	IMMUNIZATION RECORD

Required to be completed and returned to Health Service before August 1st


	Name:
	
	
	Birth date:  ________/________/________
	

	
	Last
	First
	Middle
	
	                    Month         Day          Year
	


	REQUIRED IMMUNIZATIONS
	

	Minnesota law requires proof of immunization against Measles, Mumps, Rubella, Tetanus and Diphtheria.

	

	MMR (Measles, Mumps, Rubella)     Dose #1 given at age 12 months or later.  Dose #2 given at least 28 days after first dose.

	Two doses required prior to entrance.
	 #1 ________/________/________
	
	#2 ________/________/________
	

	                                                                                              Month         Day          Year                                                         Month         Day          Year

	Tetanus/Diphtheria

	Primary series of

4 doses DPT
	#1 ______/______/______
	
	#2 ______/______/______
	
	#3 ______/______/______
	
	#4 ______/_______/______
	

	
	       Mo.       Day       Year
	
	       Mo.       Day       Year
	
	       Mo.       Day       Year
	
	       Mo.       Day       Year
	

	

	TD/Tdap  (Tetanus-Diphtheria Booster)   One dose required with the last 10 years.    #1.  ________/________/________           FORMCHECKBOX 
  Td   or    FORMCHECKBOX 
  Tdap?   

	                                                                                                                                                  Month        Day           Year 


	RECOMMENDED IMMUNIZATIONS
	

	

	Meningitis
	
	1.  ________/________/________
	
	     FORMCHECKBOX 
  Menomune  or   FORMCHECKBOX 
  Menactra?
	

	
	
	      Month          Day          Year
	
	
	

	
	
	
	
	
	
	
	

	Hepatitis A
	
	1.  ________/________/________
	
	2.  ________/________/________
	
	
	

	
	
	      Month          Day          Year
	
	      Month          Day          Year
	
	
	

	
	
	
	
	
	
	
	

	Hepatitis B
	
	1.  ________/________/________
	
	2.  ________/________/________
	
	3.  ________/________/________
	

	
	
	      Month          Day          Year
	
	      Month          Day          Year
	
	      Month          Day          Year
	

	
	
	
	
	
	
	
	

	Gardasil
	
	1.  ________/________/________
	
	2.  ________/________/________
	
	3.  ________/________/________
	

	
	
	      Month          Day          Year
	
	      Month          Day          Year
	
	      Month          Day          Year
	

	
	
	
	
	
	
	
	

	Varicella
	
	Have you had chicken pox?        FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No         
	

	                                                                                                 

	                                 If no, two doses of the vaccine given at least 12 weeks apart if immunized age 1 – 12 or at least 4 weeks apart if immunized age 13 or older.

	
	1.  ______/______/______
	2.  ______/______/______
	
	

	
	      Month    Day      Year
	      Month    Day       Year
	
	

	

	History of reaction to immunizations:       FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No         Which immunizations?____________________________________________________________


	CONSCIENTIOUS / RELIGIOUS EXEMPTION
	

	MUST BE NOTARIZED
	Must fill out if unable to meet required immunizations due to conscientious or religious belief. 

	

	I hereby certify by notarization that my conscientious or religious belief is opposed to immunizations.

	

	
	
	
	
	

	     Student Signature (or parent or legal guardian if under 18 years of age)                                                             Date

	

	Subscribed and sworn to me on the ___________________________ day of __________________________________, 20_____________.

	

	
	
	

	       Signature of Notary


	MEDICAL EXEMPTION
	

	MUST BE COMPLETED IF UNABLE TO MEET REQUIRED IMMUNIZATIONS DUE TO MEDICAL CONTRAINDICATIONS.

	The physical condition of the above named person is such that immunization would endanger life or health, or is medically contraindicated due to other medical conditions.

	
	
	
	
	

	      Signature of Medical Professional                                                                                                                            Date


	TUBERCULOSIS SCREENING
	

	1.
	Does the student have signs or symptoms of active tuberculosis disease?
	
	3.
	Tuberculin Skin test:
	

	
	 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	
	
	Date

Given:  _____/_____/_____
	Date

Read:  _____/_____/_____
	

	
	If No, proceed to 2.  If Yes, proceed with additional evaluation to exclude
	
	
	
	
	

	
	active tuberculosis disease including tuberculin skin testing, chest x-ray and
	
	
	            Month   Day    Year                                             Month   Day    Year
	

	
	sputum evaluation as indicated.
	
	
	Result:___________ (Record actual mm of induraton; if no induration, write “0”).
	

	
	
	
	
	Interpretation (based on mm of induration as well as risk factors):
	

	2.
	Is the student a member of a high-risk group or is the student entering the US
	
	
	 FORMCHECKBOX 
   Positive        FORMCHECKBOX 
   Negative
	

	
	from a foreign country?
	
	4.
	Chest x-ray (required if tuberculin skin test is positive) result:
	

	
	 FORMCHECKBOX 
   Yes       FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
   Positive        FORMCHECKBOX 
   Negative
	

	
	If No, stop.  If Yes, perform tuberculin skin test (Mantoux).  A history of BCG
	
	
	
	

	
	vaccination should not preclude testing of a member of a high-risk group.
	
	
	Date of chest x-ray:    __________/__________/__________
	

	
	
	
	
	                                        Month            Day             Year
	


(page 2)

