
Vaccination Certificate 

Date: [Insert Date] 

To Whom It May Concern, 

This is to certify that [Patient's Full Name], born on [Patient's Date of Birth], has received the 

following vaccinations: 

• Vaccine: [Vaccine Name] - Date Administered: [Date] - Dose: [Dose Number] 

• Vaccine: [Vaccine Name] - Date Administered: [Date] - Dose: [Dose Number] 

The vaccinations have been administered at [Medical Facility Name] located at [Address of 

Medical Facility]. 

If further information is required, please feel free to contact us at [Contact Information]. 

Sincerely, 

[Your Name] 

[Your Position] 

[Medical Facility Name] 

[Contact Information] 


