' Post University Health Services
B0 Country Club Road PO Box 2540
Waterbury, CT Be723-25410
o s Office (203) §96-4507 Fax (203) 841-1179
Pleage complete the form below and mail or
UNIVERSITYe

Sy vy the above address

EST.1890
Last Mame First M iddle
Date of Birth: _ © 1 Country of hirth __ Ermail:
Address City
State _ - Zip
Phone Hi ) ) L Cell{ }
Stisdent Status: ADP_ Day {Part- Time) _Ciraduate Division

Stisdents' grades will be held and registration may be delaved unless prager proof is provided.
*  Laboratsry verification of immiinity will be accepted if youn do net rave proper proof of imemiizations -
fabaratary report must be aitached, *

Record of Immunizations
MMR (measzles, mumps and rubella) 2 dates are required or verification of immunity by a titer
gL 45 {onor after vour L8t birthday and afler 119537 #2 7 7 (must be given after 1/1)1980)
Two dates are reguired and o minimem inferval of 28 days must separate the vaccines

I you have received meashes instead of MME Please indicate:

Measles (Rubeolay# 1 _ F 0 #2 /1 ar antibody titer results date  f f 0=
Pmps#1_ 0 ¢ #2 0/ orantibody titer resulis datz_ / ! &
Rubellag#1 /[ / #2 ¢ [/  orantibody riter resulis date /0 *

VARICELLA (chicken pox) 2 dates are reguired if born after 173171979,
Tt is not required for students borm in the United States before 1980 but all foreign bom students must

have 2 Waccines or antibody titer fest showing immunity.

M/ and #Z o or antibody titer results date: f
or Confirmed natural diseass by a physician dater ¢/
Health Care Providers Name: Phone [ ) -
Health Care Provider’s Signature: date: 7

have 2 Vaceines or antibody titer test showing imimunity.

) I and #2 L or antibody titer resulis  date: i
or Confirmed natural discase by a physician  date: i
Health Care Provider’s Mame: _(Print) - Phone ()

Health Care Provider’s Signature: date: S/




