
Admission Health Record Packet 

Ce rtific a te  o f Immunity 

Ma il to : SAIC He a lth Se rvic e s 

37 S. Wa b a sh Ave . 

Chic a g o , IL    60603 

 

Na me  (Print)_____________________________________________________________________________________________Da te  o f Birth ______/ _____/ _____ 

             La st                        First                   MI                                      Mo nth   Da y   Ye a r 

 

Ho me  Pho ne  Numb e r (____)__________________ SAIC  Ema il Add re ss ____________________________ SAIC  Stud e nt ID# __________________________ 

 

I autho rize  the  Sc ho o l o f the  Art Institute  o f Chic ag o  to  re le ase  this immunizatio n re c o rd to  the  Illino is De partme nt o f Pub lic  He alth, o r its 

de sig nate d re pre se ntative , fo r c o mplianc e  audits and in the  e ve nt o f a  he alth o r safe ty e me rg e nc y. 

 

Stude nt’ s Sig nature  __________________________________________________________________________________Date _____________________________ 

 

IMPORTANT! A no n-re fundab le  $100 fine  will b e  p lac e d o n yo ur ac c o unt e ve ry se me ste r if yo ur immunizatio n re c o rds are  no t c o mple te  and 

o n file  with the  He alth Se rvic e s o ffic e .  

 

PLEASE NOTE! This c e rtific ate  must b e  sig ne d b y a  physic ian/he althc are  pro vide r to  b e  valid unde r Illino is law. Info rmatio n sub mitte d b e lo w 

and all a ttac he d re po rts must b e  in Eng lish, o r inc lude  a  c e rtifie d translatio n into  Eng lish.  
 

THE FOLLOWING ARE REQUIRED IMMUNIZATIONS 

TETANUS/ DIPHTHERIA: Inte rna tio na l stud e nts c o mple te  Se c tio n 1; US c itize ns o r p e rma ne nt re sid e nts c o mple te  Se c tio n 2. 

SECTION 1: 

Inte rna tio na l Stud e nts 
Id e ntify immuniza tio n g ive n: 

SECTION 2: 

U.S. C itize ns o r p e rma ne nt re side nts 

 

a . 1st  immuniza tio n  

 

b . 2nd  immuniza tio n  

 

c . 3rd   immuniza tio n: 

te ta nus/ d ip hthe ria  b o o ste r.  

(Give n within the  pa st 10 ye a rs) 

        DATE MM/ DD/ YY 

a .            /              /                  Td   o r  Td a p  

 

b .           /              /                   Td   o r  Td a p  

 

c .           /              /                   Td   o r Td a p  

 
Da te  o f mo st re c e nt 

te ta nus/  

d ip hthe ria  b o o ste r. 

(Give n within the  pa st 10 

ye a rs) 

 

Da te  o f immuniza tio n  

          /            /  

 

Ide ntify immunization g ive n:  

Td   OR  Td a p  

MMR (MEASLES/ MUMPS/ RUBELLA): All stud e nts must c o mple te  Se c tio n 3 O R 4. *No t re quire d if bo rn be fo re  1957. 

 

SECTION 3: MMR*  SECTION 4 1st  immuniza tio n 2nd   immuniza tio n Illne ss 

Da te  o f Po itive   

La b / Se ro lo g ic  Evid e nc e  

MUST inc lud e  la b  re p o rt 

a . 1st  immuniza tio n 

 

b .     2nd   immuniza tio n 

 

MM/ DD/ YY 

 

a .    /          /  

 

b .    /          /  

 

 

Me a sle s* 

MM/ DD/ YY 

 

/          /  

MM/ DD/ YY 

 

/          /  

MM/ DD/ YY 

 

/          /  

MM/ DD/ YY 

 

/          /  

Mump s* /          /  /          /  /          /  
 

Rub e lla * /          /  

 

 /          /  

 

THE FOLLOWING IMMUNIZATIONS ARE RECOMMENDED (NOT REQUIRED) FOR ALL STUDENTS 

 

SECTION 5 

 

1ST Immuniza tio n 

MM/ DD/ YY 

 

2ND Immuniza tio n 

MM/ DD/ YY 

 

3RD Immuniza tio n 

MM/ DD/ YY 

 

llne ss 

MM/ DD/ YY 

 

Va ric e lla  (c hic ke np o x) 

     

/          /  

     

/          /  

 

     /          /  

       

/          /  

 

He p a titis B 

        

/          /  

        

/          /  

  

     /          /  

 

 

Me ning o c o c c a l Me ning itis 

 Me no mune  Me na c tra  

           /          /                            
 

NAME AND SIG NATURE O F HEALTHCARE PRO VIDER VERIFYING  ABO VE INFO RMATIO N 

 

Pro vid e r’ s Printe d  Na me _______________________________________________________________________Sta mp : 

 

Sig na ture _____________________________________________________________Da te __________________________ 

 

Ad d re ss_____________________________________________________Pho ne  Numb e r (____)___________________ 

 
 

Ple ase  do  no t write  b e lo w the  line , fo r o ffic e  use  o nly 

FOR OFFICE USE 

 

Da te  Re c e ive d  ____________________ Da te  Re vie we d  /  Ente re d  ___________________ Re vie we d  /  Ente re d  b y_____________________ Co mple te         Inc o mple te  

Missing _________________________________ Ac tio n_______________________________ No te s: ___________________________________________________________________ 

- 5 - 


