
 
 
 
 
 

 

Fall 2016 and Spring 2017 

 

Dear New University of Virginia Medical or Nursing Student: 

  

The staff of Elson Student Health wishes to congratulate you on your acceptance to the University!    Our staff are here 
both to help you maintain a foundation of good health and to help restore your health in the event of illness, injury, or 
stress. Building immunity to common communicable diseases is a critical first step in protecting your health and that of your 
fellow students. Completion of the Pre-entrance Health Form on the following pages allows you to demonstrate that you have 
met the basic immunization requirements known to promote a healthy campus community. 

 

Your health care provider must complete and sign this form.  The form may be submitted by mail, fax, e-mail or dropped 
off at Student Health: 

Department of Student Health 
University of Virginia 
P. O. Box 800760 
400 Brandon Avenue, Room 144 
Charlottesville, VA  22908-0760 
Phone:  (434) 924-1525;  FAX:  (434) 982-4282 
Website:  http://www.virginia.edu/studenthealth 
Email:  sth-mr@virginia.edu 

 

Please ensure you have completed all required sections listed below prior to submission.  Students with forms 
postmarked after August 31, 2016 (January 31, 2017 for the spring semester) will be subject to a $100.00 late fee.  
Student Health offers a secure website (https://www.healthyhoos.virginia.edu) where you may verify receipt of the form (allow 
5 working days for data entry after anticipated receipt date) and view immunization data in case you are contacted about any 
deficiencies.  You will be notified of any incomplete requirements by email. 

 

1. Designated Emergency Contact(s):  May be your parent, guardian, spouse, or next-of-kin who could be of support to 
you, or assist with medical decision making in the event you are unable to speak for yourself. 

2. Long-Term Signature Agreement:  Signing the Long-Term Signature Agreement assures that relevant information can 
be sent to your insurance company if insurance claims are filed on your behalf (page 4). 

3. Consent for the Treatment of Minors: To be completed by parents or legal guardians of students who will be under the 
age of 18 when arriving on Grounds. 

4. Exemptions to Immunizations: On occasion, a student may elect to opt out of certain vaccine requirements based on 
their religious beliefs or for a medical reason (TB testing is still required).  For medical and nursing students, exemption 
may result in modification of clinical educational activities. 

5. Ongoing Medical Conditions:  If you feel additional information about your health history would help us in caring for you, 
please send information on a separate sheet attached to the health record. 

6. Certificate of Immunization & Tuberculosis Testing:  To be completed at a visit by your healthcare provider.  All 
medical and nursing students require tuberculosis testing.  All elements of tuberculosis testing must have been 
completed on or after 3/1/2016 (fall entry) or on or after 7/1/2016 (spring entry). 

 

Sincerely, 

 

Christopher Holstege, M.D. 

Executive Director 

Department of Student Health 



INSTRUCTIONS FOR COMPLETING MEDICAL/NURSING IMMUNIZATION INFORMATION 

 

Marking:  Please print using black ink.  Read carefully and fill in all applicable information.  All information regarding 
Immunization and Tuberculosis testing must be in English. 
 

Certificate of Immunization and Tuberculosis Testing:  To be completed and signed by a Health Care Provider   
 

Required vaccinations/testing: 
 

A. Tetanus/Diphtheria/Pertussis Booster:  Primary series (DTap, DTP, DT or Td) plus booster within the last 10 years of 
9/1/2016.  Must have received one adult dose of Tdap.  Tdap may be given regardless of interval since last Td. 

B. Measles, Mumps, Rubella (MMR):  Two doses of MMR or individual vaccines of each required, at least 4 weeks apart, 
given on or after the first birthday.  Required regardless of birthdate.  Titers proving immunity are acceptable; please 
provide a copy of the report with the date(s) and result(s) of positive titer(s). 

C. Rubella Antibody Titer:  A rubella titer is required for medical and nursing students and must prove immunity.  Please 
provide a copy of the report with the date and result of positive titer. 

D. Polio:  Completed primary series is required.  Please provide the date the primary series was completed as well as any 
boosters received since that date.  A titer proving immunity is acceptable; please provide a copy of the report with the date 
and result of positive titer. 

E. Hepatitis B:  Medical and nursing students must have documentation of a completed vaccination series and serologic 
confirmation of immunity.  The Twinrix immunization series is an acceptable alternative to the vaccination series.  Attach 
copy of quantitative lab report.  If the titer is negative after the initial Hepatitis B series, repeat the series.  If the titer is 
negative after the repeated series, contact the Nursing Supervisor at Elson Student Health Center for recommendations 
on re-vaccination. 

F. Meningococcal Vaccine:  For students younger than 22 years of age, one dose of vaccine required after age 16 or 
signed waiver.  Conjugate vaccine (Menactra or Menveo) is preferred.  Meningitis B vaccine (Trumenba and Bexsero) 
does not meet this requirement. 

G. Varicella (chicken pox):  Two doses of vaccine, at least 4 weeks apart, or serological confirmation of immunity.  Attach 
copy of lab report. 

H. Tuberculosis Testing:  All medical and nursing students are required to complete tuberculosis testing.  See page 2 for 
instructions.  All elements of this requirement must have occurred on or after 3/1/2016 for fall entry or 7/1/2016 for 
spring entry.  All documentation from multiple institutions must be recorded on the Tuberculosis Testing form and 
validated by a care provider.  A chest x-ray alone will not satisfy this requirement. 

Recommended vaccinations for all students: 

A. Hepatitis A:  Either alone or in combination with Hepatitis B as Twinrix (combination of Hepatitis A & B).  Entering this 
information in the Hepatitis B section and indicating Twinrix is sufficient documentation. 

B. HPV Vaccine:  The three-shot series is recommended for all females ages 11-26 and males ages 11-21.  It is also 
approved for males up to age 26 in certain situations, see CDC guidelines 

C. Neisseria meningitides (Meningitis) serogroup B vaccine: Recommended for high risk students with a history of 
persistent complement component deficiencies or patients with anatomic or functional asplenia. May also be given to 
anyone 16 to 23 years old to provide short-term protection.  This can be either a two or three shot series depending upon 
the vaccine (Bexsero or Trumenba).  The same vaccine must be used for all doses; Student Health only stocks Bexsero. 

Influenza Vaccine Requirements:   

 All medical and nursing students are required to have an annual seasonal influenza vaccine each fall.  Influenza clinics 
will be planned by Student Health to provide the vaccine early in the fall semester. Students will receive a sticker for 
his/her name badge which signifies compliance.  Student Health will work with the schools of Medicine and Nursing to 
monitor compliance. 

 Failure to comply with influenza vaccine requirements may result in the inability to participate in clinical rotations and 
exclusion from patient contact. 

 Medical waivers for this requirement may only be granted by Student Health. 
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