DUMINIGAN-

Collese
S FAX: (845)359-7227
HEALTH CENTER Granito Bldg. 470 Western Highway, Orangeburg, NY 10962 Phone: (845) 848-7918
IMMUNIZATION RECORD
Name:
Last Name First Name ML
Address:
Street City Zip
Date of Birth: / / S.S. # / / - / - / / /
Mo Day Yr -

Status: (1 Part-Time O Full-Time O Graduate O Undergraduate Q Professional

QO Resident O Commuter _
PART I-T0 BE COMPLETED AND SIGNED BY STUDENT OR PARENT/GUARDIAN FOR STUDENT UNDER
THE AGE OF 18:

MENINGOCOCCAL: Meningitis (Meningococcal) Vaccine is REQUIRED for all ATHLETES and
RESIDENT students. It is optional for all other students at the current time.

Check one box: .
' O Quadrivalent polysaccharide vaccine (Menomune™ or Menactra)............... Date: / / *
*Documentation by HealthCare Provider required.

O Ihave read, or have had explained to me, the information regarding Meningococcal Meningitis Disease. I
understand the risks of not receiving the vaccine. I have decided that I (my child) will not obtain immmunization
against meningococcal meningitis disease.

Sign: - Date:

PART Il -TO BE COMPLETED AND SIGNED BY YOUR HEALTH CARE PROVIDER:

REQUIRED as per NYS law §2165; students must be immunized against measles, mumps and rubella.
This law applies to all students born on or after January 1, 1957:

A. ML.MLR. (Measles, Mumps, Rubella) Two doses required:

O Dose 1 givenatage 12-15months or 1ater ........ounveenneeeeeneeeeeeoeee e Date: / /
Mo Day Yr
O Dose 2 given at age 4-6 years or later, and at least one month after first dose ....Date: - / /
o Day Yr
OPTIONAL:

B. TETANUS-DIPHTHERIA (Primary series with DTaP or DTP and booster with Td in the last ten years meets requirement.

Refer to ACIP for details.)
1. Primary series of four doses with DTaP or DTP:

#1: / #2: / #3: / #4: /
MD ’I‘ MO ’f JGO fr Do yr
2. Tetanus-Diphtheria (Td) booster within the last ten Years. coeeseses /
HO 7r

C. POLIO (Primary series in childhood meets requirement; three primary series schedules are acceptable. Refer to ACIP for details.)

OPYV alone, 3 doses; IPV alone, 4 doses; IPV/OPV sequential, 4 doses.
Completed Primary Series / /



D. VARICELLA (Either a history of chicken pox, a positive Varicella antibody, or two doses of vaccine given at least one
month apart if immunized at the age of 13 or older meets the requirement.)

1. History of Disease: Yes [J No O

2. Varicella antibody: / Reactive: Non-reactive:
Mo T Yr '—_—"—
3. Immunization Dose# 1: Date _ / [
Dose # 2: Date /[ /[
RECOMMENDED:

E. HEPATITIS B (Three doses of vaccine or two doses of adult vaccine in adolescents 11-15 years of age, or a positive
Hepatitis B surface antibody meets the requirement)
1. Immunization (Hepatitis B)

Dose # 1: / Dose # 2: / Dose # 3: /
Mo T Y¥r T Mo T ¥ T Mo T~ ¥
2. Immunization (Combined Hepatitis A and B Vaccine)
Dose # 1: / Dose # 2: / Dose # 3: /
Mo T ¥ — Mo T ¥ T Mo T ¥
3. Hepatitis B surface antibody: Date: /
— M %
F. INFLUENZA (Annual immunization recommended to avoid disruption to academic activities)
Date: #1: / #2: / #3: / #4: /
T Mo T ¥ T Mo~ ¥r T Mo T Y¥r T Mo T ¥
G. TUBERCULOSIS SCREENING - PPD is required of high-risk groups or if entering health profession.
PPD (Mantoux) within the past 12 months (tine or monovac not acceptable):
#1. Date Given:..... / / Date Reviewed:..... / /
Mo Day Yr Mo. Day Yr
Results: Negative O  Positive O* mm induration (horizontal diameter) Date: / /
Mo Day Yr
*If PPD is positive, chest X-ray is required: X-ray result:  Normal O Abnormal O Date: / /

Mo Day Yr
Signature and Title of Administrator:

Dale
#2. Date Given:..... / / Date Reviewed:..... / /
Mo Day Yr Mo. Day Yr
Results: Negative (3  Positive O* mm induration (horizontal diameter) Date: / /
. Mo Day Yr
*If PPD is positive, chest X-ray is required: X-rayresult: Normal O Abnormal O Date: / /

Mo Duay Yr
Signature and Title of Administrator:

Dale

Health Care Provider Signature:

Signature

And

Stamp:
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