
UW-Stout Student Health Services
Menomonie, Wisconsin 54751

Immunization Record and Recommendations
Please read the following information carefully and fill out every field. If you have any questions, please call 715/232-1314.

Name:______________________________________________________________________________________________________________	

Student ID #___________________________________________________________________ DOB:________________________________	

q Check here if you are a “distance learner”, for exemption. (You do not need to complete this form).

The University of Wisconsin-Stout Student Health Services is a participant in the Wisconsin Immunization Registry (WIR). WIR is a secured, con-
fidential, computerized data base accessible to immunization providers within Wisconsin and parents and legal guardians. You can log onto the 
registry at http://dhfsWIR.org to check for immunization information. 

Completion of the following four fields is required for data entry into the Wisconsin Immunization Registry.

1. Mother’s Maiden Name: _______________________________
2. Race:	 q African Am	 q Asian	 q Caucasian          q Native Am/Alaskan Native	 q Pacific Islander  	  q Other
3. Ethnicity:	q Hispanic	 q Non-Hispanic
4. Insurance Coverage for Vaccines:     q Unknown         q Insured, vaccines covered      q Insured, vaccines not covered      q No Health Insurance
	                                          q Badger Care    q Medical Assistance               q Native Am/Alaskan Native

A.	 M.M.R (Measles, Mumps, Rubella) (Two doses required.)        q Check here if you were born before January 1, 1957, for age exemption.
	 1.  Dose 1 given at age 12-15 months or later ........................................................................ #1 __/__/__
				                                                m    d    y
	 2.  Dose 2 given at age 4-6 years or later, and at least one month after first dose ................... #2 __/__/__
				                                                m    d    y

B.	 Tetanus-Diphtheria (Primary series with DTaP or DTP and booster with Td in the last ten years meets requirement.)
	 1.   Primary series of four doses with DTaP or DTP:
	       #1 __/__/__       #2 __/__/__       #3 __/__/__       #4 __/__/__
                         m    d    y                m    d    y               m    d    y                m    d    y

	 2.   Tetanus-Diphtheria (Td) booster within the last ten years ....................................................... __/__/__
   				                                                m    d    y
	      OR may have had Tdap at 5 year interval from the last Td	                                  Tdap  __/__/__
				                                               m    d     y

C.	 Polio (Primary series in childhood meets requirement; three primary series schedules are acceptable. )
	 1.  OPV alone (oral Sabin three doses):....................................... #1 __/__/__       #2 __/__/__       #3 __/__/__                    
			                                      m    d    y                m    d    y               m    d    y   
	 2.  IPV/OPV sequential: ........................................................ IPV #1 __/__/__      IPV  #2 __/__/__       OPV #3 __/__/__       OPV #4 __/__/__                
			                                      m    d    y                     m    d    y                       m    d    y                      m    d    y 
	 2.  IPV alone (injected Salk four doses): ............................... IPV #1 __/__/__      IPV  #2 __/__/__       OPV #3 __/__/__       OPV #4 __/__/__                
			                                      m    d    y                     m    d    y                       m    d    y                      m    d    y 

D.	 Varicella (Either a history of chicken pox, a positive Varicella antibody, or two doses of vaccine given at least one month apart if immunized at the age of 13 or older meets 		
	 the requirement.)
	 1.   History of Disease    Yes ____     No ____
 	 2.   Varicella antibody	 __/__/__     Reactive _____  Non-reactive _____
                                                     m    d    y
	 3.   Immunization
	       a. Dose #1 ................................................................................ #1 __/__/__
				          m    d    y
 	       b. Dose #2, given at least one month after first dose, ............... #2 __/__/__
	           if age 13 years or older		        m    d    y

E.	 Hepatitis B (Three doses of vaccine or two doses of adult vaccine in adolescents 11-15 years of age, or a positive Hepatitis B surface antibody meets the requirement.)
	 1.  Immunization (Hepatitis B)
	       a.  Dose    #1 __/__/__       b. Dose #2 __/__/__      c. Dose #3 __/__/__                    
	                             m    d    y                            m    d    y                          m    d    y   
	 2.  Immunization (Combined Hepatitis A and B Vaccine)
	       a.  Dose    #1 __/__/__       b. Dose #2 __/__/__      c. Dose #3 __/__/__                    
	                             m    d    y                            m    d    y                          m    d    y   
	 3.  Hepatitis B surface antibody      Date  __/__/__             Result:  Reactive ____ Non-reactive ____
	                                                                m    d    y    
	                                                                                          



F.	 Hepatitis A  
	 1.  Immunization (Hepatitis A)
	       a.  Dose    #1 __/__/__       b. Dose #2 __/__/__                       
	                             m    d    y                            m    d    y                   
	 2.  Immunization (Combined Hepatitis A and B Vaccine)
	       a.  Dose    #1 __/__/__       b. Dose #2 __/__/__      c. Dose #3 __/__/__                    
	                             m    d    y                            m    d    y                          m    d    y  

G.	 Pneumococcal Polysaccharide Vaccine (One dose for members of high-risk groups.1)        Date     __/__/__                
	             			                                                m    d    y

H.	 Meningococcal Vaccine (One dose  — preferable at entry into college for freshmen living in dormitories or residence halls who wish to reduce their risk of meningococcal
             disease. Any undergraduate less than 25 years who wishes to reduce their risk of disease can consider the vaccine. Students with immunodeficiency, such as complement
             deficiency or those students without a spleen should receive vaccine every 3-5 yrs.)
	 Quadrivalent polysaccharide vaccine          Date     __/__/__              
	                                                                              m    d    y             

I.	 Tuberculosis Screening  
	 1.  Does the student have signs or symptoms of active tuberculosis?2   Yes ___  No ___
	      If No, proceed to 2. 
                 If Yes, proceed with additional evaluation to exclude active tuberculosis including tuberculin skin testing, chest x-ray and sputum evaluation as indicated.

	 2.  Is the student a member of a high-risk group or is the student entering the health or teaching professions?3    Yes ____   No ____
	      If No, stop. Mail all forms to address below. 
	      If Yes, Two-Step Mantoux Tuberculin skin test OR QuantiFeron TB Gold Test (QFT-G) is indicated. A history of BCG vaccination should not preclude testing.

	 3.  Tuberculin Skin Test: (Two-Step)
	      Date Given:    __/__/__          Date Read: __/__/__            Result: ______ (Record actual mm of induration, transverse diameter; if no induration, write “0”)   
	                            m    d    y                               m    d    y	 Interpretation (based on mm of duration as well as risk factors):   positive ____    negative ____
	      Date Given:    __/__/__          Date Read: __/__/__               
	                            m    d    y                               m    d    y
	
	 4.  QuantiFeron-TB-Gold Test Results______________________

	 5.  Chest x-ray (required if tuberculin skin tests are positive)  Date of chest x-ray:    __/__/__       Result:   normal ____   abnormal ____
	     			                         m    d    y              

Health Care Provider   (Only necessary if TB screening test is done.)

Name________________________________________________________    Address ________________________________________________
Signature _____________________________________________________    Phone (_____) ___________________________________________

1 All adults 65 years of age or older. Anyone over 2 years of age who has a long-term health problem such as: heart disease, sickle cell disease, alcoholism, lung disease, diabetes, cirrhosis, leaks of cere-
brospinal fluid. Anyone over 2 years of age who has a disease or condition that lowers the body’s resistance to infection, such as: Hodgkin’s disease, kidney failure, nephrotic syndrome, damaged spleen, 
or no spleen, organ transplant, lymphoma, leukemia, multiple myeloma, HIV infection or AIDS. Anyone over 2 years of age who is taking any drug or treatment that lowers the body’s resistance to infection, 
such as: long-term steroids, radiation therapy, certain cancer drugs.
2 The American College Health Association has published guidelines on tuberculosis screening of college and university students. These guidelines are based on recommendations from the Centers for 
Disease Control and the American Thoracic Society. For more information, visit www.acha.org or refer to the CDC’s Core Curriculum on Tuberculosis available at state health departments or at the following 
website: www.cc.gov/nchstp/tb/pubs/corecurr/.
3 Categories of high risk students include those students who have arrived within the past 5 years from countries where TB is endemic. It is easier to identify countries of low rather than high TB prevalence. 
Therefore, students should undergo TB screening if they have arrived from countries EXCEPT those on the following list. 
“Low Incidence” areas are defined as areas with reported or estimated incidence of <20 per 100,000
Albania, America Samoa, Andorra, Antigua and Barbuda, Australia, Austria, Barbados, Belgium, Bermuda, British Virgin Islands, Canada, Cayman Islands, Chile, Cook Islands, Costa Rica, Cuba, Cyprus, Czech 
Republic, Denmark, Dominica, Finland, France, Germany, Greece, Grenada, Hungary, Iceland, Ireland, Israel, Italy, Jamaica, Jordan, Lebanon, Libyan Arab Jamahiriya, Luxembourg, Malta, Monaco, Montser-
rat, Netherlands, Netherlands Antilles, New Zealand, Norway, Puerto Rico, Sain Kitts and Nevis, St. Lucia, Samoa, San Marino, Slovakia, Slovenia, Sweden, Switzerland, Trinidad and Tobago, Turks and Caicos 
Islands, United Arab Emirates, United Kingdom, United States Virgin Islands, United States of America.

     By signing below 
 l I give my consent to allow UW-Stout Student Health Services to add the above information to the Wisconsin Immunization Registry.
 l I certify that the above information is true and accurate. 

     Signature of student, or parent: ___________________________________________________________  Date: __________________________

Please return forms:
• Confidential Health Questionnaire      • Immunization Record      • Tuberculosis Screening (if applicable)      • Minor’s consent Form (if applicable)

to: Student Health Services prior to first day of classes.

Mail to: UW-Stout, Student Health Services, Menomonie, WI 54751
Make a copy to keep with your personal records. 


