
   

 

 
Immunization Form 

 
Name:  ________________________________ ID or SSN: __________________ 

 
DOB: ______________________ Program:  ______________________________ 

 
Telephone Number: _________________ Email: ___________________________ 

 

Please be sure the information concerning immunity to the listed communicable diseases is accurate and complete. 
 

 The form must be signed by a healthcare professional (Physician, Nurse Practitioner, Physician Assistant, Nurse, or Medical Assistant). 

 Nursing Assistant students are only required to complete the Tuberculosis (TB) skin test and Measles and Rubella (MMR) information. 

 Therapeutic Massage students are only required to complete the two-step Tuberculosis (TB) skin test. 

 All other health programs are required to complete the entire form.  Understand that the clinical sites or internship agencies may require additional 
immunizations or titres.  You will be contacted if this applies to your placement. 

 
 
 
 

Please mail completed form to: 
 

Enrollment Services – Student Immunization Records 
Western Technical College 
400 Seventh Street North 

PO Box C-0908 
La Crosse WI 54602-0908 

 

Please keep a copy of this record for your files. 
Revised 06/20/11 

 
 
 



Student Name: ___________________      Student I.D. _____________    Date of Birth: ___________________   
 

Immunizations  Dates of Immunization   

Tetanus-Diphtheria (TD)  
OR 

Tetanus, Diphtheria, 
Acellular Pertussis (TDaP) 

 
_____________________ 

 Tetanus-Diphtheria (TD) required every 10 years. 

Note:  Healthcare personnel 19-64 years of age are recommended to get a single dose of 
TDaP to replace a single dose of TD. 

Measles, Rubella (MMR) MMR requires two dates: 
_____________________ 

 
_____________________ 

 

OR If born before 1957 only one vaccine is required 
Measles ______                                      Rubella ________ 

        OR 
Titre Levels:  (Attach copies of lab results) 

Measles (Rubeola) titre:  ______ (date) immune/not immune (circle one)  
Rubella titre:  _______ (date) immune/not immune (circle one)  

Hepatitis B Hep B requires three dates: 
_____________________ 

 
_____________________ 

 
_____________________ 

 

OR Titre Levels:  (Attach copies of lab results) 
Hepatitis B titre:  _______  (date) immune/not immune (circle one)  

        OR 
If you choose to not have the Hepatitis B series, please sign the declination statement below: 

I have read the information provided about Hepatitis B and the Hepatitis B vaccine 
and I elect not to be vaccinated against Hepatitis B. 
 

Student signature __________________________________ 
 

Varicella (Chicken Pox) Varicella requires two dates: 
_____________________ 

 
_____________________ 

OR Have you had Chicken Pox Disease?  If yes,  _______________(date) 
        OR 
Titre Levels:  (Attach copies of lab results) 

Varicella titre:  _______ (date)  immune/not immune (circle one)  

TB Skin Test Dates of Last TB Skin Test   

Tuberculosis (TB Skin Test) 
      Performed annually 

Results of last 2 years: 
 
Date _______Results _______ 
Read 
 
Date _______Results _______ 
Read 
 
Results = Negative - / Positive + 

OR TB Skin Test Performed Annually. 
If you have not had a TB test within the last year, a two step TB is needed. The test dates 
should be at least one week apart. 
Step 1 Date Adm.: ________  Date Read:________  By________  Results = Negative/Positive                          
                                                                                                  Initials                             (circle one) 
Step 2 Date Adm.: ________ Date Read:_________   By________  Results = Negative/Positive  
                                                                                                   Initials                            (circle one)  
If you have had a positive TB test or have documented history of a positive TB test, you 

MUST SEE a Health Care Provider and provide annual documentation that you are free of 

communicable disease.   IF TB TEST POSITIVE, contact the Admissions Specialist at   

608.789.6138 for additional documentation or special instructions. 

 

___________________________________________________________________ Date____________________________________  

Signature of healthcare provider required (Physician, Physician’s Assistant, Nurse Practitioner, Registered Nurse or Medical Assistant)



 

 

 
 

SUGGESTIONS FOR OBTAINING IMMUNIZATION RECORDS 

 

VERIFICATION FOR EACH VACCINE MUST INCLUDE THE TYPE OF VACCINE, 

THE DATE GIVEN, AN OFFICE STAMP AND/OR A SIGNATURE AND TITLE 

OF THE HEALTH CARE PROVIDER. 

 

HAND PRINTED CLINIC / OFFICE NAMES ARE NOT ACCEPTABLE 

 

Your Doctor’s Office   Request a copy of immunizations that were given at your 

     Doctor’s office.  The verification must include the type of 

     vaccine, the date given, an office stamp or a legible  

     signature and title for each vaccine. 

 

Hospital Record   You may have received a tetanus/diphtheria booster in a 

     hospital emergency room for an injury.  If so, request 

     verification for that vaccine through medical records at 

     that hospital. 

 

Military immunization records Record must be stamped or signed by the health care provider. 

 

Baby book immunization records The record must have the office stamp or have the signature 

     and title of the health care provider who administered the  

     vaccine. 

 

High School immunization records Request a copy from your high school 

 

Immunization records from a Request a signed copy from the college health services. 

College you previously attended 

 
 

 

IF YOU ARE UNABLE TO OBTAIN THE NECESSARY RECORDS, YOU MUST 
RECEIVE THE VACCINE OR VACCINES FOR WHICH YOU CANNOT 

PROVIDE PROPER DOCUMENTATION 


