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 IMPORTANT                                                                                                      
Immunization Requirements
Please complete the following form and return to USC Upstate Health Services, 800 University Way, Spartanburg, SC 29303.  If you have any questions, please call USC Upstate Health Services at (864) 503-5191.  Fax number (864) 503-5099.  A copy of an Immunization Certificate may be attached to this document, if available.  DO NOT SEND ORIGINAL IMMUNIZATION CERTIFICATE!

PLEASE PRINT

Applicant for:       Fall
     Spring          Summer I          Summer II               Year: _____

Name: ______________________________________         _________________________________        _____________________________________
                                       Last                                                                               First                                                                   Middle    


Address: ___________________________________________________________________________________________________________________
                            Street                                                                              City                            State                                                    Zip Code

Cellular Telephone: (____) ______________________   Social Security #:  ____-___-_____   Date of Birth:  ___/___/___  Sex:    Male        Female 

CERTIFICATION (Dates must be in Month/Day/Year):

SECTION A - REQUIRED FOR ALL STUDENTS IN ORDER TO REGISTER FOR CLASSES (on-line or on campus):

1. *MMR (Measles, Mumps, Rubella):  Two doses required for students born in 1957 or later (usually administered before 1st grade)
· Dose 1 given at age 12 – 15 months or later

               MMR #1:  Date of administration:  ___/___/___
· Dose 2 given at least one month after the first dose    
               MMR #2:  Date of administration:  ___/___/___
·  OR *Laboratory/serologic evidence of immunity (attach copy of titer results) – Dates Immunity Confirmed:
        Measles (Rubeola):  ___/___/___     Mumps:  ___/___/___     Rubella:  ___/___/___     
·  OR Exemption:  I was born before 1957, and therefore am exempt from this requirement
        2.         *TETANUS-DIPHTHERIA-ACELLULAR PERTUSSIS (Tdap:  Adacel® or Boostrix® -- Single dose required a minimum of 12 months
                       following last Tetanus-Diphtheria (Td) Booster (usual administration age 11-12);  NEW!  Fall, 2012:  Date of Administration:  ___/___/___ 

                        - REQUIRED FOR ALL STUDENTS LIVING IN UNIVERSTIY HOUSING:
3.           *MENINGOCOCCAL VACCINE: Proof of Meningitis Vaccination after 2005 (with Menactra® or Menveo®) effective Spring, 2011:
· Date of first dose:  ___/___/___
Second dose:  ___/___/___  (CDC recommendation a minimum of 5 years after initial dose)
   - REQUIRED FOR ALL INTERNATIONAL STUDENTS:
4.           *TUBERCULOSIS SCREENING (effective Fall, 2009):
· Tuberculin Skin Test        Date placed: ___/___/___       Date read: ___/___/___ (must be within six (6) months of enrollment)
                     Result: __________ mm   (Actual mm of induration, transverse diameter; if “no reaction" or "negative, write “0 mm”)

· OR Chest X-ray (REQUIRED if tuberculin skin test is considered “positive” result):     _____  Normal     _____  Abnormal 

                     Date of chest X-ray: ___/___/___ (must be within six (6) months of enrollment and performed/read by a physician in the United States or 
                     US Territories).  If abnormal, proof of treatment is required.
· OR *Interferon Gamma Release Assay (IGRA) Test result:  _____Negative     _____Positive        If positive, proof of treatment is required.
PLEASE NOTE:  Immunization records can be found at SC DHEC (if a resident of South Carolina), your family doctor, your high school
                               (within the past 5-10 years) 

*Available at USC Upstate Health Services can administer required immunizations for a fee upon service.
(SEE PAGE 2)
Immunization Recommendations
SECTION B - Other Immunizations (strongly recommended, but not currently required for admission):

1.      *Hepatitis B (3-Injection Series):  Three doses of vaccine or positive Hepatitis B surface antibody                                                                                                
· Three-dose Hepatitis B series,  Engerix B® or Recombivax®

Date of first dose:  ___/___/___     Second dose:  ___/___/___     Third dose:  ___/___/___
· OR Three-dose combined Hepatitis A and Hepatitis B series, Twinrix®
Date of first dose:  ___/___/___     Second dose:  ___/___/___     Third dose:  ___/___/___



· OR *Laboratory/serologic evidence of immunity or prior infection (attach copy of titer result) 
Date Immunity Confirmed (Hepatitis B Surface Antibody, Quantitative):  ___/___/___
2.       *HPV (Human PapillomaVirus-- 3-Injection Series), Gardasil® for both male and female students to age 26; or Cervarix® (females only):
(     Date of first dose:  ___/___/___     Second dose:  ___/___/___     Third dose:  ___/___/___
3.       **Varicella Zoster (Chicken Pox),  (2-Injection Series:  Varivax®):  
(     Date of first dose:  ___/___/___     Second dose:  ___/___/___
· OR *Laboratory/serologic evidence of immunity (attach copy of titer result) – Date Immunity Confirmed:  ___/___/___
4.       *Meningococcal Vaccine after 2005 (with Menactra® or Menveo®), for those not living in University Housing:
       (     Date of first dose:  ___/___/___     Second dose:  ___/___/___ (CDC recommendation a minimum of 5 years after initial dose)

5.       *Influenza Vaccine:  Available annually through USC Upstate Health Services 
 
6.           *Pneumococcal Vaccine (Pneumovax®):  Available through USC Upstate Health Services for those at high-risk (i.e., lung disease, diabetes, 
                sickle cell disease, cochlear implant, etc.)

*   Available at USC Upstate Health Services can administer required immunizations for a fee upon service.
** Not available at USC Upstate Health Services.  Consult Private Provider or County Health Department.


Health Care Provider:  (Print name or stamp required)
Name: ________________________________________________ Signature: ________________________________________________________
                                    (Please Print)

Address: _______________________________________________________________________________________________________________
                                     Street/PO Box

_______________________________________________________________________________________________________________________
                                        City                                                                         State                                                             Zip Code

Phone: (______) ______________________________________________ Date: ______________________________________________________

__________________________________________________________________________________   ______________

Health Services Staff Member Signature
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revised  02.24.2012
