
VIII.❑ Temporarymedicalexemptionuntil____/____/____or
❑ Permanentmedicalexemption
 Medicalreasonforrequest _________________________________________________________________________

 _________________________________________________________________________________________________
❑ Religiousexemption:IaffirmthatimmunizationasrequiredbytheUniversitySystemofGeorgiaisinconflictwith

myreligiousbeliefs.
Iunderstandthatexemptionforanyofthereasonslistedabovesubjectsmetoexclusionfromcampusintheevent
ofanoutbreakofadiseaseforwhichimmunizationisrequired.

StudentSignature____________________________________________________________________________________

(Mustbeverifiedbyadoctor)

9017PP#203,Revised3/06

 CERTIFICATEOFIMMUNIZATION Mailcompletedformto:
 OfficeofStudentHealthServices
 UniversityofWestGeorgia
 Carrollton,Ga.30118-4700
 678-839-6452
 www.westga.edu/~health

Name___________________________________________________________SocialSecurityNumber_____________________________________
LastFirstMiddle
 StudentIDNumber(required)____________________________________

DateofBirth____________________________________SemesterandYearEnteringWestGeorgia_____________________________________

RequiredImmunizations–TheseimmunizationsarerequiredbytheBoardofRegentsoftheUniversitySystemofGeorgia.
Studentcannotregisterforclasseswithoutthisevidenceofimmunization.Thiscertificatemustbecompletedand
signedbyahealthcareprovider.Datesmustincludemonthandyear,ormonth,dayandyearwhereindicated.

Theinformationonthisformisconfidentialandwillbeusedonlyinmattersconcerningyourhealth..
NOTE:Itisrecommendedthatthestudentkeepaphotocopyforfutureuse.

Allfieldsmustbecompleted

RecommendedImmunizations

IMMUNIZATIONINFORMATION

VACCINE
DATE

MM/DD/YYYY
DATE

MM/DD/YYYY
DATE

MM/DD/YYYY SERIES
DATEOFPOSITIVELAB/
SEROLOGICALEVIDENCE

MMR

Measles

Mumps

Rubella•
(BeforeAge13)

Varicella
(BeforeAge13)

Tetanus-Diphtheria
(DPT,DtaP,Tdap,orTD
within10years)

HepatitisB*

Meningococcal

HepatitisA

Immunizationstatusindicatedaboveiscertifiedby:

_________________________________________________/____/__________________________________________________
SignatureofphysicianorhealthfacilityofficialDateNameandaddressofHealthcareprovider

•Forstudentsbornbefore1957,provideevidenceofRubellaimmunity.
*ForstudentsbornafterJanuary1,1987

//

//

//

//

//

(Mostrecentdate)

//

//

//

//

//

//

//

//

//

//

//

//

//
TypeSeries:

❑2DoseSeries
❑3DoseSeries

//

//

//

//

(orhistoryofvaricella)
//

//

//


