
 Parent/Guardian Questionnaire Form 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

Waiver of Confidential Material 
I/we understand recommendations and evaluations obtained for the purpose of admission to The Brook Hill School 
are confidential (excluding transcripts), and as parent(s) and/or legal guardian(s), I/we waive the right to them.  To the 
best of my/our knowledge the information in this application is accurate.  I/we also understand misrepresentation 
could invalidate the application process. 

 
Signature of Father or Guardian / Date Signature of Mother or Guardian / Date 

 
Confidential Information (please attach extra paper if necessary.) 
1. What special award(s) and/or recognition has the applicant received? (Not limited to school) 

__________________________________________________________________________________________________  
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  

2. Has the applicant ever been suspended or expelled from any school for any reason?  Yes      No 
(If “Yes”, please attach details.) 

3. Have you ever withdrawn the applicant from any school for any reason?  Yes      No 
(If “Yes”, please attach details.) 

4. Has the applicant ever repeated a grade?  Yes      No 
(If “Yes”, please attach details.) 

5. Has the applicant ever attended a school or participated in a program designed for students who 
have special academic needs or abilities? (Gifted, special education, resource, etc.)  Yes      No 
(If “Yes”, please attach details.) 

6. Has the applicant ever been diagnosed with a learning disability?  Yes      No 
(If “Yes”, please attach details.) 

Does the applicant take any medication in relation to the learning disability?   Yes      No 
If “Yes”, list all medication and known effects on the applicant. (i.e., better focus, headaches, moodiness) 
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  

7. Does the applicant take medication for any particular medical need?  Yes      No 
(If “Yes”, please attach details.) 

8. What examples best describe the applicant’s strengths? 
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  

9. What examples best describe the applicant’s areas of needed improvement? 
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  

10. How do these strengths and weaknesses affect the following: 
a. The applicant’s performance in the classroom? 

______________________________________________________________________________________________  
______________________________________________________________________________________________  

b. The applicant’s relationship with others? 
______________________________________________________________________________________________  
________________________________________________________________________ 
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 Applicant Questionnaire Form Grades 3-12 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

 
Date of Birth (mm/dd/yyyy) Age Gender (M / F) Home Phone 

(Include area & country code) 

APPLICANT: 
Please answer the following questions as thoughtfully as possible. We ask for your answers and opinions, 
not those of others. 

1. Which school subject(s) do you enjoy the most? Which do you enjoy the least?  Please explain. 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
2. Tell us about your favorite activities and hobbies. 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
3. What is important to you in choosing a friend? Please explain. 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
4. What do you most like about yourself? 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
5. If you could change something about yourself, what would it be? 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
6. How would your parents describe you? 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
7. How would your friends describe you? 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
8. Check the activities that you enjoy the most: 

 Art   Band  Baseball  Basketball  Cheerleading  Chorus 
 Drama  Football  Golf   Orchestra  Softball  Soccer 
 Swimming  Tennis  Track & Field  Volleyball  Weight Lifting  Other: _______ 

9. Please choose one of these statements and then write a response to it. Write your response on the back of this 
form.  Use additional sheets if necessary. 

 Describe a person you admire or who has influenced you a great deal. 

 What makes you the interesting person that you are? (Be sure to include the qualities you like best about yourself.) 

 Explain the impact of an event or activity that has created a change in your life or in your way of thinking. 
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 Principal Recommendation Form Grades 1-5 

Application For Enrollment (for rising 1st through 5th grade) 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

To the Parent/Guardian: 
 Please give this form to applicant’s current Principal.  

 Attach an addressed, stamped envelope for The Brook Hill School, P.O. Box 668, Bullard, TX 75757 

 Please read and sign the statement below: 

I acknowledge that I waive my right to read the confidential recommendation and the school report for this 
applicant. 

 
Applicant Signature Date 

 
Name of Parent/Guardian (please print)  

 
Parent/Guardian Signature Date 

To the Principal: 
 This recommendation will remain confidential and will not become part of the applicant’s permanent record.  

 When you have completed this form, please send it to The Brook Hill School in the provided stamped envelope or 
fax to (903) 894-6332.  

 Feel free to use additional sheets, if necessary. 

Thank you for taking your valuable time to complete this evaluation.  Your reflections are an important part of the 
applicant’s application.  Your cooperation and candor are greatly appreciated.. 

 
Your Name Title Phone 

 
School Name Your Email 

 
Your Signature Date 
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 Principal Recommendation Form Grades 1-5 

If the need arises, may we contact you to discuss the applicant further?   No  Yes 

 How long and in what capacity have you known this applicant? _________________________________________ 

 Has the applicant ever been a recipient of a special services program (i.e., gifted, learning disability resource 
center, speech therapy, etc.)?   No  Yes If “yes”, please explain: _________________________ 

 
 

 To your knowledge, has the applicant been recognized for outstanding academic, athletic, or artistic 
performance?  No  Yes If “yes”, please explain: __________________________________________ 

 
 

 To your knowledge, has the applicant had any history of serious conduct problems?   No  Yes 
If “yes”, please explain: ________________________________________________________________________ 

 
 

 Will the applicant be permitted to re-enroll in your school?   No  Yes If “no”, please explain: _____ 

 
 

 Do you have any reason to question the applicant’s academic or personal integrity?   No  Yes   
If “yes”, please explain: ________________________________________________________________________ 

 
 

 Areas in which the applicant has the greatest strengths? ______________________________________________ 

 
 

 Areas in which the applicant has the greatest needs? ________________________________________________ 

 
 

 Describe the ways the applicant contributes to your school community: (character, citizenship, leadership) ______ 

 
 

 Please describe parental support / involvement: _____________________________________________________ 

 
 

 The Brook Hill School is a comprehensive Christ-centered college preparatory school.  In your opinion, will this 
applicant be a good fit in The Brook Hill School program? 

 Definitely  Yes, with little effort  Yes, with much effort  No 
Please explain your response: 
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 Principal Recommendation Form Grades 1-5 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

Personal Characteristics and Qualities 

 Please place check marks at the points that represent your evaluation of the applicant in comparison to other 
students in his or her age group whom you have directed or taught.  

Peer Relations ..............................  Role model  Healthy relationships  Occasional problems  Relates poorly 

Relationships with adults ............  Courteous  Usually positive  Occasional problems  Shows little respect 

Displays appropriate conduct ....  Good conduct  Usually good conduct  Occasional 
misconduct 

 Poor conduct 

Integrity .........................................  Highly trustworthy  Trustworthy  Usually trustworthy  Questionable 

Concern for others .......................  Very Considerate  Considerate  Usually considerate  Rarely considerate 

Warmth of personality .................  Always friendly  Usually friendly  Occasionally friendly  Rarely friendly 

Sense of humor ............................  Highly developed  Good  Fair  Poorly developed 

Citizenship ....................................  Excellent  Good  Fair  Poor 

Attitude toward school ................  Excellent  Good  Fair  Poor 

Leadership potential ....................  Leader  Can follow or lead  Leads on occasion  Rarely leads 

Self confidence ............................  Healthy self-image  Needs some support  Seems over confident  Poor self-image 

Reaction to criticism ....................  Excellent  Good  Fair  Poor 

Responsible ..................................  Very responsible  Usually responsible  Sometimes 
responsible 

 Rarely responsible 

Emotional maturity ......................  Very mature  Age appropriate  Sometimes immature  Very immature 

Self control ...................................  Excellent  Good  Fair  Poor 

 Does the applicant have excessive absences?  No  Yes 
If “yes”, please explain:________________________________________________________________________  
__________________________________________________________________________________________  
__________________________________________________________________________________________  

 Additional comments: 
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 Teacher Recommendation Form Grades 2-5 

Application For Enrollment (for rising 2nd through 5th grade) 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

To the Parent/Guardian: 
 Please give this form to the applicant’s current teacher.  If the applicant has multiple teachers, you will need to 

make copies of this form to give to each of their teachers. 

 Attach an addressed, stamped envelope for The Brook Hill School, P.O. Box 668, Bullard, TX 75757 

 Please read and sign the statement below: 

I acknowledge that I waive my right to read the confidential recommendation and the school report for this 
applicant. 

 
Applicant Signature Date 

 
Name of Parent/Guardian (please print)  

 
Parent/Guardian Signature Date 

To the Teacher: 
 This recommendation will remain confidential and will not become part of the applicant’s permanent record.  

 When you have completed this form, please send it to The Brook Hill School in the provided stamped envelope or 
fax to (903) 894-6332.  

 Feel free to use additional sheets, if necessary. 

Thank you for taking your valuable time to complete this evaluation.  Your reflections are an important part of the 
applicant’s application.  Your cooperation and candor are greatly appreciated.. 

 
Your Name Title Phone 

 
School Name Your Email 

 
Your Signature Date 
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 Teacher Recommendation Form Grades 2-5 

How long and in what capacity have you known this applicant? ___________________________________________  

If the need arises, may we contact you to discuss the applicant further?   No  Yes 

 Please place check marks at the points that represent your evaluation of the applicant in comparison to other 
students in his or her age group whom you have taught.  

 

English/Language Arts 
Excellent Above 

Average Average 
Below 

Average 

No Basis 
for 

Judgment 

Reading Comprehension      
Written Expression – Grammar      
Written Expression – Composition      
Spelling      
Oral Language      
Textbooks and Publishers Used:      

Math      
Knowledge of basic facts      
Operations      
Ability to grasp new concepts      
Problem Solving skills      
Textbooks and Publishers Used:      

Academic Skills 
Excellent Good Fair Poor / 

Limited 

No Basis 
for 

Judgment 

Oral Expression      
Critical/Abstract Thinking skills      
Intellectual Curiosity      
Organizational skills      
Study skills      
Motivation      
Determination      
Creativity      
Academic Potential      

 Does the applicant have excessive absences?  No  Yes 
If “yes”, please explain:_________________________________________________________________________ 

 
 

 The Brook Hill School is a comprehensive Christ-centered college preparatory school.  In your opinion, will this 
applicant be a good fit in The Brook Hill School program? 

 Definitely  Yes, with little effort  Yes, with much effort  No 
Please explain your response: 
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 Teacher Recommendation Form Grades 2-5 

 
Name of Applicant (please print) Grade (for which applying) School year (for which applying) 

Personal Characteristics and Qualities 
Class participation........................  Joins in readily  Contributes 

occasionally 
 Wants to dominate  Rarely contributes 

Ability to work in a group.............  Always works well  Sometimes  Has difficulty  Has great difficulty 
Ability to work independently......  Always works well  Needs help 

occasionally 
 Needs help 
frequently 

 Needs constant help 

Ability to complete assignments.  Always on time  Usually on time  Needs additional time  Has difficulty 
Follows directions ........................  Easily and 

accurately 
 Occasionally needs 
help 

 Needs much 
explanation 

 Rarely 

Takes initiative ..............................  Always  Usually  Sometimes  Rarely 

Peer Relations ...............................  Role model  Healthy relationships  Occasional problems  Relates poorly 

Relationships with adults.............  Courteous  Usually positive  Occasional problems  Shows little respect 

Displays appropriate conduct .....  Good conduct  Usually good conduct  Occasional 
misconduct 

 Poor conduct 

Integrity..........................................  Highly trustworthy  Trustworthy  Usually trustworthy  Questionable 

Concern for others........................  Very Considerate  Considerate  Usually considerate  Rarely considerate 

Warmth of personality ..................  Always friendly  Usually friendly  Occasionally friendly  Rarely friendly 

Sense of humor.............................  Highly developed  Good  Fair  Poorly developed 

Spirit of cooperation.....................  Always cooperates  Cooperates  Occasionally 
cooperates 

 Poor cooperation 

Citizenship.....................................  Excellent  Good  Fair  Poor 

Attitude toward school .................  Excellent  Good  Fair  Poor 

Leadership potential .....................  Leader  Can follow or lead  Leads on occasion  Rarely leads 

Self confidence .............................  Healthy self-image  Needs some support  Seems over confident  Poor self-image 

Reaction to criticism.....................  Excellent  Good  Fair  Poor 

Responsible...................................  Very responsible  Usually responsible  Sometimes 
responsible 

 Rarely responsible 

Emotional maturity .......................  Very mature  Age appropriate  Sometimes immature  Very immature 

Attention span...............................  Actively engaged  Attentive  Variable attention  Requires frequent 
direction 

 Do you have any reason to question the applicant’s academic or personal integrity?  No  Yes 
If you answered “Yes”, please provide an explanation: ________________________________________________ 

 

 Areas in which the applicant has the greatest strengths? ______________________________________________  

 
 

 Areas in which the applicant has the greatest needs? _________________________________________________  

 
 

 Describe the ways the applicant contributes to your school community: (character, citizenship, leadership) _______ 

 

 Please describe parental support / involvement: _____________________________________________________ 

 

 If necessary, additional comments may be added to the back of this page. 
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The Brook Hill School 
PERMISSION TO RELEASE SCHOOL RECORDS 

In accordance with the provisions of the Family Educational Rights and Privacy Act of 
1974, we have included the signed student Record Release Authorization form. 

TO BE FILLED IN BY PARENT: 

Permission is requested to release records of __________________________________ 
(Student birth date__________________) who is or has been enrolled in your school. 

Name of school:  __________________________________________________  

 __________________________________________________  

 __________________________________________________  

BROOK HILL SCHOOL REQUESTS THE FOLLOWING INFORMATION: 

________  Transcript 

________  Official Administrative Record (name, address, birth date, grade level 
completed, present grade, placement, class standing, attendance, etc.) 

________  Standardized Test Scores 

________  Teacher and Counselor Observation and Ratings 

________  Record of Extracurricular Activities 

________  Health Records 

TO BE COMPLETED BY PARENT OR GUARDIAN: 

I, the undersigned, grant permission for The Brook Hill School to receive the 
requested information. 

______________________________  ___________________ 
Signature of parent or guardian  Date of signature 

Address: The Brook Hill School  Phone: (903) 894-5000 
 P.O. Box 668  Fax: (903) 894-6332 
 Bullard, Texas 75757 USA  Country Code: (011) 
 



Department of Health and Human Services • Centers for Disease Control and Prevention • SAFER • HEATHIER • PEOPLE
TM

The Recommended Immunization Schedules for Persons Aged 0–18 Years are approved by the Advisory Committee on Immunization Practices (www.cdc.gov/vaccines/recs/acip),
the American Academy of Pediatrics (http://www.aap.org), and the American Academy of Family Physicians (http://www.aafp.org).

Recommended Immunization Schedule for Persons  Aged 0–6 Years—UNITED STATES • 2008
For those who fall behind or start late, see the catch-up schedule

Certain 
high-risk 
groups

Range of 
recommended 
ages 

1. Hepatitis B vaccine (HepB). (Minimum age: birth)
	 At birth:
	 	 • Administer monovalent HepB to all newborns prior to hospital discharge.
	 	 • �If mother is hepatitis B surface antigen (HBsAg)-positive, administer HepB 

and 0.5 mL of hepatitis B immune globulin (HBIG) within 12 hours of birth.
	 	 • �If mother’s HBsAg status is unknown, administer HepB within 12 hours 	

of birth. Determine the HBsAg status as soon as possible and if 	
HBsAg-positive, administer HBIG (no later than age 1 week).

	 	 • �If mother is HBsAg-negative, the birth dose can be delayed, in rare cases, 
with a provider’s order and a copy of the mother’s negative HBsAg 	
laboratory report in the infant’s medical record.

	 After the birth dose:
	 	 • �The HepB series should be completed with either monovalent HepB or a 

combination vaccine containing HepB. The second dose should be administered 	
at age 1–2 months. The final dose should be administered no earlier than age 
24 weeks. Infants born to HBsAg-positive mothers should be tested for HBsAg 
and antibody to HBsAg after completion of at least 3 doses of a licensed HepB 
series, at age 9–18 months (generally at the next well-child visit).

	 4-month dose:
	 	 • �It is permissible to administer 4 doses of HepB when combination vaccines 

are administered after the birth dose. If monovalent HepB is used for doses 
after the birth dose, a dose at age 4 months is not needed.

2. Rotavirus vaccine (Rota). (Minimum age: 6 weeks)
	 	 • �Administer the first dose at age 6–12 weeks. 
	 	 • Do not start the series later than age 12 weeks.
	 	 • �Administer the final dose in the series by age 32 weeks. Do not administer	

any dose later than age 32 weeks.
	 	 • Data on safety and efficacy outside of these age ranges are insufficient.

3. �Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP). 
(Minimum age: 6 weeks)

	 	 • �The fourth dose of DTaP may be administered as early as age 12 months, 
provided 6 months have elapsed since the third dose.

	 	 • Administer the final dose in the series at age 4–6 years.

4. �Haemophilus influenzae type b conjugate vaccine (Hib). 
(Minimum age: 6 weeks)

	 	 • �If PRP-OMP (PedvaxHIB
®
 or ComVax

®
 [Merck]) is administered at ages 	

2 and 4 months, a dose at age 6 months is not required.
	 	 • �TriHIBit

®
 (DTaP/Hib) combination products should not be used for primary	

immunization but can be used as boosters following any Hib vaccine in 	
children age 12 months or older.

5. �Pneumococcal vaccine. (Minimum age: 6 weeks for pneumococcal conjugate 
vaccine [PCV]; 2 years for pneumococcal polysaccharide vaccine [PPV])

	 • �Administer one dose of PCV to all healthy children aged 24–59 months having 
any incomplete schedule.

	 • �Administer PPV to children aged 2 years and older with underlying medical conditions.

6. �Influenza vaccine. (Minimum age: 6 months for trivalent inactivated influenza 
vaccine [TIV]; 2 years for live, attenuated influenza vaccine [LAIV])

	 • �Administer annually to children aged 6–59 months and to all close contacts 
of children aged 0–59 months. 

	 • �Administer annually to children 5 years of age and older with certain risk factors,	
to other persons (including household members) in close contact with persons 
in groups at higher risk, and to any child whose parents request vaccination.

 	 • �For healthy nonpregnant persons (those who do not have underlying medical 
conditions that predispose them to influenza complications) ages 2–49 years, 
either LAIV or TIV may be used.

 	 • �Children receiving TIV should receive 0.25 mL if age 6-35 mos or 0.5 mL 	
if age 3 years or older.

 	 • �Administer 2 doses (separated by 4 weeks or longer) to children younger 
than 9 years who are receiving influenza vaccine for the first time or who 
were vaccinated for the first time last season, but only received one dose.

7. Measles, mumps, and rubella vaccine (MMR). (Minimum age: 12 months)
	 • �Administer the second dose of MMR at age 4–6 years. MMR may be administered 

before age 4–6 years, provided 4 weeks or more have elapsed since the first dose.

8. Varicella vaccine. (Minimum age: 12 months)
	 • �Administer second dose at age 4–6 years; may be administered 3 months or 

more after first dose.
	 • Don’t repeat second dose if administered 28 days or more after first dose.

9. Hepatitis A vaccine (HepA). (Minimum age: 12 months)
	 • �HepA is recommended for all children aged 1 yr (i.e., aged 12–23 months). 	

The 2 doses in the series should be administered at least 6 months apart.
	 • �Children not fully vaccinated by age 2 years can be vaccinated at subsequent visits.
	 • �HepA is recommended for certain other groups of children, including in 

areas where vaccination programs target older children. 

10. �Meningococcal vaccine. (Minimum age: 2 years for meningococcal conjugate 
vaccine (MCV4) and for meningococcal polysaccharide vaccine (MPSV4))

	 • �MCV4 is recommended for  children aged 2–10 years with terminal 	
complement deficiencies or anatomic or functional asplenia and certain other 
high-risk groups. Use of MPSV4 is also acceptable. 

	 • �Persons who received MPSV4  3 or more years prior and remain at increased 
risk for meningococcal disease should be vaccinated with MCV4.

This schedule indicates the recommended ages for routine administration of currently   
licensed childhood vaccines, as of December 1, 2007, for children aged 0 through 6 years.  
Additional information is available at www.cdc.gov/vaccines/recs/schedules. Any dose 
not administered at the recommended age should be administered at any subsequent  
visit, when indicated and feasible. Additional vaccines may be licensed  and recommended 
during the year. Licensed combination vaccines may be used whenever any components 
of the combination are indicated and other components of the vaccine are not 

contraindicated and if approved by the Food and Drug Administration for that dose 
of the series. Providers should consult the respective Advisory Committee on 
Immunization Practices statement for detailed recommendations, including 
for high risk conditions: http://www.cdc.gov/vaccines/pubs/ACIP-list.htm. 
Clinically significant adverse events that follow immunization should be reported 
to the Vaccine Adverse Event Reporting System (VAERS). Guidance about how to obtain and 
complete VAERS form is available at www.vaers.hhs.gov or by telephone, 800-822-7967.
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Vaccine  Age  Birth
1

month
2

months
4

months
6

months
12

months
15

months
18

months
19–23

months
2–3

years
4–6

years

Hepatitis B
1 HepB see  

footnote1

Rotavirus
2 Rota Rota Rota

Diphtheria, Tetanus, Pertussis
3 DTaP DTaP DTaP see  

footnote3

Haemophilus influenzae type b
4

Hib Hib Hib4

Pneumococcal
5 PCV PCV PCV

Inactivated Poliovirus IPV IPV

Influenza
6

Measles, Mumps, Rubella
7

Varicella
8

Hepatitis A
9

Meningococcal
10

HepBHepB

DTaP DTaP

Hib

IPVIPV

MMR

VaricellaVaricella

MMR

PCV

  HepA (2 doses) HepA Series

MCV4

Influenza (Yearly)

PPV



Department of Health and Human Services • Centers for Disease Control and Prevention

The Recommended Immunization Schedules for Persons Aged 0–18 Years are approved by the Advisory Committee on Immunization Practices (www.cdc.gov/vaccines/recs/acip),
the American Academy of Pediatrics (http://www.aap.org), and the American Academy of Family Physicians (http://www.aafp.org).

Recommended Immunization Schedule for Persons  Aged 7–18 Years—UNITED STATES • 2008
For those who fall behind or start late, see the green bars and the catch-up schedule

This schedule indicates the recommended ages for routine administration of currently 
licensed childhood vaccines, as of December 1, 2007, for children aged 7–18 years. 
Additional information is available at www.cdc.gov/vaccines/recs/schedules. Any dose 
not administered at the recommended age should be administered at any subsequent  
visit, when indicated and feasible. Additional vaccines may be licensed  and recommended 
during the year. Licensed combination vaccines may be used whenever any components 
of the combination are indicated and other components of the vaccine are not 

contraindicated and if approved by the Food and Drug Administration for that dose 
of the series. Providers should consult the respective Advisory Committee on 
Immunization Practices statement for detailed recommendations, including 
for high risk conditions: http://www.cdc.gov/vaccines/pubs/ACIP-list.htm. 
Clinically significant adverse events that follow immunization should be reported 
to the Vaccine Adverse Event Reporting System (VAERS). Guidance about how to obtain and 
complete VAERS form is available at www.vaers.hhs.gov or by telephone, 800-822-7967.

C
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1. �Tetanus and diphtheria toxoids and acellular pertussis  
vaccine (Tdap). (Minimum age: 10 years for BOOSTRIX® and  
11 years for ADACEL™)

	 • �Administer at age 11–12 years for those who have completed the 
recommended childhood DTP/DTaP vaccination series and have 
not received a tetanus and diphtheria toxoids (Td) booster dose.

	 • �13–18 year olds who missed the 11–12 year Tdap or received Td 
only, are encouraged to receive one dose of Tdap 5 years after the 
last Td/DTaP dose.

2. Human papillomavirus vaccine (HPV). (Minimum age: 9 years)
	 • �Administer the first dose of the HPV vaccine series to females at age 

11–12 years.
	 • �Administer the second dose 2 months after the first dose and the 

third dose 6 months after the first dose.
	 • �Administer the HPV vaccine series to females at age 13–18 years if 

not previously vaccinated.

3. �Meningococcal vaccine. 
	 • �Administer MCV4 at age 11–12 years and at age 13–18 years if not 

previously vaccinated. MPSV4 is an acceptable alternative.
	 • �Administer MCV4 to previously unvaccinated college freshmen  

living in dormitories.
	 • �MCV4 is recommended for children aged 2-10 years with terminal 

complement deficiencies or anatomic or functional asplenia and  
certain other high-risk groups. 

	 • �Persons who received MPSV4  3 or more years prior and remain at 
increased risk for meningococcal disease should be vaccinated with MCV4.

4. �Pneumococcal polysaccharide vaccine (PPV). 
	 • �Administer PPV to certain high-risk groups. 

5. �Influenza vaccine. 
	 • ��Administer annually to all close contacts of children aged 0–59 months.
	 • �Administer annually to persons with certain risk factors, health-care 

workers, and other persons (including household members) in close 
contact with persons in groups at higher risk. 

	

	 • �Administer 2 doses (separated by 4 weeks or longer) to children younger  
than 9 years who are receiving influenza vaccine for the first time or who 
were vaccinated for the first time last season, but only received one dose.

  	 • �For healthy nonpregnant persons (those who do not have underlying 
medical conditions that predispose them to influenza complications) 
ages 2–49 years, either LAIV or TIV may be used.

6. Hepatitis A vaccine (HepA).
	 • �The 2 doses in the series should be administered at least 6 months apart.
	 • �HepA is recommended for certain other groups of children, including 

in areas where vaccination programs target older children. 

7. Hepatitis B vaccine (HepB).
	 • �Administer the 3-dose series to those who were not previously  

vaccinated.
	 • �A 2-dose series of Recombivax HB® is licensed for children aged 

11–15 years.

8. Inactivated poliovirus vaccine (IPV).
	 • �For children who received an all-IPV or all-oral poliovirus (OPV) series, 

a fourth dose is not necessary if the third dose was administered at 
age 4 years or older.

	 • �If both OPV and IPV were administered as part of a series, a total of 4 
doses should be administered, regardless of the child’s current age.

9. �Measles, mumps, and rubella vaccine (MMR). 
	 • �If not previously vaccinated, administer 2 doses of MMR during any 

visit, with 4 or more weeks between the doses.

10.Varicella vaccine.
	 • �Administer 2 doses of varicella vaccine to persons younger than  

13 years of age at least 3 months apart. Do not repeat the second 
dose, if administered 28 or more days following the first dose.

	 • �Administer 2 doses of varicella vaccine to persons aged 13 years or 
older at least 4 weeks apart.

Catch-up 
immunization

Range of 
recommended 
ages 

Vaccine  Age  7-10 years 11-12 years 13-18 years

Diphtheria, Tetanus, Pertussis1 see footnote 1

Human Papillomavirus2 see footnote 2

Meningococcal3

Pneumococcal4

Influenza5

Hepatitis A6

Hepatitis B7

Inactivated Poliovirus8

Measles, Mumps, Rubella9

Varicella10

Tdap

HPV (3 doses)

MCV4

HepB Series

MMR Series

IPV Series

Varicella Series

PPV

Influenza (Yearly)

HepA Series

MCV4

Certain 
high-risk 
groups

HPV Series

Tdap

MCV4




