



Chicago State University 

  IMMUNIZATION RECORD

                    THIS FORM IS REQUIRED TO COMPLETE COLLEGE ENROLLMENT
Name________________________________________________________________________________________________


Last Name


First Name     


Middle Name

Address______________________________________________________________________________________________


   Street



          City                                State                                  Zip

Phone Number_____-______-________         Sex:       Male_____           Female______

Date of Birth____-_____-______          Social Security Number_______-_______-________

Date of Enrollment_______________  Status:  Part Time___Full time___ Graduate___Undergraduate__Other___ 

Required Immunizations please provide the month, date and year for every dose administered.
	Immunization
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr

	DPT (Diphtheria, Pertusis and Tetanus)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Td   or TD (Diphtheria and Tetanus)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Combined MMR (Measles/Mumps/Rubella)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Combined MR (Measles and Rubella)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rubeola(Red Measles) Live Virus Vaccine
	
	
	
	
	
	
	Disease Date or

Titer Date:(copy of titer must be attached)

	Rubella(3 day or German Measles)
	
	
	
	
	
	
	Diagnosis of Disease is not acceptable

Titer Date:(copy of titer must be attached)

	Mumps
	
	
	
	
	
	
	Disease Date or

Titer Date:(copy of titer must be attached)


 Health Provider Signature: (Physician, School Health Professional verifying that immunizations were given)
____________________________________________________________________________________

 Signature                                                                                  Date

Recommended Immunizations, (please check with your specific programs for additional immunization requirements)

	Immunization
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr
	Mo  Day   Yr

	Oral Polio/ IPV
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HBV: Hepatitis B vaccine
	
	
	
	
	
	
	
	
	
	Disease Date or

Titer Date: (copy of titer must be attached)

	Varicella: Chicken Pox
	
	
	
	
	
	
	Disease Date or

Titer Date: (copy of titer must be attached)

	Meningitis Vaccine
	
	
	
	Name of vaccine administered:


Tuberculosis PPD Mantoux required for students not born in the U.S.
	Previous BCG? Yes (  No (
 TB PPD Mantoux
	Date Given
	Date Read
	Results in mm induration
	If positive, a chest x-ray is required.

	Yes: date       no:
	
	
	  mm
	


I hereby give permission for the medical staff of Chicago State University to perform diagnostic, and therapeutic treatment, as they deemed necessary. Parental consent for treatment: All students under 18 years of age at CSU, must have parental permission before they may receive medical care at Chicago State University. We ask that you sign this statement 

 Signature of Patient/Guardian of student under 18


              Date

