
 

Immunization History 
ATTACH DOCUMENTATION OF ALL IMMUNIZATIONS (MUST INCLUDE FULL NAME) 

 
Name ____________________________________________________________________________ Birth Date ____/____/____ 
 (Last)   (First)    (Middle) 
 

REQUIRED 
 
1. All students born after 1956 must show proof of immunity to rubeola (measles); and 
2. All students less than 40 years of age must show proof of immunity to rubella (German measles) and mumps. 
 
First MMR dose received at 12 months of age or later                                             ____/ ____/ ___ 
                                                                                                                                   Month     Day      Year 
          and 
 
Second MMR dose received at least 30 days after the first dose                           ____/ ____/ ___ 
                                                                                                                                                Month     Day      Year 
          or 
 
Laboratory evidence of immune titer (attach copy of lab results)                           ____/ ____/ ___ 
                                                                                                                                                Month     Day      Year  
 

RECOMMENDED 
 
The State of Florida requires any individual enrolled in a postsecondary educational institution who will be residing in on-campus 
housing to provide documentation of:  (1) having received vaccinations against Hepatitis B and Meningococcal Meningitis or (2) 
declining the vaccinations by signing a waiver.  Please read the enclosed information. 
 
Meningococcal Meningitis ____/____/____ 
                                                    Month     Day      Year 
                         Or 
I have read the enclosed information and decline to receive the Meningococcal Meningitis vaccine.   
 Signature 

Hepatitis B Dose 1  ____/____/____ (Parent/Guardian required for student under 18) 
                                                    Month     Day      Year 
 

Dose 2  ____/____/____ 
                                                    Month     Day      Year 
 
  Dose 3  ____/____/____ 
          Or                                      Month    Day      Year 
 
I have read the enclosed information and decline to receive the Hepatitis B vaccine.    
 Signature 

 (Parent/Guardian required for student under 18) 
 

INTERNATIONAL REQUIRED 
 

TB skin test required for all International applicants and US and Canadian citizens residing outside North 
America.  (A TB skin test must be done no more than 12 months prior to admission/arrival on campus.  If a TB skin test has ever 
been done and resulted as “positive,” a negative chest x-ray is required.  Those individuals whose most recent screening resulted as 
“positive” must have a negative chest x-ray within the 12 months following the TB skin test.) 
 

TB skin test  (PPD) mm ______ Pos ______ Neg _____ ____/____/____ 
                                                                                                                                                               Month     Day      Year 

 
A 6-9 month treatment of INH is recommended for any positive TB skin test. 

 

 
TB treatment dates:  Prophylactic INH      ___/___/___ to ___/___/___ 

                                                                                                                                     Month     Day      Year               Month     Day      Year 
 

⃞ MD documentation that course of INH has been completed 
 

 

 

    
    TB skin test read by                                                           Date                     License No. Or Office Stamp With Address 
12/09-Revised 



 
 
 

 
 

 


