Lincoln College Immunization Form

300 Keokuk Street, Lincoln, IL 62656 Phone: {217) 735-7340 Fax: (217)735-5214

Section A [T111]] THIS IS NOT A P-H?Sltm FORM [|]]]1]
Last Name First Name : tnitial Maiden
Street Addréss City T State Zip Code
D #: Birthdate: / / -Gerilderz:

Statement by the student: | avthorize Lincoln College to release this immunization infbrmqﬁon to the Hlinois Depariment.of Public Health, or its designated
representative, for complionce-audits and in the event of a health or safety emergency.

Signature of Studént: ) Dates

. - )

Section B This requirement may be met in one of these ways. Please indicate which way.
0 1. Have o physician complete this form. :
2. Submit public schos! health records signed by a physician ‘or nurse. Military records are also applicable.
L3 3. Attach a copy of immunization records with o physicion’s signature or clinic stamp.

1. Reguired Immunization Information

Diptheria-Pertussis-Tetanus |17 T4

{DPT.OR baby shots)

Tetanus Diptheria 1 2

[TD - within 70 yrs. of atendonce, every 10 yrsosadul [ ) L

MMR ' 1 2

Measles, (h_clrd,red,'l 0 duy) |7 . 2 '...-.:‘.:ﬂr Mé.ﬁsie's titer. - attach lab 't;EPOrY. :
R'u”b_eilq-{'ﬂ_ day, German) o -

afier 12 months and-after 12/31 /65' —'_P!‘- Mumps fiter - attach ol regott

Mumps | -ior R_ij‘el[d ‘ter-e_ aitach labreport.

Meningococcal Vaceing R 2

2. Recommended immunization information - nof required for aftendance af Lincoln College.

Hepxititis B 1 2 3
Hepatitis A 1
ChickenPox 1

Physician or Public Health Official Verification

I verify to the best of my knowledge that the above immunization information is correct,

Physician Name
(print or stamp) Signature. Date

Adcdress . Phone,

Revised 3/16 DLS



