
Obtaining Proof of Immunization Can Be a 
Time-Consuming Process – So Start Now! 

Ringling College of Art  and Design requires that  all students have proof of the following 
im m unizat ions prior to at tending PreCollege Perspect ive:  

 2 Measles (Rubeola)  vaccines or  2 MMRs are acceptable 

 1 Rubella (Germ an Measles)  vaccine 

 1 Meningococcal Meningit is vaccine or doctor’s exem pt ion*  

  Hepat it is B vaccine or signed waiver* *  

* Based on recom m endat ions from  the Center for Disease Cont rol (CDC)  and the Am erican
College Health Associat ion, Ringling College of Art  and Design requires that  all students liv ing 
in Ringling College housing be vaccinated against  m eningit is.  Proof of receiving the 
vaccinat ion within the past  five years m ust  be provided.  Medical exem pt ions require a 
signed waiver form . 

* * Based on the CDC recom m endat ion, vaccinat ion against  Hepat it is B is highly  
recom m ended.  I f declined, a signed waiver is required. 

Ringling College of Art  and Design will accept  the official State of Florida Im m unizat ion Form  
(Form  680)  issued by local health departm ents and physicians’ offices, in conjunct ion with 
com plet ing the personal inform at ion form  (Health Form  A)  and obtaining a doctor’s signature 
on Health Form  B. 
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PRECOLLEGE 2 0 1 6 :  STUDENT HEALTH  FORM  A 

Ringling College of Art  and Design does not  maintain on-campus health services dur ing PreCollege. The Office of 
Student  Life arranges for medical at tent ion through Sarasota urgent  care facilit ies for  any student  requir ing 
medical at tent ion. (Students will be accompanied and t ransported by taxi, and taxi payment  will be deducted from 
the Residency Deposit .)  Ringing College DOES provide on-site counseling services as noted below.   

The College requires the following health informat ion for use in emergency or epidem ic situat ions. Any evidence in 
the future that  this self- report  has been falsif ied or is incomplete may be grounds for immediate dism issal from  
the College. Ringling College shall reserve the r ight  to reject  or  overturn acceptance for adm ission to PreCollege if 
informat ion on this form  would indicate need for such act ion. 

NOTE:   ALL I NFORMATI ON  I S CONFI DENTI AL AND  SHARED  ON  A NEED- TO- KNOW  BASI S ONLY. 

Nam e:                 Date of Bir th:                  Gender: __Male  __Fem ale 

Nam e of parent , guardian, or relat ive who should be not ified in case of illness or em ergency:  

Nam e:            Relat ion to Applicant :  

St reet  Address City State Zip Code 

Em ail Address of Parent (s) : _________________________________________________________ 

   Area Code /  Phone Num bers:  _________________/  _________________/  ___________________
Dayt im e  Evening/ Weekend  Mobile 

HEALTH I NSURANCE:   Ringling College requires all dom est ic and internat ional students to 

have health insurance . (See special requirem ents for proof of insurance for internat ional students.)  

_____I  HEREBY ELECT TO PURCHASE INSURANCE THROUGH THE COLLEGE for coverage for the 
durat ion of the PreCollege program  only at  a cost  of $70.00. 

____I  HEREBY ELECT TO WAIVE part icipat ion in the Student  Health I nsurance Plan. I  cert ify that  I  
have coverage as indicated below, confirm ed by subm ission of a copy of both sides of the 

student 's insurance card.  I  acknowledge that  I  am  legally responsible for any and all m edical 
expenses incurred for the durat ion of PreCollege 2016 at  Ringling College of Art  and Design.   
Nam e of I nsurance Carr ier/  Com pany:    

Policyholder’s Nam e:  Policy No. 

Policyholder’s Date of Bir th:  _____________Policyholder’s Signature:  

   Attached is a clearly legible copy of Medical I nsurance Card show ing student ’s coverage. 

Self- Reported Medical History:  Answ er all quest ions. State none  or  N/ A if  not  applicable.  

1. Please check any of the following condit ions you have had or now have:
____Arthr it is/ Rheumat ism     ____Tuberculosis ____Measles ____Diabetes
____Mumps ____Epilepsy ____Faint ing Spells ____Chicken Pox 
____Heart  Trouble ____Hypoglycem ia ____Asthma ____Clinical Depression 

____Allergies (please ident ify)  
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2.   Other significant  m edical problem s or condit ions that  require regular visit s to a physician:  
 

 
 

3.   Are you current ly taking any prescript ion m edicat ions? ______Yes ______ No 
I f yes, please specify m edicat ion, dosage and frequency and any possible side effects:  
 

 
4. Please check any of the following condit ions that  are recognized by Sect ion 504 of the 
Rehabilitat ion Act  and the Am erican Disabilit ies Act :  

a)  ___ Physical Disabilit y (which would im pact  m obilit y, require special care or assistance, or    
which m ay lim it  part icipat ion in College events or field t r ips, etc.)  

b)  ___ Deafness/ Hearing Im pairm ent  
c)  ___ Vision Im pairm ent  (other than wearing glasses or contact  lenses)  
d)  ___ Learning Disabilit y 
e)  ___ At tent ion Deficit  Disorder (ADD/ ADHD) 
f)  ___ Aut ism / Asperger Syndrom e 
g)  ___ Dyslexia 
h)  ___ Speech Disorder 
i)  ___Physical Disabilit y or Chronic I llness.  Please specify _____________________________ 
j )  ___Psychological/ Psychiat r ic Disabilit y  

 
Please describe the condit ion(s)  noted above:  
 
 
Are you current ly taking any m edicat ions on a regular basis for the above disabilit y? 

 
 
5.  Have you ever undergone t reatm ent  for any em ot ional or m ental condit ion, difficult ies in 
adjustm ent , or been under the care or t reatm ent  of a clinical social worker, psychologist , psychiat r ist  
or other m ental health professional?     ____Yes   ____ No   
  

 I f yes, please provide circum stances, dates and, if applicable, m edicat ions:  
 
 

Ringling College Peterson Center Counseling Center  
Ringling College does not  provide mental health therapy for PreCollege students. The College does, however, 
have an emergency on-campus mental health cr isis manager who may be called upon to provide evaluat ion 
and/ or mental health cr isis management  services if there is acute concern about  a student . Where such services 
are provided, Ringling College mental health professionals, non-clinical staff, or  other designees inside or outside 
of the counseling center may contact  and/ or consult  with other College staff, off-campus providers, fam ily 
members, emergency contacts, or  others to support  safety and coordinate care without  addit ional author izat ion. 
To this end, the student ’s confident iality may  not  be guaranteed in the same way as if you received mental 
health therapy/ counseling services from a non-college provider;  and any promot ional or  educat ional mater ials 
designed for Ringling’s enrolled degree-program college populat ion must  be read understanding these 
superseding lim its descr ibed herein. Where evaluat ion suggests the need for more intensive support  than is 
readily accessible, other act ions may be taken to support  student  safety, including, but  not  lim ited to, the 
student ’s removal from  the program. Your part icipat ion in the program and consultat ion with any of the Ringling 
College counseling staff is an indicat ion of your acceptance of these terms. Your signature below indicates you 
have read, understood and consent  to these terms including lim its to confident iality. 
PARENTS: Furthermore, I  explicit ly author ize staff of the Ringling College Counseling Center to meet  pr ivately 
with my student  for  assessment / intervent ion of mental health and/ or substance abuse related disorders where it  
is determ ined by a member of the Ringling College faculty or staff to be helpful to the individual or  the College 
community. I  agree that  Counseling Center staff may choose to disclose or not  disclose to me (parent / guardian)  
any or all informat ion regarding such meet ings, and any records of same, where such informat ion does not  
involve imminent  r isk or harm  to the student  or others. 

 
              
Student  Signature             Date 
              
Parent / Guardian Signature      Date 
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I F YOU HAVE A RECOGNI ZED DI SABI LI TY OF ANY KI ND and are request ing reasonable 

academ ic accom m odat ions, please provide com plete w rit ten docum entat ion and note this 

below .  I n addit ion, please contact  Virginia DeMers, Director of the Academ ic Research Center, at  
941-359-7627 or by em ail at  vdem ers@c.r ingling.edu to discuss reasonable academ ic accom m odat ion 
opt ions for any m edical, m obilit y, hearing, learning, at tent ion, psychological or other disabilit y.  
Students with m obilit y issues will need to address those well ahead of t im e;  the College does not  
provide t ransportat ion services on cam pus. PreCollege Perspect ive classes and act ivit ies are held 
across the ent ire cam pus. 
 

  I  am  request ing academ ic accom m odat ions for the above noted disabilit y.    
Docum entat ion m ust  be at tached, and parent / guardian should contact  Virginia Dem ers 
(vdem ers@c.r ingling.edu or 941-359-7627)  about  reasonable accom m odat ion opt ions. 

 
  I  do not  require academ ic accom m odat ions for the disabilit y noted above. 

 
 

 
STUDENT VERI FI CATI ON :  
I  cert ify that , to the best  of m y knowledge, the answers to all quest ions are correct  and that  I  have 
read the statem ent  of policy of the College at  the top of the front  page. I  understand that  failure to 
com plete this form  in full and to return it  by the deadline noted in m y acceptance let ter from  the 
College m ay result  in the College prevent ing m e from  register ing for classes or assum ing occupancy in 
the residence halls. I  understand I  am  also responsible for having a physician review and sign Health 
Form  "B," and that  it  too m ust  be returned to the College by the established deadline. 
 
 

              
Student  Signature             Date 
 
 
 
 

Medical Care/ Treatm ent  Pow er of At torney ( if  student  is under 1 8  years of age) : 

 

I , ________________________, the parent  or legal guardian of ______________________, do 
hereby authorize t reatm ent  and/ or adm ission to the hospital in the event  of an accident  or 
em ergency. I  agree that  the at tending physician m ay, in case of ext rem e em ergency, operate and/ or 
adm inister the necessary anesthesia if the undersigned cannot  be contacted. Furtherm ore, I  authorize 
Ringling College staff m em bers associated with the PreCollege program  to init iate and authorize the 
provision of basic, non-em ergency m edical care at  a local physician's office, Urgent  Care Center or 
hospital. 
 
________________________________________________  _____________ 
Signature of Parent  or Guardian      Date 
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Student  Nam e:                               Date of Bir th:  __________________ 
 

 



PRECOLLEGE 2 0 1 6  

I MMUNI ZATI ON FORM –  HEALTH FORM B 
W hen com plete, send to:  

PreCollege -  Ringling College 
2700 North Tam iam i Trail 

Sarasota, FL 34234 
941.955.8801 ( fax)  

I  have reviewed the im m unizat ion history of this pat ient  as reported below and find it  to be com plete and accurate 
to the best  of m y knowledge. A tuberculosis r isk assessm ent  has also been com pleted;  the student  has either 
been screened or tested. 
 
NOTES:  
 
___________________________________________________   ___________________________________ 
Physician/ Nurse Pract it ioner Signature    Physician/ Nurse Pract it ioner Nam e (printed)  
 
___________________________________________________ ___________________________________ 
Medical Office Area Code and Telephone Num ber     Date 
 

REQUI RED VACCI NATI ONS AND I NOCULATI ONS: 

 

Please give dates of all required vaccinat ions and inoculat ions below. See the reverse of this form  for the full 
policy.  
 
I . Either two doses of MMR or  Measles with one dose of Rubella are required for ent ry by State of Flor ida.  
 
 _____/ _____MMR (Measles/ Mum ps/ Rubella)  or   _____/ _____Measles ____Rubella_____Mum ps 
  1st      2nd                                                        1st        2nd  
 
I I . One dose of the Meningit is vaccine given w ithin the last  f ive years is m andatory. Exem pt ions based 
on m edical advice require a waiver form , signed by a physician, which is at tached. 
  

Date of Meningococcal:  ___________ 
 
 
I I I . At  least  one Hepat it is B vaccinat ion of the series or a signed waiver declining the vaccine.  

 
_____/ _____/ _____Hepat it is B or  signed waiver below 
1st       2nd      3rd 

I  have read the inform at ion pertaining to Hepat it is B on the reverse of this form . I  choose to decline the vaccine. 
 
                     ___________________________________________________         _______        
                     Signature of Student  or Parent / Guardian if under 18 years of age       Date 
 
I V. Exposure to Tuberculosis has been discussed and evaluated. REQUIRED ONLY for students com ing from  
count r ies with a high incidence of TB. 
 
 Tuberculin Test :   Type: ______ Date: ______ Results: _______  I f posit ive, follow-up: ________________ 
 
RECOMMENDED VACCI NATI ONS AND I NOCULATI ONS: 

 

Please give dates of recom m ended vaccinat ions or inoculat ions:  
        ______/ ____Polio ______/ ____Tetanus-Diptheria DTaP or DTP   _____/ _____Varicella   
 series/ booster  series/ booster              and booster with Td   1st      2nd 
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I MMUNI ZATI ON POLI CI ES/ RECOMMENDATI ONS FOR MATRI CULATI ON AND REGI STRATI ON 
 

 



I .  MEASLES AND RUBELLA 
As a prerequisite to matr iculat ion or regist rat ion, Ringling College of Art  and Design requires all students born after  1956 to 
present  documented proof of immunity to measles. All students less than 40 years of age shall present  documented proof of 
immunity to rubella. According to the Flor ida Department  of Health and Rehabilitat ion Services, acceptable proof of immunity is 
as follows:  
 
MEASLES (Rubeola or Ten-Day Measles)  
Students can be considered immune to measles only if they have documentat ion of at  least  one of the following:  

1. Documentat ion of immunizat ion with two (2)  doses of live measles virus vaccine on or after  the first  bir thday. 
2. Persons vaccinated with killed or an unknown vaccine pr ior  to 1968 must  be revaccinated. Persons born before 

1957 may be considered to have had natural infect ion and therefore do not  need measles vaccine. 
3. Laboratory (serologic)  evidence of measles immunity. 
4. A writ ten, dated statement  signed by a physician on his stat ionery which specifies the date seen and states that  

the person has had an illness character ized by a generalized rash last ing three (3)  or more days, a fever of 101 
degrees Fahrenheit  or  greater, a cough and conjunct iv it is, and, in the physician's opinion, is diagnosed to have 
had the ten-day measles ( rubeola) . 

 
RUBELLA (Three-Day Measles)  
Students can be considered immune to rubella only if they have documentat ion as follows:  
 1. Documentat ion of immunizat ion with live rubella virus vaccine on or after  the first  bir thday or, 
 2. Laboratory (serologic)  evidence of rubella immunity ( t iter) . 
 
ADDI TI ONAL I NFORMATI ON AND RECOMMENDATI ONS 
I f the student  has no documentat ion of any dose of measles vaccine, vaccine should be given at  the t ime of ent ry and the 
second dose no less than thir ty (30)  days and no more than three (3)  months later. I t  is recommended that  both doses of 
measles vaccine be given as combined measles-mumps-rubella (MMR) vaccine. The documented date of immunizat ion for both 
measles and rubella should include the day, month and year. However, only month and year will suffice as long as the month 
and year show that  the immunizat ion was given at  least  13 months after  the month of bir th. I t  is st rongly recommended that  all 
students, regardless of age, who have quest ionable immunity to measles or rubella be immunized unless otherwise 
contraindicated. 
 
Since there is no evidence of increased r isk from measles revaccinat ion, it  is recommended that  those students who cannot  
provide an immunizat ion date after  extended research, those who present  quest ionable immunizat ion dates, and those with a 
quest ionable diagnosis of measles, be vaccinated ( revaccinated)  pr ior  to t ime of matr iculat ion/ regist rat ion.  All immunizat ions 
should be given in accordance with the recommendat ions of the United States Public Health Service, Center for  Disease 
Control's (CDC) Advisory Commit tee on I mmunizat ion Pract ices.   
 
I I . MENI NGOCOCCAL MENI NGI TI S 
Meningococcal meningit is is an infect ion of the fluid of the spinal cord and brain, caused by a virus or bacter ia and usually 
spread through exchange of respiratory and throat  secret ions ( i.e. coughing, k issing) . Bacter ial meningit is can be quite severe 
and may result  in brain damage, hear ing loss, or learning disability.   
 
Meningit is is a rare but  potent ially dangerous illness that  mainly affects children and young adults. However, college-aged 
students have a greater potent ial r isk of outbreaks than the general populat ion due to a prevalence of r isk factors that  are often 
part  of campus life. These r isk factors include dorm itory liv ing, act ive and passive smoking, bar pat ronage, and alcohol 
consumpt ion (more than 15 dr inks per week) .  
 
A safe, effect ive vaccine is available and protects against  four of the five st rains of the disease for at  least  f ive years. The 
Center for  Disease Control recommends that  undergraduates under 25 years of age, part icular ly those who plan to live in 
residence halls, receive the vaccine. As such, Ringling College requires the vaccine of all new resident ial students, effect ive fall 
2009. 
 
I I I .  HEPATI TI S B 
Hepat it is B is a ser ious liver disease caused by the Hepat it is B virus (HBV)  that  can lead to chronic liver disease, liver cancer or 
death.  I t  can be spread through contact  with blood or body fluids of an infected person. Fifty percent  of people with hepat it is B 
have no symptoms (but  can infect  others) . Symptoms can include fever, poor appet ite, fat igue, joint  pain, nausea and vom it ing.  
Some individuals also have yellowing of the skin ( jaundice) . Seventy five percent  of cases occur in individuals between ages 15 
and 39.  
 
I V. TUBERCULOSI S 
Screening and targeted test ing for TB is a key st rategy for cont rolling and prevent ing infect ion on college campuses. Students 
who have had a posit ive TB skin test , have had close contact  with anyone who was sick with TB, were born in or t raveled to a 
high r isk area, or have been vaccinated with BCG are required to have a health care provider complete a tuberculosis r isk 
assessment .   

 

          

 

           

 



 
 
 
Health I nform at ion and I m m unizat ion Checklist  

 

I f you can check all the boxes listed below, you are ready to m ail and/ or fax your Health I nform at ion Forms to:  
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Health Form  A 

                  

 I  have provided inform at ion for em ergency not ificat ion. 
 

 I  have provided required inform at ion regarding health insurance, and have enclosed a clearly legible copy 
of BOTH SI DES of m y m edical insurance card, or selected to purchase coverage through the College. 
 

 I  have com pleted the self- reported m edical history.  
 

 As a student  with a disabilit y, I  have provided disabilit y docum entat ion from  a cert ified professional, and 
noted if I  am  request ing academ ic accom m odat ions. 
 

 I  have provided confident ial inform at ion regarding m edicat ions.  
 

 I  have provided confident ial inform at ion regarding em ot ional, m ental, or adjustm ent  difficult ies.  
 

 I f I  am  current ly under the age of 18, m y parent / guardian has also signed the health form . 
 

 
 
Health Form  B ( m ay be subm it ted separately)  

 

 I  have listed dates for two MMR vaccinat ions or  I  have listed dates for two m easles vaccinat ions and one 
rubella vaccinat ion. 
 

 I  have listed a date within the past  five years for m y m eningit is vaccinat ion or subm it ted a signed m edical 
exem pt ion form . 
 

 I  have listed a date for at  least  one Hepat it is B vaccinat ion of the series or  declined the vaccine and 
signed the waiver. 

 

 My physician has screened m e for r isk factors for TB, if student  is from  an at - r isk area. (Required for 
students com ing from  high- r isk regions.)  
 

 My doctor’s office or clinic has officially signed or stam ped the form . 
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EXEMPTION/WAIVER TO IMMUNIZATION REQUIREMENT 

STUDENT NAME ____________________________________    Date of Birth ___/___/____ 

 (Please print.) 

WAIVER  of IMMUNIZATION on RELIGIOUS GROUNDS: 

I, the student of legal age or parent/legal guardian of the student named above. Immunizations are in 

conflict with our religious tenets or practices.  Therefore, I request that the student be enrolled in the 

College’s PreCollege program without the following required immunizations. 

__________________________________________________ 

__________________________________________________ 

I have been counseled on the risks associated with the diseases for which immunizations are required 

for PreCollege admittance/attendance and understand that since my child has not been protected 

against the vaccine-preventable diseases, he/she may be excluded from attending PreCollege for the 

duration of any vaccine-preventable disease outbreak. 

________________________________________________ ________ 

Signature of Legal-Age Student or Parent/Guardian           Date 

______________________________________ 

Printed Name of Parent/Guardian (if applicable) 

EXEMPTION to IMMUNIZATION for MEDICAL REASONS: 

I certify that the student named above has a medical reason to NOT have the following vaccination 

required for residence at PreCollege: 

 ¨  MENINGOCOCCAL MENINGITIS vaccination 

       ¨  Other vaccine (please specify) _____________________________________ 

_________________________________________ 

Physician’s Signature 

________________________________________________ 

Physician’s Name (printed) 

________________________________________________  ________ 

Medical Office Phone  Date 


