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Name: ACC |ID#:
Program: Date of Birth:

Measles (Rubeola)*: Those born on or after January 1, 1957++, must show proof of either:

A. Two doses of measles vaccine on or after

*»**See note.

their first birthday and at least 30 days Date #1 Date #2

apart OR (mm/ddlyy) (mm/ddlyy)
*See note.
B. Record of physician-diagnosed measles

Date

OR (mm/ddlyy)
***See note. Yy
C. Serologic test positive for measles antibody | Date Result
***See note. (mm/ddlyy)
Mumps*: Those born on or after January 1, 1957++, must show proof of either:
A. One dose of mumps vaccine on or after Date

their first birthday OR (mm/dd/yy)
B. Record of physician-diagnosed mumps OR | Date
***See note. (mm/ddlyy)
C. Serologic test positive for mumps antibody | Date Result
***See note. (mm/ddlyy)
Rubella*: ALL students must show proof of either: <@ AVARZe NIV Ny
A. One dose of Rubella vaccine on or after Date

their first birthday OR (mm/dd/yy)
B. Record of physician-diagnosed Rubella OR | Date
***See note. (mm/ddlyy)
C. Serologic test positive for Rubella antibody | Date Result

(mm/ddlyy)

*Measles, Mumps, Rubella (MMR)/Varicella vaccines if not given on same day MUST be 30 days apart.

*Combined MMR Vaccine is vaccine of choice if recipients are likely to be susceptible.

***Must be the date of diagnosis or test collection; not when primary care provider signed immunization form.

+Vaccines administered after September 1, 1991 shall include the MM/DD/YY each vaccine was given.

++ To be exempt from proof of measles and/or mumps, those born before January 1, 1957 must provide copy of photo ID.
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Hepatitis B must show proof of:

A. The minimum interval between the first
two doses is 4 weeks, and the minimum
interval between the second and third
doses is 8 weeks. However, the first and
third doses should be separated by no
less than 16 weeks. It is not necessary to
restart the series or add doses because of

an extended interval between doses.
OR

Date #1

Date #2

(mm/dd/yy)

Date #3

(mm/ddlyy)

(mm/ddlyy)

B. Serologic test positive for Hepatitis B
antibody
*»**See note.

Date

(mm/dd/yy)

Result

Varicella* must show proof of:

A. Two doses of Varicella vaccine
administered 4-8 weeks apart**** OR

Date #1

(mm/ddlyy)

Date #2

(mm/ddlyy)

B. Serologic test positive for Varicella
antibody OR
*»**See note.

Date

(mm/ddlyy)

Results

C. Physician documented history or diagnosis
of Varicella
***See note.

Date Disease Occurred

Documented history after September 1, 1991 must have a month, day and year.

(mm/ddlyy)

****0Only one dose of Varicella vaccine is needed if the student received first dose before the age of thirteen (13).

Diphtheria, Tetanus (Td):

One dose within past 10 years at the time of
application

Date

(mm/ddlyy)

Physician or Approved Licensed Health Professional Information:

Printed Name

Address

Signature of Primary Care Provider”

Date

* Validates all information above.

Date of signature must be after last immunization or additional immunizations must be signed and dated

separately.
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