
 

 

Ba terial Me i giis I u izaio  Re ord 

UHCL Re ised . .  

Please ead the i u izaio  e ui e e ts p io  to o plei g this fo .   
ALL appli a le se io s should e o pleted p io  to p i i g. 

SELECT OPTION  OR SELECT OPTION  OR     

□        A COPY of ou  oi ial i u izaio  e o d sig ed  a Health Ca e P o ide                                                                                                                                                    
 Do u e taio  ust e i  E glish or a o pa ied y a otarized tra slaio   
□       Medi al E e pio  Aida it o  Ce ii ate    The la  e ui es that ou isit a do to  i  the U.S. to e a le to get a  e e pio  fo  edi al easo s.) 

□      Te as Depa t e t of State Health Se i es E e pio  Fo    E e pio  fo  easo s of o s ie e i ludi g eligious eliefs.) 

        OPTION :  OPTION :  Sele t t pe of ata h e t          

 

PROOF OF BACTERIAL MENINGITIS IMMUNIZATION COMPLIANCE 

                OPTION :  OPTION :  Ph si ia  o  Othe  Health Ca e P o ide  Must Co plete A o  B 

  
Stude t’s Sig atu e  - REQUIRED Date 

I ha e ead a d u de sta d the Ba te ial Me i giis I u izaio s e ui e e ts.  I e if  that, to the est of  k o ledge, the a o e i fo aio  
i ludi g a  ata hed opies  is t ue a d o e t.   I also gi e  o se t fo  the a o e i u izaio  e o d to e e te ed i to  stude t e o d.   

                           Make a op  of ou  i u izaio  do u e taio  fo  ou  e o ds.   
The u i e sit  does ot p o ide opies of i u izaio  e o d su issio s. 

  

 

 Pri ted Na e of Pare t or Legal Guardia  Relaio ship to Stude t 

Sig atu e of Pa e t o  Legal Gua dia  - REQUIRED if stude t is u de  18 Yea s of Age  Date 

MINORS:  Stude ts u de  8 Yea s of Age 

Va i aio  Date:  ______________________ _______  Va i e Type:  MCV    □    MPSV   □ 

PLEASE DO NOT SIGN THE COMPLIANCE FORM UNLESS THE STUDENT HAS 
PROPER VACCINES OR IMMUNE TESTS. 
 

   ________________________________________________                               _____________________ 

Sig ature of Physi ia  or Other Health Care Pro ider                     Date 

B:      BACTERIAL MENINGITIS MEDICAL EXEMPTION 
 

IN THE OPINION OF THE PHYSICIAN, THE BACTERIAL MENINGITIS VACCINATION REQUIRED 
WOULD BE INJURIOUS TO THE HEALTH AND WELL-BEING OF THE STUDENT AND SHOULD NOT BE 
ADMINISTERED AT THIS TIME. 
 

   ________________________________________________                               _____________________ 

Sig ature of Physi ia  or Other Health Care Pro ider                      Date 

Please pri t a e, oi e address, pho e u er a d the state here 
li e sed a d li e se u er. 

 

Fa  to:  - -  Mail to:  U i ersity of Housto -Clear Lake, Oi e of A ade i  Re ords,  Bay Area Bl d., Housto , TX  or Ha d deli e  to:  
Stude t Assista e Ce ter SAC , Roo  , Stude t Ser i es & Classroo  Buildi g. 

  

 

Date of Birth MM/DD/YYYY  

 

Stude t ID #   

 

Enrollment Term (Semester and Year) 

 

Last Na e                                                                                         First Na e                                                                                              MI  Ge der: 
 

Male            Fe ale 

Maili g Address                                                                                                                                                                                  Apart e t # 

  E ail Address 

STUDENT INFORMATIONSTUDENT INFORMATION  

Pho e Nu er 

City                                                                                             State                                   )ip Code 

Stude t Status    □ Ne  to UHCL    □ Retur i g- Not e rolled for less tha   year    
  □ Read it- Not e rolled for ore tha   year  

Su it ORIGINAL o l , a op  ill ot e a epted 

 

 

https://webds.dshs.state.tx.us/immco/default.aspx

