You MUST enter 2
dates for the MMR
vaccine and they
MUST fall within the
guidelines.

Only Hepatitis
and Meningitis
can be waived.
NOT the MMR

/ Other: | MUST be signed,

Sample Immunization Form

All dates should be entered in the same

format: Month/Day/Year

Mandatory Immunization

&LJCF Health History Form
John M/ller

| Date of Birth: LQ' 1'7- 1991 PID: B
—— P ‘65140 Orientation Date: EXChanGIEl

ection A: Required Immunizations ***NOTE: ALL TITERS MUST HAVE LAB REPORT ATTACHED**
Month/Day/Year | Month/Day/Year ﬂenlhmu\hrsr Titer Date & Result
e e ]

E:t:ﬂk} (2 doses after 15t birthday & at least 28 | 2 -y {s_q 3 6 - 35‘_ q 3

OR Measles (iwo doses require d)

Section “A” is the only section
= that must be filled in,
sections B—D are

AND Rubella {one dose required)

1. Hepatitis B (OR sign waiver below) |

3. Meningococeal Meningitis |
Vaccine™MCV4
(OR sign waiver helow)

recommended but not
required

[g/llmve read the information about Hepatitis B and decline receipt of this vaceine.

I have read the information about MCV4 ! Meninpococcal Meningitis and decline receipt of this vaccine.

§|Klmlur\: ol student Date OR Su;;nuhuu of parent/guardian if student under 18 Relationship to student Dt

izations for Good Health Kecommended But NOT regucred

[ullen /10 1-20/12

Sgction B: R ded
Meonth/Day/Year | Month/Day/Year Month/Day/Year | Titer Date & Result
Td (Tetanas/iphtheria) DO NOT WRITE HERE/ DO NOT WRITE HERE / DO NOT WRITE HERE
ANDVOR Tdap |Te|:9(’()|phlhw:l?em.mm DO NOT WRITE HERE/ DO NOT WRITE mrmwmm“‘ﬁ

History of Discase

130 NOT WRITE HERE | DONOT WRITEHERE

BAlio (last dae) | DDNOT WRITE HERE /| DO NOT WRITE HERE { DO NOT WRITE HERE:

You MUST sign and
date the form.

n official stamp from a dector’s office, clinic, or Health Department AND o on this form or on the efficial
A s‘nllrrhr::m ln‘d«:r la’l‘:e accepled. s /f; -4 ?/ /a’ = Stamped and dated by an
» AGARETA ANDERSSON 10-1-20/2 .
— Bwdent Haaith Caren " ———— ——  Spocialit | alimanmedicin e
Gitettans, 86111 «~0800 e A — V> \year appropriate health

SECTION C: PLEASE CHECK IF:
1. Youhave Type 1 (Insulin Dependent) DIABETES MELLITUS
2. You would like UCF Health Services to email you about their Type 1.4

provider.
YES NO \/
dent) Program YES NO \/

SEC [IUV D Ml D]( AI { (]\l‘ﬂ'\] IF UNDE
: A (RERY E vifes g hr{n.umlu “ounseling Center af the University ur(cnlrul

.mm rpicaliy cholagical, or psvehiatrie care deemed necessary to the health a
¢ transfer 1lm o,u.l or other care l,rnn- if deemed necessary by the medical or

Relationship to student Date

IMPORTANT! KEEP A COPY U*AUL‘ AND ALL LAB REFORTS FOR YOUR RECORDS,
Mail or fax only this one (1) page (and lab reports as needed) at least three (3) weeks prior to registration 407-823-3135 Fax

*** Incomplete or incorrect forms will be reject so be sure to follow the
instructions.***

e Ensure that the form is signed by all who needs to sign it.

o  MMR dates that fall outside of the guidelines will require you to get
additional vaccinations.

e Ifyou are unsure about the other vaccination dates just simply check
the waiver boxes.



