
UNIVERSITY OF CHARLESTON 
IMMUNIZATION FORM — ACADEMIC YEAR 2010-2011 

 
To ensure the health and safety of our campus, immunization against communicable diseases is 
extremely important. Vaccination against Measles, Mumps, and Rubella (MMR) is required of all 
students. In addition to the MMR, the following vaccinations are required of all residential students: 

Hepatitis B and Meningitis.  Records must include a physician’s signature and/or health 
department stamp. 
 
PART I:  (please print) 
 
Name: _____________________________ _____________________   __________________ 
 Last Name    First Name   Middle Name 
 
Address_____________________________________________________________________________ 
 Street     City   State  Zip Code 
 
D.O.B.____________________  UC Student ID #________________________ 
 
Telephone__________________________  E-mail  Address______________________ 
 
Are you living on campus? ________Yes    ________No 
 
PART II:  REQUIRED IMMUNIZATIONS (To be completed and signed by your health care provider.) 

-MMR (Measles, Mumps, Rubella) – two doses required  

Dose #1______________    Dose #2________________  

 Date     Date 
 
-Hepatitis B – three doses required  

Dose #1_______________ Dose #2_______________ Dose #3______________  

 Date    Date    Date 
  
-Meningococcal Vaccine 

______________    Type of vaccine used __________________________   

 Date   
 

 
  

PLEASE HAVE ALL REQUIRED SECTIONS COMPLETED BEFORE SUBMITTING THIS FORM. 
 

All immunizations must be completed or in progress by August 25, 2010. 
 



 
 
PART III: RECOMMENDED IMMUNIZATIONS 

- Varicella (Chicken Pox) 
- Tuberculosis Screening 
- Pneumococcal Polysaccharide vaccine (Pneumovax) 
- Influenza vaccine  
- Hepatitis A vaccine or combined Hepatitis A&B vaccine 
-  Human Papilomavavirus (HPV) vaccine  
- Tetanus – Diphtheria – Pertussis 

 
 
Student Name (print) _________________________________________________________________ 
   First   Middle   Last  
 
 
______________________________________  _____________________________________ 
Signature of Student      Date 
 
 
______________________________________  _____________________________________ 
Signature of Parent/Guardian (if under age of 18)  Date 
 
Health Care Provider Information 
 
Name (print)____________________________  Address _______________________________ 
 
 
Signature ______________________________  Phone _________________________________ 

 
Records must include a physician’s signature and/or health department stamp. 

 
Return completed form to: 

University of Charleston — Student Life Office 
2300 MacCorkle Ave, S.E. 

Charleston, WV 25304 
Telephone:  304-357-4745  Fax:  304.357.4915 

 
 
 

If you have any questions, please contact the Office of Student Life at 304.357.4745. 
  
     
 


