Immunization Record
To Be Completed By Student
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Last






First


             M.I.

	Date of Birth
	
	
	
	
	
	
	Social Security Number
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         Month             Day            Year


This portion to be completed and signed by a health care provider (Dates must include month, day, and year.) Check appropriate box.

A.
Chickenpox (Varicella) Titer REQUIRED

(
A titer is required. Date of titer: _____________ Results: ____________


(
If titer is negative, immunization is required.




                                                                                                                                                                                                       Month Day Year

B.
MMR (Measles, Mumps, Rubella)

(
Dose 1—Immunized at 12 months or after




                                                                                                                                                                                                       Month Day Year


(
Dose 2—Immunized at 5 years or later (after 1980)




                                                                                                                                                                                                       Month Day Year
C.
Measles (Rubeola)—if given instead of MMR.

(
Had disease; confirmed by office record




                                                                                                                                                                                                       Month Day Year


(
Born before 1957 and therefore considered immune




(
Has report of immune titer.  Specify date of titer




                                                                                                                                                                                                       Month Day Year

(
Immunized with live measles vaccine at 12 months after birth or later—Dose 1




                                                                                                                                                                                                       Month Day Year


(
(After 1980)—Dose 2




                                                                                                                                                                                                       Month Day Year
D.
Rubella—if given instead of MMR.

(
Has report of immune titer.  Specify date of titer




                                                                                                                                                                                                       Month Day Year


(
Immunized with vaccine at 12 months after birth or later




                                                                                                                                                                                                       Month Day Year

E.
Mumps—if given instead of MMR.


(
Had disease; confirmed by office record




                                                                                                                                                                                                       Month Day Year


(
Born before 1957 and therefore considered immune



(
Immunized with vaccine at 12 months after birth or later.




                                                                                                                                                                                                       Month Day Year

F.
Tuberculosis  -- 2-STEP PPD REQUIRED

(
PPD (Mantoux) Step 1 test within the past year (Tine or monovac not acceptable)
Date                                      Result: ( Positive



                                                                                                                                                             Month Day Year                 ( Negative


(
PPD (Mantoux) Step 2 test within the past year (Tine or monovac not acceptable)
Date   _______________     Result: ( Positive



                                                                                                                                                             Month Day Year                 ( Negative


(
If positive PPD, give date and result of chest x-ray
Date                                      Result: ( Positive



                                                                                                                                                             Month Day Year                  ( Negative


(
Had BCG vaccine. Chest x-ray required if PPD not done.
Date                                     Result: ( Positive



                                                                                                                                                             Month Day Year                  ( Negative


(
Had INH
Date    ______________ 



                                                                                                                                                             Month Day Year

G.
Tetanus-Diphtheria-Pertussis.  TdaP booster REQUIRED.


(
Completed primary series of tetanus-diphtheria-pertussis immunizations




                                                                                                                                                                                                       Month Day Year



    Dates:  1)__________ 2)__________ 3)__________ 4)__________



(
Received tetanus-diphtheria-pertussis booster within the last 10 years




                                                                                                                                                                                                       Month Day Year

H.
Polio


Completed primary series of polio immunizations



(
Yes     Dates:  1)__________ 2)__________ 3)__________ 4)__________


(
No      Last booster




                                                                                                                                                                                                       Month Day Year

I.
Hepatitis B.  Titer REQUIRED.

Dates of immunizations:  1)__________ 2)__________ 3)__________        Date of Titer: _________________   Result:  _______________


Health Care Provider (Print or Type)

Name ______________________________________________________________________________ Phone _________________________________

Address ___________________________________________________________________________________________________________________


Signature ___________________________________________________________________________ Date ___________________________________

(     )
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