
Immunizations
	

To be completed by a physician or health care professional

        Student’s Name:__________________________________________________                                                                           
		             Last			   First	                    Middle Initial	
	
   Please provide the month, day, and year for every dose administered.	

          1. Diphtheria, Pertussis and Tetanus		  ___ /___ /___   	 ___ /___ /___	 ___ /___ /___  	
   
          2. Tetanus Boosters				    ___/___/___	 ___/___/___
  
          3. Combined Measles/Mumps/Rubella		 ___ /___ /___	 ___ /___ /___
             (MMR)						           

          4. Rubeola (Red Measles) Live Virus		  ___ /___ /___

          5. Mumps					     ___ /___ /___
	            					          
          6.TB Skin Test				    ___ /___ /___     Required of International Students Only.                                                                                    
                                                                                 

    Health provider signature (Physician, school health professional, or health
    official verifying that immunizations were given).
    *A signature stamp is not acceptable for proof of immunization.
                  
         _____________________________________________________________________
                        Signature                                                                                          Date                              

         _____________________________________________________________________
                          Signature                                                                                           Date                              

   1.  Clinical diagnosis for Measles and Mumps is acceptable if verified by Physician, but not acceptable for Rubella.
                                                    
              Measles ____/____/____                            Mumps ____/____/____
                           Month   Day    Year                                                      Month   Day    Year

   2. Laboratory Confirmation of Measles or Rubella is acceptable. For mumps, laboratory evidence is not acceptable.

              Disease: __________________________________    Date:  ____/____/_____ 
                                                                                                               Month    Day    Year                         

              Lab Result: ________________________________   Physician’s Signature:___________________

*RECEIPT OF COMPLETED FORM REQUIRED BEFORE STUDENT CAN ATTEND ATHLETIC PRACTICE OR REGISTER FOR CLASSES.


