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IMMUNIZATION RECORD 
All information must be in English 

 
Name _________________________________________           Date of Birth ________________________ 
 
 

REQUIRED VACCINATIONS 
 

A. MEASLES, MUMPS, RUBELLA:  All students born after 1956 (except non matriculating students). 
  

MEASLES: TWO doses of live vaccine administered after 1968 and on or after first birthday 
   #1_____/_____/_____  #2_____/_____/_____ 
         M       D        Y         M        D        Y  
 MUMPS: ONE dose of live vaccine administered after 1968 and on or after first birthday 
     _____/_____/_____ 
          M       D        Y 
 RUBELLA: ONE dose of live vaccine administered on or after first birthday 
     _____/_____/_____ 
         M        D        Y 
 

OR: MMR #1 _____/_____/_____  #2 _____/_____/_____  
            M       D        Y                   M       D        Y 

OR: ATTACH LABORATORY REPORT INDICATING IMMUNITY 
 
  

B. HEPATITIS B:  All students enrolling with 12 or more credits.  Three doses of vaccine (or two doses of adult vaccine in 
     adolescents 11-15 years of age). 

 
  #1_____/_____/_____    #2_____/_____/_____      #3_____/_____/_____ 

        M         D        Y        M        D        Y        M        D        Y 
   OR: ATTACH LABORATORY REPORT INDICATING IMMUNITY (Hepatitis B surface antibody) 
 

 
C. MENINGOCOCCAL TETRAVALENT:  Campus residents only. 
 

  _____/_____/_____ 
      M       D        Y 

 
        D.   TUBERCULOSIS SCREENING: International and resident students only. 

   
PPD (Mantoux) within the past 6 months:  Results:   □ Negative  □ Positive mm induration   ____/____/____ 
                        M      D      Y 

 If PPD is positive, chest x-ray required:  X-ray: □ Normal  □ Abnormal  ____/____/____ 
             M     D      Y 

____________________________________________________________________________________________________________ 
 

RECOMMENDED VACCINATIONS 
 
TETANUS (Booster within last 10 years):  _____/_____/_____ 
          M D         Y 
VARICELLA:    #1 _____/_____/_____  #2 _____/_____/_____  

                    M       D        Y                   M       D        Y 
____________________________________________________________________________________________________________ 

 
ACCEPTABLE DOCUMENTATION INCLUDES: 
1.  A copy of school or public health immunization record. 
2.  A copy of a health care provider’s record. 
3.  This section completed by a health care provider, with the provider’s name, address, telephone number,  
      and signature/stamp in the spaces provided below. 

 
 
        _______________________________________________  ___________________________________ 
        Physician or Health Care Provider Signature/Stamp                 Address 
                           (            ) ___________________________       
                      Telephone  




