRUCTIONS TO THE TRAVElER 

1. Properly complete the cover sheet of this booklet before 
presenting it to your physician. 

2. It is the responsibility of the traveler to have the "ap­
proved stamp" applied to the smallpox vaccination cer- i 
t;ficate or the cholera vaccination certiflcate. The cer­
tiflcate is not valid without the stomp and may not be 
accepted when required in international travel. 

In the United States the stomp is that of the local or 
Stole Health Officer of the area in which the immunizing 
physician practices. The certificate may be moiled to 
the Health Officer for this service if time permits its re­
turn. If moiled enclose a self-addressed, stomp«! en· 
velope to ensure ret,urn. 

Other" approved stamps" are (1) the stomp of the 
Deportment of Defense; (2) the stomp aSSigned to 
official Yellow Fever Vaccination Centers; (3) the seal of 
the Public Health Service; (4) the special "S-C" stamp 
approved by the Public Health Service for Smallpox and 
Cholera Vaccination Certiflcates. 

3. When yellow fever vaccination is needed for interno·· 
tional travel it must be received at a designated center. 
The list of designated centers in the United States is con· 
tained in the booklet "Immunization Information for In· 
ternational Travel," PHS No. 384. 

4. The yellow fever vaccination certiflcate when required by 
India, Pakistan, or Ceylon may not become valid in some 
instances until the J 2th day after vaccination. 

5. Immunization requirements-see items 6 and 7, page 
10. 

6. Travelers revaccinated against cholera or yellow fever 
during the period of validity of a current vaccination cer­
tificate should retain the old certificate for a period of 
6 days in the case of cholera and 12 days ,for yellow 
fever. 

11 

" t 



-- ~---~------------------
II. Th. information which follow5 is a r.cord of oth.r immunilations which the trav.l.r has obtained as an additional hnlth 

protmion for ilIltmationol tranl. 1hes. ilpmunilations are 1101 usually required for Intronce by any country. Space is 
also pro,ided for a personal hlalth rltOrd in (lSi of illlIISS or Icddlnt whilt traYeling obroacl. 

OTHER IMILMUNIIZATlOINS ~Typhus, Typhoid-Paratyphoid, Plague, Poliomyelitis, Tetaftus, ett.) 

pote Physician', Signotvre 



REMARKS CONCERNING VACCINATIONS-REMARQUES CONCERNANt lES VACCINATIONS 

Note, Physician', signoture and oddre ... 
SigftOture el ad,._ du medecin 

This informatian i. 1o auist any phyoician called upon to Intat an ill traveler. 
Cen. information e.t pour aider Ie medecin qui peut ilTe appele pour lTaiter un voyageu, malade. 

Date Rh Iype 
type Rh 

Blood group 
G"""", ........ in 

Nome and add, .... of phyoician-SigftOture e/ adr ...... du m.tdecin 

Nome ond addr ... of persan to 
toIifJ in case of emergency. 
Nom ___ de 10 personne 

a cM_ en cas d·urge~e. 

~"'~_iC8ll1j~. -.late ot heallh; Mdical treatments or known ~itivities: 
:-~IIG!!aII!S OClflCltil1l!lW l'etat de ..... , lraitements rnedicoux, au .... sibilite. _: 

'r: 

:l-:!'t:'. 

GLASSES Sphere- . Cylinder- Pri.m-



·\ . , 




