
Immunizations and Tests 
Required by State Law/Clinical Facilities 

Name: Date of Birth:

Measles, Mumps, Rubella (MMR)/Varicella vaccines if not given on same day MUST be 28 days apart.
ALL DATES MUST INCLUDE MONTH, DAY AND YEAR. 
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d A. 'RVH����LQLWLDO�GRVH�� Date #1:BBBBBB�BBBBBB�BBBBBBBB 

Date #2:BBBBBB�BBBBBB�BBBBBBBB 

A. 'RVH����PLQLPXP���ZHHNV�DIWHU�GDWH����DQG�PLQLPXP����ZHHNV�DIWHU�
GDWH����

Date #3:BBBBBB�BBBBBB�BBBBBBBB 

B. 6HURORJLF�WHVW�SRVLWLYH�������P,8�P/�RU�JUHDWHU�IRU�+HSDWLWLV�%�DQWLERG\� Date of Collection �BBBBBB�BBBBBB�BBBBBBBB

____Positive  BBBB1HJDWLYH�
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A.� 0XVW�EH�FXUUHQW�ZLWKLQ�WKH�ODVW����\HDUV�� 'DWH�BBBBBB�BBBBBB�BBBBBBBB�

Physician or Approved Licensed Health Professional Information: 'DWH�RI�VLJQDWXUH below�PXVW�EH�DIWHU�ODVW�    
LPPXQL]DWLRQ�RU�DGGLWLRQDO�LPPXQL]DWLRQ forms�PXVW�EH�VLJQHG�DQG�GDWHG�VHSDUDWHO\�

Provider's 3ULQWHG�1DPH:�

Clinic $GGUHVV:�

Provider's 6LJQDWXUH:� 'DWH�BBBBBB�BBBBBB�BBBBBBBB�
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A.� Two�GRVHV�RI�0HDVOHV��0XPSV��5XEHOOD��005��YDFFLQH�RQ�RU�DIWHU�
WKHLU�ILUVW�ELUWKGD\�DQG�DW�OHDVW����GD\V�DSDUW�

OR 

'DWH����BBBBBB�BBBBBB�BBBBBBBB�

Date #2:BBBBBB�BBBBBB�BBBBBBBB 

B.� 6HURORJLF�WHVW�SRVLWLYH������$,�RU�JUHDWHU��IRU�0HDVOHV�,J*�DQWLERG\� 'DWH�RI�&ROOHFWLRQ��BBBBBB�BBBBBB�BBBBBBBB�

BBBB3RVLWLYH� BBBB1HJDWLYH�

B.� 6HURORJLF�WHVW�SRVLWLYH������$,�RU�JUHDWHU��IRU�0XPSV�,J*�DQWLERG\�

BBBB1HJDWLYH��

B.� 6HURORJLF�WHVW�SRVLWLYH�����,8�P/�RU�JUHDWHU��IRU�5XEHOOD�,J*�DQWLERG\� 'DWH�RI�&ROOHFWLRQ��BBBBBB�BBBBBB�BBBBBBBB

BBBB3RVLWLYH� BBBB1HJDWLYH�

Va
ric

el
la

 

A.� Two�GRVHV�RI�9DULFHOOD�YDFFLQH�RQ�RU�DIWHU�WKHLU�ILUVW�ELUWKGD\�DQG�DW�
OHDVW����GD\V�DSDUW���2QO\�RQH�GRVH�RI�9DULFHOOD�YDFFLQH�LV�QHHGHG�LI�WKH�
VWXGHQW�UHFHLYHG�ILUVW�GRVH�EHIRUH�WKH�DJH�RI�WKLUWHHQ��������

OR�

'DWH����BBBBBB�BBBBBB�BBBBBBBB�

'DWH����BBBBBB�BBBBBB�BBBBBBBB�

B. 6HURORJLF�WHVW�SRVLWLYH�������,65�RU�JUHDWHU��IRU�9DULFHOOD�,J0�DQWLERG\

OR�

'DWH�RI�&ROOHFWLRQ��BBBBBB�BBBBBB�BBBBBBBB

BBBB3RVLWLYH� BBBB1HJDWLYH�

C.� 3K\VLFLDQ�GRFXPHQWHG�KLVWRU\�RI�9DULFHOOD��&KLFNHQ�3R[�� Disease Date:BBBBBB�BBBBBB�BBBBBBBB 

7%

A.� 7%�2-step TST or by QuantiFERON-TB Gold blood assay 
must be completed�ZLWKLQ�����GD\V�EHIRUH�WKH�FODVV�VWDUW�GDWH.

5HVXOW�'DWH��BBBBBB�BBBBBB�BBBBBBBB

BBBB3RVLWLYH��BBBB1HJDWLYH���

'DWH�RI�&ROOHFWLRQ��BBBBBB�BBBBBB�BBBBBBBB

BBBB3RVLWLYH��

OR�
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Medical Professionals: Please read 
requirements thoroughly.

STAMP HERE:

A. 'RVH����PLQLPXP���ZHHNV�DIWHU�GDWH����
**If adult 2-dose Dynavax (Hepsilav-B) or PreHevBrio, 3rd dose is not required

A.��&XUUHQW�VHDVRQDO�IOX�YDFFLQH�IRU�FOLQLFDO�URWDWLRQV.  
 Must be maintained each season/year 'DWH�BBBBBB�BBBBBB�BBBBBB��LOT�BBBBBBBBBBB

B.� If positive TB result is found, a clear chest X- Ray must be 
presented EHIRUH�WKH�FODVV�VWDUW�GDWH.

5HVXOW�'DWH��BBBBBB�BBBBBB�BBBBBBBB7%
+ 




