
 

 

BaĐterial MeŶiŶgiis IŵŵuŶizaioŶ ReĐord 

UHCL Reǀised Ϭϭ.ϭϲ.ϭϯ 

Please ƌead the iŵŵuŶizaioŶ ƌeƋuiƌeŵeŶts pƌioƌ to ĐoŵpleiŶg this foƌŵ.   
ALL appliĐaďle seĐioŶs should ďe Đoŵpleted pƌioƌ to pƌiŶiŶg. 

SELECT OPTION ϭ OR ϮSELECT OPTION ϭ OR Ϯ    

□        A COPY of Ǉouƌ oiĐial iŵŵuŶizaioŶ ƌeĐoƌd sigŶed ďǇ a Health Caƌe Pƌoǀideƌ                                                                                                                                                   
 DoĐuŵeŶtaioŶ ŵust ďe iŶ EŶglish or aĐĐoŵpaŶied ďy a Ŷotarized traŶslaioŶ  
□       MediĐal EǆeŵpioŶ Aidaǀit oƌ CeƌiiĐate    ;The laǁ ƌeƋuiƌes that Ǉou ǀisit a doĐtoƌ iŶ the U.S. to ďe aďle to get aŶ eǆeŵpioŶ foƌ ŵediĐal ƌeasoŶs.) 

□      Teǆas DepaƌtŵeŶt of State Health SeƌǀiĐes EǆeŵpioŶ Foƌŵ   ;EǆeŵpioŶ foƌ ƌeasoŶs of ĐoŶsĐieŶĐe iŶĐludiŶg ƌeligious ďeliefs.) 

        OPTION ϭ:  OPTION ϭ:  SeleĐt tǇpe of ataĐhŵeŶt          

 

PROOF OF BACTERIAL MENINGITIS IMMUNIZATION COMPLIANCE 

                OPTION Ϯ:  OPTION Ϯ:  PhǇsiĐiaŶ oƌ Otheƌ Health Caƌe Pƌoǀideƌ Must Coŵplete A oƌ B 

  
StudeŶt’s SigŶatuƌe  - REQUIRED Date 

I haǀe ƌead aŶd uŶdeƌstaŶd the BaĐteƌial MeŶiŶgiis IŵŵuŶizaioŶs ƌeƋuiƌeŵeŶts.  I ĐeƌifǇ that, to the ďest of ŵǇ kŶoǁledge, the aďoǀe iŶfoƌŵaioŶ 
;iŶĐludiŶg aŶǇ ataĐhed ĐopiesͿ is tƌue aŶd ĐoƌƌeĐt.   I also giǀe ŵǇ ĐoŶseŶt foƌ the aďoǀe iŵŵuŶizaioŶ ƌeĐoƌd to ďe eŶteƌed iŶto ŵǇ studeŶt ƌeĐoƌd.   

                           Make a ĐopǇ of Ǉouƌ iŵŵuŶizaioŶ doĐuŵeŶtaioŶ foƌ Ǉouƌ ƌeĐoƌds.   
The uŶiǀeƌsitǇ does Ŷot pƌoǀide Đopies of iŵŵuŶizaioŶ ƌeĐoƌd suďŵissioŶs. 

  

 

 PriŶted Naŵe of PareŶt or Legal GuardiaŶ RelaioŶship to StudeŶt 

SigŶatuƌe of PaƌeŶt oƌ Legal GuaƌdiaŶ - REQUIRED if studeŶt is uŶdeƌ 18 Yeaƌs of Age  Date 

MINORS:  StudeŶts uŶdeƌ ϭ8 Yeaƌs of Age 

VaĐĐiŶaioŶ Date:  ______________________ _______  VaĐĐiŶe Type:  MCVϰ   □    MPSVϰ  □ 

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

   ________________________________________________                               _____________________ 

;SigŶature of PhysiĐiaŶ or Other Health Care ProǀiderͿ                    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. 
 

   ________________________________________________                               _____________________ 

;SigŶature of PhysiĐiaŶ or Other Health Care ProǀiderͿ                     Date 

Please priŶt Ŷaŵe, oiĐe address, phoŶe Ŷuŵďer aŶd the state ǁhere 
liĐeŶsed aŶd liĐeŶse Ŷuŵďer. 

 

Faǆ to:  Ϯϴϭ-Ϯϴϯ-ϮϱϯϬ Mail to:  UŶiǀersity of HoustoŶ-Clear Lake, OiĐe of AĐadeŵiĐ ReĐords, ϮϳϬϬ Bay Area Blǀd., HoustoŶ, TX ϳϳϬϱϴ or HaŶd deliǀeƌ to:  
StudeŶt AssistaŶĐe CeŶter ;SACͿ, Rooŵ ϭϭϬϮ, StudeŶt SerǀiĐes & Classrooŵ BuildiŶg. 

  

 

Date of Birth ;MM/DD/YYYYͿ 

 

StudeŶt ID #   

 

Enrollment Term (Semester and Year) 

 

Last Naŵe                                                                                         First Naŵe                                                                                              MI  GeŶder: 
 

Male            Feŵale 

MailiŶg Address                                                                                                                                                                                  ApartŵeŶt # 

  Eŵail Address 

STUDENT INFORMATIONSTUDENT INFORMATION  

PhoŶe Nuŵďer 

City                                                                                             State                                   )ip Code 

StudeŶt Status    □ Neǁ to UHCL    □ ReturŶiŶg-;Not eŶrolled for less thaŶ ϭ yearͿ   
  □ Readŵit-;Not eŶrolled for ŵore thaŶ ϭ yearͿ 

Suďŵit ORIGINAL oŶlǇ, a ĐopǇ ǁill Ŷot ďe aĐĐepted 

 

 

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

