


 
 

  

 

     STUDENT IMMUNIZATION RECORD 

 

Name    
(Print or type) Last First MI 

Date of Birth _   

 
HSC Badge #                Phone number: __________ _  _________________ 

SCHOOL/PROGRAM ENTERING: 
 

School of Medicine 
 

School of Dental 
 

School of Health Professions 
 

Nursing School 
 

Graduate School Non-Degree 

Student 
□ Deaf Education 

□ Medicine 
□ Dental Hygiene 

□ Adv. Dental School 

□ Dental School 

□ Clinical Laboratory Sciences 

□ Emergency Health Sciences 

□ Physician Assistant Studies 

□ Physical Therapy 

□ Occupational Therapy 

□ Respiratory Care 

□ Graduate 

□ Accelerated 

□ Traditional 

 

□ Biomedical Engineering 

□ Cellular & Structural Biology 

□ Clinical Investigation 

□ Integrated Multidisciplinary 
Graduate Program (IMGP) 

□ Molecular Medicine 

□ Pharm. D. 

□ Physiology 

□ Radiological Sciences 

□ Non- 
Degree 

IMMUNIZATION HISTORY: This section is to be completed by a MD, P A , N P , D O a n d signed on the bottom of this card.  

 
HEPATITIS B ONLY OR HEPATITIS A&B COMBO VACCINE: 

Date: 1) ____________________________ Date: 2)  __________________________________   Date: 3)  __________________________________ 

     AND 

Hepatitis B Antibody Titer: Date:  _______________   Immune ________________ Not Immune ________________  Value: ____________________ 

 
TUBERCULOSIS: 

1
st
 PPD test 

TST: Date Placed____________ Time __________ Date Read__________ Time____________  Results: ___________mm _______ Positive _______ Negative 

2
nd

 PPD test 

TST: Date Placed____________ Time __________ Date Read__________ Time____________  Results: ___________mm _______ Positive _______ Negative 

                                                  - OR –   

BAMT:  Date: ____________  Results: ___________ Negative _____________ Positive   

IF POSITIVE READING 

CXR results: _______________________ date: _____________________  TB screening: ____________________________ Date: ________________________________ 

 
VARICELLA (CHICKEN POX): 

1st immunization Date:  ____________ ________      2
nd

 immunization Date: ____________________ 

                          - OR – 

 Date of disease (month & year):   _____________________    

                          - OR –    

Varicella Titer: Date:  _______________   Immune ________________ Not Immune ________________  Value: ____________________ 

 

MUMPS, MEASLES (RUBEOLA), RUBELLA: 

1
st
 immunization Date: _________________________   2

nd
 immunization Date: ___________________________ 

 
                              - OR –       
 

Mumps Titer: Date:   _______________   Immune ________________ Not Immune ________________  Value: ____________________ 

 

Measles Titer: Date:  _______________   Immune ________________ Not Immune ________________  Value: ____________________ 

 

Rubella Titer: Date:   _______________   Immune ________________ Not Immune ________________  Value: ____________________ 

 
DIPHTHERIA-TETANUS (Td) OR                     FLU VACCINE:    MENINGITIS (Age 22 and less): 
DT PERTUSSIS (Tdap): 
 

Date of booster: ________________________       Date of vaccination: _____________________                Date of vaccination: _______________________ 

 

Provider Name (Print) __________________________________________________________  Title (M.D., D.O., P.A., N.P.)   _________________ 
 

Signature ________________________________    Date         _______   Daytime Phone (______) ___________________________ 

Address   _____________________________________  
Street                                            City/State                            Zip 


	Immunization requirements for 2014 applicants
	immunizationrecord 4.15.14

