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SIDE 2: Either (1) this page is to be thoroughly completed and signed by your healthcare 
provider or (2) you must provide copies of official documentation of your immunization records 
for all required immunizations listed below. If neither is provided, you will not be permitted to 
attend classes, per state law. 
 
Student Name: _______________________________________ Date of Birth: _____/_____/_____ 
 
Part IV: REQUIRED IMMUNIZATIONS 
 
MMR (Measles, Mumps, Rubella): Dose #1 ______ / ______ / ______       Dose #2 ______ / ______ / ______                           
Students born after 1956 are required to provide proof of 2 doses of MMR vaccine received on or after the first birthday or to provide proof 
of immunity.  

 

VARICELLA (Chicken Pox): Dose #1 ______ /______ /______        Dose #2 ______ /______ /______ 
Students born after 1979 are required to provide proof of 2 doses of Varicella vaccine or proof of immunity or history of disease. 

 

TUBERCULOSIS TEST required for all international students within the last 12 months. 
A history or BCG vaccination should not preclude testing of a member of a high-risk group.  
 
Skin Test Date given:  _____/_____/_____   Date read: _____/_____/_____    Result: _______mm.    Positive   Negative  
 
Chest X-ray (required for positive test):  Positive   Negative   Date/duration of treatment: __________________________ 
 

Part V: Recommended Immunizations mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy mm/dd/yyyy 

  Dose # 1 Dose #2 Dose #3 Dose # 4

DTP, DtaP (4 doses),TD booster (within last 10 years)         

POLIO: OPV (3 doses) or IPV (4 doses) or IPV/OPV (4 doses)         

INFLUENZA         

HEPATITIS B (3 doses)         

OR  Hepatitis Surface Antibody  ____ /____/____         

       Result:  Reactive _____  Non-reactive _____         

MENINGOCOCCAL         
 
TB TEST Date: ____/____/____     Date read: ____/____/____    Result: _____ mm.     Negative: ____ Positive: ____
 
Chest X-ray: Positive ____   Negative ____    Treatment prescribed: _______________________________________ 
 

 
Part VI: Allergies 
 
Medications: _______________________________________________ Other: _________________________________ 
 
Part VII: Healthcare Provider Information:  
 
Healthcare Provider Name: ________________________________________________ Phone: ______________________ 
 
Address: ___________________________________________ City/State/Zip _____________________________________ 
 

→ Healthcare Provider Signature: _______________________________________________Date: ______/______/______ 
 

Return to: Milligan College Admissions, PO Box 210, Milligan, TN 37682. Fax: 423.461.8982 

 


