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ON INFORMATION

Name

Last First Ml

Date of Birth
month/day/year social security # Phone

Part IT To be completed and signed by a Health Care Provider (Include month, day, year and translate all lab work and results in

English) IMMUNIZATIONS REQUIRED FOR ALL STUDENTS

A. For international students:
1. BCG vaccine received? no, yes____ date given, ! /

B. TETANUS-DIPHTHERIA
l r‘nmmmgnr corine nf reranite.dinhtheria immunizatiane / /

= nag
.

2. Received tetanus-diphtheria booster within the last 10 years / ,

or Tdap booster (recommended for ages 11-64 unless contraindicated) / /
C. M.M.R. (Measles, Mumps, Rubella)
1. Dose 1 - Immunized at 12 months or before 5 years / /
2. Dose 2 - Immunized at 4 years or later (at least 28 days after first dose) / /
D. POLIO please circle vaccine type:  Oral  Inactivated
1. Completed primary series of polio immunizations / / Last booster /

E. HEPATITIS B
1. Dose #1 / / Dose #2 / / Dose #3 / /

OR Surface antibody / / Result: Reactive Non-reactive
F. MENINGITIS VACCINE (Required by Maryland law for college students)
1.Name of vaccine: Dare / /
2.Booster required if original dose given before 16 Date ___/ [/ __
G. VARICELLA (Chicken Pox)
Disease? Yes Date: / / if date unknown provide titer results and
Reactive (date): / / NonReactive (date): / /
Vaccine: Dose #1 / / Dose #2 / /
STRONGLY RECOMMENDED VACCINES:
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OR

CQVID vaccine (2-dose): Type Date #1 Date

AND

COVID Booster History of having COVID? N/Y-Date
I. HEPATITIS A

1. Immunization (Hepatitis A) Dose #1 / / Dose #2 / /



