


Student to complete (please print or type) 
Last name ___________________ First name ___________________ DOB ____________ 
RUID or A number ___________________ Email ___________________ Cell phone ____________ 

____________________________________________________ Grad year ____________ 

Healthcare provider to complete (please print or type) 
Measles, Mumps, Rubella (MMR) – 

MMR vaccine doses Vaccine/Titer Date Result 
MMR dose 1 
MMR dose 2 

and rubella. 

Measles 
-Immune

Immune -Immune

Immune -Immune

Doses may be entered individually in this 

DO NOT RE-ENTER 

Measles dose 1 
Measles dose 2 
Mumps dose 1 
Mumps dose 2 
Rubella dose 1 

– 
a test 

LAB REPORTS ARE REQUIRED AND MUST BE 
UPLOADED AS AN ATTACHMENT 

Test Date Lab Results 

-immune -

**

**Hep a test 

If 
Vaccine Date 

-19 – 
-approved. Vaccine Date 

Dose 1 
Dose 2 
Most recent booster 

Category 1 1 



Last name _________________ First name ________________ DOB __ RUID or A number ____________ 

– 

– 
s 

To complete this option
-

read 48- within the past 6 months 
of your enrollment date. 

______ mm 
1 

______ mm 
2 

student 
______ mm 

Was the student t
for how long was the student treated and with which medication? ___________________________________ 

-ray** must be completed. 
approved blood test 

To complete this option FDA approved 
blood test showing absence of TB infection within the past 6 
months of your enrollment date. 
Lab report must be attached

-ray** 
must be completed. 

test 

-Spot    
Lab Report a

** - -
did ve 

test, do 
- a

normal

– 
Varicella vaccine doses 

and a second dose at least 28 days apart 

Vaccine/Titer Date Result 
dose 1 
dose 2 

s i

varicella. Varicella Titer -Immune
Lab Report a

Category 1 2 

( Date stamp 



   Physical Exam Form

Student to complete (please print or type)
Last name ___________________ First name ___________________ DOB ____________
RUID or A number ___________________ Email ___________________ Cell phone ____________

____________________________________________________ Grad year ____________

Physical Form: To be completed by the healthcare provider.

BMI

Normal Abnormal
General appearance
Skin
Head
Eyes
Neurological Exam
Respiratory
Psychiatric Exam

_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________

Healthcare provider name     ( Date

Your healthcare provider may supply their own physical form/document, which you may upload as 
d


