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Don’t just live. Shine.





IMMUNIZATION FORM

Completed Immunization Form must be received prior to your experience. You may call your primary care provider or local health department for an up-to-date immunization record.

Name (first, MI, last) 










Date of birth 

/
/



Attach documented proof of health information OR have health care provider sign below verifying information. Must provide medical documentation of vaccination, titer OR disease history OR combination for each of the following:

	Required Information
	2 Immunization Dates
	Titer Date         Result*
	Disease History Date

	Measles (Rubeola)
	
	
	
	
	

	Mumps
	
	
	
	
	

	Rubella
	
	
	
	
	

	Varicella (Chicken pox)
	
	
	
	
	

	Required Information
	1 Immunization Date
	
	
	

	Tdap 
	
	
	
	

	Annual influenza vaccine**
	
	
	

	Required Information
	3 Immunization Dates
	Antibody              Date
	Result

	Hepatitis B
	
	
	
	
	


*If titer results are equivocal, re-immunization information must also be provided.

**October 1 – March 1 each year





_______


/
/




Health Care Provider Signature


Date






_______






_________________________
Health Care Provider Name


Health Care Provider address/ phone
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