
Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

Wake Forest University Health Information & Immunization Form

2022-23 Academic Year
North Carolina General Statute §130A 152-157 requires that ALL students entering college present a certificate of
immunization which documents that the student has received the immunizations that are required by law. This
documentation must be signed by a healthcare provider and include an office address. Students may be withdrawn from
the university 30 days after classes begin if the mandatory immunization and TB requirements have not been met.

Deadlines for submission of all pages:
Fall admission – July 1

Spring admission – January 1
Summer admission – May 1

Basic Instructions:
● All Immunization records are required to be submitted in, or translated into English, and in MM/DD/YYYY format.
● Include name and Wake ID number on all forms.
● Forms completed at a doctor’s office, clinic or health department must contain an “official Stamp” and/or

clinician signature for documents to be complete and accepted.
● KEEP A COPY FOR YOUR RECORDS.

The following steps are MANDATORY:
1. Have a doctor’s office, clinic or health department complete the Immunization Form.
2. Complete the Tuberculosis Questionnaire - all incoming students must be screened for Tuberculosis risk factors

through a screening questionnaire
3. The completed Immunization Requirements Form and TB Screening Questionnaire must be uploaded to your

Student Health Portal or emailed to hiif@wfu.edu.

Acceptable records of your immunizations may be obtained from any of the following:
● Personal shot records: Must be verified by a doctor’s stamp or signature or by a clinic or health department

stamp.
● High School Records: These may contain some, but not all of your immunization records. Your immunization

records do not transfer automatically. You must request a copy.
● Local Health Department
● Previous College or University Records: Your immunization records do not transfer automatically. You must

request to have a copy sent to our immunizations department. Records must include clinic address.
● Military Records or WHO (World Health Organization) Documents: These records may not contain all of the

required immunizations.

IMPORTANT! Your information will be reviewed by staff. You will be notified via email or student portal secure message if
additional information is needed. Keep a copy for your records. There are occasions when you may need to resubmit
your documentation.

CONFIDENTIALITY: Student medical records are confidential. Medical records and information contained in the records
may be shared with therapists and physicians who are involved in the student’s care, and otherwise will not be released
without the student’s permission except as allowed by law. Students who wish to have their medical records or
information released to other parties should complete a release of information form at the time of each office visit or
service.
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Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

Wake Forest University 2022-23 Health Information & Immunization Form
Do not submit until all forms are completed.

To be completed by student (use black ink if by hand)

Last Name First Name
Middle
Initial

Preferred Name Date of Birth WFU ID #

Permanent Address:_____________________________________________________________________________________

Cell Phone:_______________________   Email Address:_______________________________________________________

Student Health uses a text message service to remind of appointments & messages that the providers send.
If you do not want this service please check box:⬜

Sex assigned at birth: Female ⬜ Male ⬜ Intersex ⬜ Marital status: Single ⬜ Married ⬜ Domestic Partner⬜

Class you are entering: Fr. ⬜ Soph. ⬜ Jr. ⬜ Sr. ⬜
Graduate School of Arts & Sciences ⬜ School of Business Graduate School ⬜
School of Law ⬜ School of Divinity

Semester entering: ⬜ Fall 20_____ ⬜ Spring 20_____ ⬜ Summer 20_____

Will you be participating on a NCAA athletic team? Yes ⬜ No ⬜  If so, which sport?___________________________

In case of emergency, contact:

Name:_____________________________________________________________  Relationship: _______________________________________

Cell Phone:_________________________   Home Phone: ___________________________   Bus. Phone: ______________________________

Address: ______________________________________________________ City/State: _______________________________________________

Zip:_____________________________ Email address:__________________________________________________________________________

Important Information—Please read and sign below:

Authorization and Consent: If the student is under the age of 18, a parent or guardian must also sign. I agree that the attending

physician or whomever he or she may designate may evaluate and treat all injuries or illnesses for which help is sought. In the case of a

minor student, (under the age of 18) this treatment may proceed without prior notification of the undersigned parent or guardian. I

also agree that needed immunizations may be administered. I further agree that the Student Health Service may release any medical

information to other health care providers who are involved in my care.

_______________________________________________________________________________ Date______/______/__________
Signature of Student (must be printed and signed)

_______________________________________________________________________________ Date______/_____ /___________
Signature of Parent/Guardian, if student under age 18
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Last Name First Name
Middle
Initial

Preferred Name Date of Birth WFU ID #

Family History Family Medical History

Age
State of
Health

Occupation
Age of
Death

Cause of Death
Have any of your relatives ever had any of the
following?

Parent Yes Relationship

Parent Blood Clots (lung or leg)

Brother(s)

Asthma

Cancer (type)

Diabetes

Heart disease

Sister(s)

Hereditary disease

High blood pressure

Migraine headaches

Are you adopted?

Personal History (check all that apply)

Are you allergic to: Have you had: Have you had:

Penicillin Respiratory disorder Smoking/tobacco use

Sulfonamides Heart disease Cancer

Peanuts High blood pressure Chronic medical condition

Bees, wasps Stomach or intestinal disorders Surgery or serious injury

Other medications/foods Menstrual cycle disorders Serious head injury

Specify Kidney disease Concussion

Do you receive allergy injections? Sexually transmitted infections Mobility disorder

Have you had: Anemia Organ loss

Mononucleosis Blood disorders Other Mental Health Conditions

Chickenpox Diabetes Anxiety

Hepatitis B Thyroid disease ADD, ADHD

Hepatitis C Other endocrine disorders Depression

HIV Migraines or chronic headaches Diagnosed learning disorder

Hearing disabilities Neurological disorder Eating disorder

Vision problems Seizures Victim of personal or sexual assault

Corrective lenses Alcohol abuse problems Received treatment/counseling for a
psychiatric problem

Asthma Other drug use problems
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Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

All new students are required to complete and submit the following Tuberculosis (TB) Exposure Risk Form

Last Name First Name
Middle
Initial

Preferred Name Date of Birth WFU ID #

Please answer the following questions:
A. Have you ever lived with or been in close contact with a person known or suspected of  being sick with TB? ___

YES ___ NO
B. Have you been a resident or an employee at a congregate living facility, correctional facility, long term care

facility, homeless shelters or health care facility with patients at an increased risk of TB? ___ YES ___ NO
C. Were you born in, or have you lived, worked or visited for > 1 month in one of the following countries listed in

the boxes below? ___ YES ___ NO

If YES, where? _________________________ How long?____________ Dates visited/lived _____________________________

● If YES to any of the above questions: Wake Forest University requires TB testing within 6 months of arriving on

campus. See instructions on the previous page for your healthcare provider.

● If the answer to all of the above questions is NO: no further action is needed.
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Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

Guidelines For Completing The Immunization Record
IMPORTANT: The immunization requirements must be met or according to NC law, you will be withdrawn from classes
without credit.

Be certain that your Name, Date of Birth and Student ID Number appear on each sheet where requested and that all
forms are sent together. The records must have the vaccine administration dates. The dates MUST include the month,
day, and the year. Acceptable Records of your immunizations may be obtained from any of the following:

● Personal Shot Records / Local Health Department: Must be verified by a doctor’s stamp or signature, or by a
clinic or health department stamp with address.

● Military Records or WHO (World Health Organization) Documents: These records may not contain all of the
required immunizations. Required records within these documents are however accepted. Must have the clinic
address.

● Previous College or University Records: Your immunization records do not transfer automatically. You must
request to have a copy sent to our immunizations department. Records must include clinic address.

For information regarding medical or religious exemption requests, visit shs.wfu.edu.

College / University Vaccines and Number of Dose (Booster) Requirements
VACCINE # DOSES/BOOSTER REQUIRED BEFORE SCHOOL ENTRY*

Diphtheria, tetanus and pertussis1 3 doses

Polio2 3 doses

Measles3 2 doses

Mumps4 2 doses

Rubella5 1 dose

Hepatitis B (Hep B)6 3 doses

Varicella7 2 doses

Meningococcal: Quadrivalent ACYW-1358 1 dose (on or after 16th birthday)

COVID-199 2 dose or 3 doses

1) Three doses are required for individuals entering college or university. Individuals entering college or university for the first time on or after July 1, 2008 must have had
three doses of tetanus/diphtheria toxoid; one of which must be tetanus/diphtheria/pertussis. Given since 2005.

2) Three doses are required for individuals entering college or university. An individual attending school who has attained his or her 18th birthday is not required to
receive polio vaccine.

3) Two doses at least 28 days apart are required for individuals entering college or university.  The requirement for a second dose does not apply to individuals who
entered school, college, or university for the first time before July 1, 1994. A person who has been diagnosed prior to January 1, 1994 by a physician (or designee such
as a nurse practitioner or physician’s assistant) as having measles (rubella) or an individual who has been documented by serological testing to have a protective
antibody titer against measles is not required to receive measles vaccine. Individuals born before 1957 are not required to receive a measles vaccine except in measles
outbreak situations.

4) Two doses are required for individuals entering college or university. A physician’s diagnosis is not acceptable for mumps disease(s). Individuals must be immunized or
have laboratory confirmation of disease or have been documented by serological testing to have a protective antibody against mumps. Individuals born before 1957
are not required to receive the mumps vaccine. Individuals that entered college or university before July 1, 1994 are not required to receive the vaccine. Individu-als
that entered school, college, or university before July 1, 2008 are not required to receive the second dose of mumps vaccine.

5) One dose is required for individuals entering college or university. A physician’s diagnosis is not acceptable for rubella disease(s). Individuals must be immunized or
have laboratory confirmation of rubella disease or have been documented by serological testing to have a protective antibody titer against rubella. Any individual who
has attained his or her fiftieth birthday is not required to receive rubella vaccine except in outbreak situations. Any individual who entered college or university after his
or her thirtieth birthday and before February 1, 1989 is not required to receive rubella vaccine except in outbreak situations.

6) Three doses are required for individuals entering college or university. Hepatitis B vaccine is not required if an individual was born before July 1, 1994.
7) Varicella is not required if an individual was born before April 1, 2001.
8) Meningococcal Quadrivalent ACYW-135 is required of all undergraduate students. One dose on or after the 16th birthday. Recommended for graduate and

professional students. Learn about this disease at https://www.immunize.nc.gov/family/vaccines/meningococcal.htm.
9) The University continually reviews protocols and recommendations based on the available data and advice of public health experts and will make updates in future

semesters, if needed. Current requirement: Primary vaccine and booster. The booster must be an mRNA.
* Must repeat Rubeola (measles) vaccine if received more than 4 days prior to 12 months of age. History of physician - diagnosed measles disease is acceptable, but must
have a signed statement from physician.
**Only laboratory proof of immunity to rubella or mumps is acceptable if the vaccine is not taken. History of rubella or mumps disease, even from a physician is not
acceptable.
***Vaccine, laboratory proof of immunity, or history of disease with a signed physician statement is acceptable to varicella.
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Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

PRINT THIS PAGE FOR HEALTHCARE PROVIDER TO COMPLETE

Last Name First Name
Middle
Initial

Preferred Name Date of Birth WFU ID #

Section A: Required Immunizations

Immunization Name Date(s) Administered (MM/DD/YY)

Students must submit documentation of 3
DTP, Td, or Tdap vaccines regardless of
age. One MUST be a Tdap, one must be
within the past 10 years. DTaP/DTP/Td
(diphthe-ria/Tetanus/Pertussis or
Tetanus/Diphtheria Toxoid)

Dtap

Dtp

Td

Tdap Booster (All students MUST show proof of a Tdap booster)

Polio (3 doses required for students under 18 years of age)

MMR (Measles, Mumps, Rubella - 2 MMR vaccines required on or
after first birthday OR 2 Measles, 2 Mumps, and 1 Rubella single
doses OR positive Measles, Mumps, Rubella titers)

Measles (2 required on or after first birthday OR positive titer

OR documented disease date)

Disease Date **Titer Date &
Result

Mumps (2 required on or after first birthday OR positive titer)
Disease Date not

accepted
**Titer Date &

Result

Rubella (1 required on or after first birthday OR positive titer)
Disease date not

accepted
**Titer Date &

Result

Hepatitis B Series (required if born on or after July 1, 1994)
Titer NOT Accepted
for required Hep B

Series

Varicella (2 doses required if born on or after April 1, 2001.
Positive titer OR date of disease is acceptable)

Disease Date **Titer Date &
Result

Meningococcal Quadrivalent ACYW-135 (Men-actra,
Menveo) A dose is required ≥ age 16 years for all
undergrad-uates. Meningococcal B vaccine DOES NOT fulfill this
requirement. Recommended for graduate/professional students
through age 21.

Type Dates administered (MM/DD/YY)

COVID-19 Required for all students.
Requirement of primary series of vaccine
and booster. The booster must be an
mRNA vaccine.

Moderna

Pfizer

J&J Janssen
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Wake Forest University Student Health Service
P.O. Box 7386 | Winston-Salem, NC 27109

Office: (336) 758-5218
Email: hiif@wfu.edu

PRINT THIS PAGE FOR HEALTHCARE PROVIDER TO COMPLETE

Last Name First Name
Middle
Initial

Preferred Name Date of Birth WFU ID #

Section B: Recommended Immunizations

Immunization Name Date(s) Administered (MM/DD/YY)

Hepatitis A

Human Papillomavirus (HPV)

Cervarix

Gardasil

Gardasil-9

Section C: Recommended Immunizations for Certain Patients/Medical Conditions

Immunization Name Date(s) Administered (MM/DD/YY)

Meningococcal Group B
Trumenba

Bexsero

Pneumovax

Yellow Fever

Typhoid IM

Typhoid Oral

Other

Section D: Tuberculosis (TB) Risk Assessment: Clinicians should review and verify the information on page 4. Persons answering
YES to any of the questions on the TB Exposure Risk form (page 4) are candidates for either Mantoux tuberculin skin test (TST) or
Interferon Gamma Release Assay (IGRA), unless a previous positive test has been documented.

History of a positive TB skin test or IGRA blood test? No Yes If yes, document below:

TB test type
Date

Administered Date read Result

Tuberculin Skin Test mm

IGRA Blood Test: n/a

If TB test is positive, chest x-ray is REQUIRED Date completed Result If abnormal, must attach radiology
report

Healthcare Provider Information & Signature:
Name (print): _______________________________________________ Date: __________________________________________________
Office Address: _________________________________________________________________________________________________________
Phone: ___________________________________________
Are you the student’s primary care provider?⬜ Yes ⬜No If no, how long have you known the student?_______________

Signature: ____________________________________________________________________________________________________________

7


	Summer admission  May 1: 
	Student Health Portal or emailed to hiifwfuedu: 
	Last NameRow1: 
	First NameRow1: 
	Middle InitialRow1: 
	Preferred NameRow1: 
	Date of BirthRow1: 
	WFU ID Row1: 
	Permanent Address: 
	Cell Phone: 
	Email Address: 
	fill_4: 
	fill_5: 
	fill_6: 
	If so which sport: 
	Name: 
	Relationship: 
	Cell Phone_2: 
	Home Phone: 
	Bus Phone: 
	Address: 
	CityState: 
	Zip: 
	Email address: 
	Date: 
	undefined: 
	undefined_2: 
	Date_2: 
	undefined_3: 
	undefined_4: 
	Last NameRow1_2: 
	First NameRow1_2: 
	Middle InitialRow1_2: 
	Preferred NameRow1_2: 
	Date of BirthRow1_2: 
	WFU ID Row1_2: 
	Family HistoryRow1: 
	AgeParent: 
	State of HealthParent: 
	OccupationParent: 
	Age of DeathParent: 
	Cause of DeathParent: 
	Have any of your relatives ever had any of the followingRow1: 
	AgeParent_2: 
	State of HealthParent_2: 
	OccupationParent_2: 
	Age of DeathParent_2: 
	Cause of DeathParent_2: 
	YesBlood Clots lung or leg: 
	RelationshipBlood Clots lung or leg: 
	AgeBrothers: 
	State of HealthBrothers: 
	OccupationBrothers: 
	Age of DeathBrothers: 
	Cause of DeathBrothers: 
	YesAsthma: 
	RelationshipAsthma: 
	AgeBrothers_2: 
	State of HealthBrothers_2: 
	OccupationBrothers_2: 
	Age of DeathBrothers_2: 
	Cause of DeathBrothers_2: 
	YesCancer type: 
	RelationshipCancer type: 
	AgeBrothers_3: 
	State of HealthBrothers_3: 
	OccupationBrothers_3: 
	Age of DeathBrothers_3: 
	Cause of DeathBrothers_3: 
	YesDiabetes: 
	RelationshipDiabetes: 
	AgeBrothers_4: 
	State of HealthBrothers_4: 
	OccupationBrothers_4: 
	Age of DeathBrothers_4: 
	Cause of DeathBrothers_4: 
	YesHeart disease: 
	RelationshipHeart disease: 
	AgeSisters: 
	State of HealthSisters: 
	OccupationSisters: 
	Age of DeathSisters: 
	Cause of DeathSisters: 
	YesHereditary disease: 
	RelationshipHereditary disease: 
	AgeSisters_2: 
	State of HealthSisters_2: 
	OccupationSisters_2: 
	Age of DeathSisters_2: 
	Cause of DeathSisters_2: 
	YesHigh blood pressure: 
	RelationshipHigh blood pressure: 
	AgeSisters_3: 
	State of HealthSisters_3: 
	OccupationSisters_3: 
	Age of DeathSisters_3: 
	Cause of DeathSisters_3: 
	AgeSisters_4: 
	State of HealthSisters_4: 
	OccupationSisters_4: 
	Age of DeathSisters_4: 
	Cause of DeathSisters_4: 
	AgeSisters_5: 
	State of HealthSisters_5: 
	OccupationSisters_5: 
	Age of DeathSisters_5: 
	Cause of DeathSisters_5: 
	Have any of your relatives ever had any of the: 
	Family Medical History: 
	YesMigraine headaches: 
	RelationshipMigraine headaches: 
	YesAre you adopted: 
	RelationshipAre you adopted: 
	Are you adoptedRow1: 
	YesRow10: 
	RelationshipRow10: 
	Are you allergic to: 
	Penicillin: 
	Sulfonamides: 
	Peanuts: 
	Bees wasps: 
	Other medicationsfoods: 
	Specify: 
	Do you receive allergy injections: 
	Have you had: 
	Mononucleosis: 
	Chickenpox: 
	Hepatitis B: 
	Hepatitis C: 
	HIV: 
	Hearing disabilities: 
	Vision problems: 
	Corrective lenses: 
	Asthma: 
	Respiratory disorder: 
	Have you had_2: 
	Respiratory disorder_2: 
	Heart disease: 
	High blood pressure: 
	Stomach or intestinal disorders: 
	Menstrual cycle disorders: 
	Kidney disease: 
	Sexually transmitted infections: 
	Anemia: 
	Blood disorders: 
	Diabetes: 
	Thyroid disease: 
	Other endocrine disorders: 
	Migraines or chronic headaches: 
	Neurological disorder: 
	Seizures: 
	Alcohol abuse problems: 
	Other drug use problems: 
	Smokingtobacco use: 
	Have you had_3: 
	Smokingtobacco use_2: 
	Cancer: 
	Chronic medical condition: 
	Surgery or serious injury: 
	Serious head injury: 
	Concussion: 
	Mobility disorder: 
	Organ loss: 
	Anxiety: 
	ADD ADHD: 
	Depression: 
	Diagnosed learning disorder: 
	Eating disorder: 
	Victim of personal or sexual assault: 
	Received treatmentcounseling for a psychiatric problem: 
	Received treatmentcounseling for a psychiatric problemRow1: 
	Other Mental Health ConditionsRow8: 
	Last NameRow1_3: 
	First NameRow1_3: 
	Middle InitialRow1_3: 
	Preferred NameRow1_3: 
	Date of BirthRow1_3: 
	WFU ID Row1_3: 
	the boxes below: 
	If YES where: 
	How long: 
	Dates visitedlived: 
	Diphtheria tetanus and pertussis1: 
	3 doses: 
	Polio2: 
	3 doses_2: 
	Measles3: 
	2 doses: 
	Mumps4: 
	2 doses_2: 
	Rubella5: 
	1 dose: 
	Hepatitis B Hep B6: 
	3 doses_3: 
	Varicella7: 
	2 doses_3: 
	Meningococcal Quadrivalent ACYW1358: 
	COVID199: 
	2 dose or 3 doses: 
	Last NameRow1_4: 
	First NameRow1_4: 
	Middle InitialRow1_4: 
	Preferred NameRow1_4: 
	Date of BirthRow1_4: 
	WFU ID Row1_4: 
	Section A Required Immunizations: 
	Immunization Name: 
	Dates Administered MMDDYYDtap: 
	Dates Administered MMDDYYDtap_2: 
	Dates Administered MMDDYYDtap_3: 
	Dates Administered MMDDYYDtap_4: 
	Dates Administered MMDDYYDtp: 
	Dates Administered MMDDYYDtp_2: 
	Dates Administered MMDDYYDtp_3: 
	Dates Administered MMDDYYDtp_4: 
	Dates Administered MMDDYYTd: 
	Dates Administered MMDDYYTd_2: 
	Dates Administered MMDDYYTd_3: 
	Dates Administered MMDDYYTd_4: 
	Dates Administered MMDDYYTdap Booster All students MUST show proof of a Tdap booster: 
	Dates Administered MMDDYYTdap Booster All students MUST show proof of a Tdap booster_2: 
	Dates Administered MMDDYYTdap Booster All students MUST show proof of a Tdap booster_3: 
	Dates Administered MMDDYYTdap Booster All students MUST show proof of a Tdap booster_4: 
	Dates Administered MMDDYYPolio 3 doses required for students under 18 years of age: 
	Dates Administered MMDDYYPolio 3 doses required for students under 18 years of age_2: 
	Dates Administered MMDDYYPolio 3 doses required for students under 18 years of age_3: 
	Dates Administered MMDDYYPolio 3 doses required for students under 18 years of age_4: 
	fill_27: 
	fill_28: 
	fill_29: 
	fill_30: 
	fill_31: 
	fill_32: 
	Disease Date: 
	fill_33: 
	fill_34: 
	fill_35: 
	fill_36: 
	Dates Administered MMDDYYHepatitis B Series required if born on or after July 1 1994: 
	Dates Administered MMDDYYHepatitis B Series required if born on or after July 1 1994_2: 
	Disease date not acceptedHepatitis B Series required if born on or after July 1 1994: 
	Dates Administered MMDDYYVaricella 2 doses required if born on or after April 1 2001 Positive titer OR date of disease is acceptable: 
	Dates Administered MMDDYYVaricella 2 doses required if born on or after April 1 2001 Positive titer OR date of disease is acceptable_2: 
	Disease Date_2: 
	fill_42: 
	fill_43: 
	Type: 
	Dates administered MMDDYY: 
	Dates administered MMDDYYModerna: 
	Dates administered MMDDYYModerna_2: 
	Dates administered MMDDYYModerna_3: 
	Dates administered MMDDYYModerna_4: 
	fill_48: 
	fill_49: 
	fill_50: 
	fill_51: 
	Dates administered MMDDYYJJ Janssen: 
	Dates administered MMDDYYJJ Janssen_2: 
	Dates administered MMDDYYJJ Janssen_3: 
	Dates administered MMDDYYJJ Janssen_4: 
	JJ JanssenCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_2: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_3: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_4: 
	JJ JanssenCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_2: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_5: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_6: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_7: 
	Dates administered MMDDYYCOVID19 Required for all students Requirement of primary series of vaccine and booster The booster must be an mRNA vaccine_8: 
	Last NameRow1_5: 
	First NameRow1_5: 
	Middle InitialRow1_5: 
	Preferred NameRow1_5: 
	Date of BirthRow1_5: 
	WFU ID Row1_5: 
	Section B Recommended Immunizations: 
	Immunization Name_2: 
	Dates Administered MMDDYYHepatitis A: 
	Dates Administered MMDDYYHepatitis A_2: 
	Dates Administered MMDDYYHepatitis A_3: 
	Dates Administered MMDDYYHepatitis A_4: 
	Dates Administered MMDDYYCervarix: 
	Dates Administered MMDDYYCervarix_2: 
	Dates Administered MMDDYYCervarix_3: 
	Dates Administered MMDDYYCervarix_4: 
	Dates Administered MMDDYYGardasil: 
	Dates Administered MMDDYYGardasil_2: 
	Dates Administered MMDDYYGardasil_3: 
	Dates Administered MMDDYYGardasil_4: 
	Dates Administered MMDDYYGardasil9: 
	Dates Administered MMDDYYGardasil9_2: 
	Dates Administered MMDDYYGardasil9_3: 
	Dates Administered MMDDYYGardasil9_4: 
	Immunization Name_3: 
	Meningococcal Group B: 
	Dates Administered MMDDYYTrumenba: 
	Dates Administered MMDDYYTrumenba_2: 
	Dates Administered MMDDYYTrumenba_3: 
	Dates Administered MMDDYYTrumenba_4: 
	Dates Administered MMDDYYBexsero: 
	Dates Administered MMDDYYBexsero_2: 
	Dates Administered MMDDYYBexsero_3: 
	Dates Administered MMDDYYBexsero_4: 
	Dates Administered MMDDYYPneumovax: 
	Dates Administered MMDDYYPneumovax_2: 
	Dates Administered MMDDYYPneumovax_3: 
	Dates Administered MMDDYYPneumovax_4: 
	Dates Administered MMDDYYYellow Fever: 
	Dates Administered MMDDYYYellow Fever_2: 
	Dates Administered MMDDYYYellow Fever_3: 
	Dates Administered MMDDYYYellow Fever_4: 
	Dates Administered MMDDYYTyphoid IM: 
	Dates Administered MMDDYYTyphoid IM_2: 
	Dates Administered MMDDYYTyphoid IM_3: 
	Dates Administered MMDDYYTyphoid IM_4: 
	Dates Administered MMDDYYTyphoid Oral: 
	Dates Administered MMDDYYTyphoid Oral_2: 
	Dates Administered MMDDYYTyphoid Oral_3: 
	Dates Administered MMDDYYTyphoid Oral_4: 
	Dates Administered MMDDYYOther: 
	Dates Administered MMDDYYOther_2: 
	Dates Administered MMDDYYOther_3: 
	Dates Administered MMDDYYOther_4: 
	TB test type: 
	Date AdministeredTuberculin Skin Test: 
	Date readTuberculin Skin Test: 
	Date AdministeredIGRA Blood Test: 
	Date completedRow1: 
	ResultRow1: 
	Name print: 
	Date_3: 
	fill_3: 
	Phone: 
	If no how long have you known the student: 
	No: Off
	Yes: Off
	skin test: 
	blood test: 


