
 
This Form MUST be returned to:  The Office of Records and Registration, 

University of South Carolina Sumter Campus 
200 Miller Road, Sumter SC  29150 

Telephone:  (803) 938-3787 - Fax:  (803) 938-3819 

 
TO BE COMPLETED BY THE STUDENT 
 
Name  _____________________________________________________________  
  Last Name    First Name   Middle        

           

                     (Student ID#) 
Address  _____________________________________________________________ 
  Street/P.O. Box          Date of Birth 
            
 
  ____________________________________________________________________________       Month             Day Year 
  City    State   Zip Code 
     
Phone  ___________________ Email______________________@_____________      Age at the time you will 
                enter the University      
First Term of Enrollment (circle term and insert year):  Fall/Spring/Summer ______________ 
 
Student Signature _________________________________________________________________________________________ 
 
Section A – REQUIRED IMMUNIZATIONS  Must Be Completed And Signed By Your Health Care Provider. 
 

1. M.M.R. (Measles, Mumps, Rubella) (two doses required for students born in 1957 or later) 
 a. Dose 1given at age 12-15 months or later …………………………………………………….  #1 ___ / ___ / ___ 
               M      D       Y 
 

       Dose 2 given at age 4-6 years or later, and at least one month after the first dose …………… #2 ___ / ___ / ___  
   OR              M      D       Y 
          b. Laboratory/serologic evidence of immunity (attach copy of titer and date) 
   OR 
          c. Exemption:  I was born before 1957, and therefore am exempt from this requirement 
 

2. Meningitis Vaccine – Proof of receipt of the Meningococcal Vaccine or a signed waiver declining the vaccine is required of all first 
Year students (incoming freshman, under the age of 25) at the University of South Carolina beginning fall semester 2007.  A parent 
 signature is required for students under the age of 18 if declining vaccine.  If it has been between 2-5 years since you have been 
vaccinated with the Menomune, you should receive the Menactra vaccine.  If it has been more than 5 years since you have been vaccinated 
 with  Menomune, then you are required to receive a Menactra vaccine or sign a waiver declining the vaccine. 
  OR 
 
 Menactra  Date of administration  ____ / ____ / ____ 
 
 Menomune Date of administration ____/ ____ / _____ 

   
 Declined (signature required) __________________________________________________________Date_________________________ 
 

<<<ADDITIONAL IMMUNIZATION REQUIREMENT FOR INTERNATIONAL STUDENTS>>> 
 

TUBERCULOSIS SCREENING 
 Are you a member of a high-risk group1  or are you entering the health professions?  YES_____ NO_______ 
 If NO, You are not required to have a TB screening.  If YES, you are required to have a TB screening.  A history of BCG 
 vaccination should not preclude testing of a member of a high-risk group.  BCG is not acceptable to meet requirement. 
 

1. Tuberculin Skin Test: 
Date Given:  ____ /____/ ____    Date Read:  ____ / ____ / ____ 
       M      D        Y            M       D         Y 
Result: ________________(Record actual mm of induration, transverse diameter; if no induration, write “0”) 
Interpretation  (based on mm if induration as well as risk factors):  positive _____ negative _____ 

  
2. Chest x-ray (required if tuberculin skin test is positive) result:  normal ______ abnormal ________ 

   Date of chest x-ray: ____ / ____ / _____ 
          M       D         Y 

1Categories of high risk students include those students who have arrived within the past 5 years from countries where TB is endemic.  It is easier to identify countries of low rather than high TB prevalence. 
Therefore, students should undergo TB screening if they have arrived from countries EXCEPT those on the following list:  Canada, Jamaica, Saint Kitts and Nevis, Saint Lucia, USC, Virgin Islands (USA), Belgium, 
Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Italy, Liechtenstein, Luxembourg, Malta, Monaco, Netherlands, Norway, San Marino, Sweden, Switzerland, United Kingdom, American Samoa, 
Australia, or New Zealand. 

See Reverse For Recommended Immunizations 

          

  



IMMUNIZATION RECORDS - continued 
 
Section B – Recommended Immunizations 
 
Gardasil – Highly recommended for all females between the ages 11 and 26.  (Three doses of the cervical cancer vaccine) 
    3 dose Gardasil series 
        DATE:  #1 ____ / ____ / ____  #2 ____/ ____ / ____  #3 ____ / ____ / ____ 
              M        D        Y          M      D        Y                         M        D        Y 
Hepatitis B – Highly recommended for all students.  (Three doses of vaccine or a positive Hepatitis B surface antibody) 
   3 dose hepatitis B series 
       DATE:  #1 ____ / ____ / ____ #2 ____ / ____ / ____  #3 ____ / ____ / ____, OR 
              M       D        Y        M   D         Y          M    D        Y 
    3 dose combined hepatitis A and hepatitis B series 
        DATE   #1 ____ / ____ / ____ #2 ____ / ____ / ____  #3 ____ / ____ / ____, OR 
                           M        D        Y          M        D        Y         M        D        Y 
     Laboratory/serologic evidence of immunity or prior infection (attach copy of titer & date). 
 
Varicella (Either a history of chicken pox, a positive Varicella antibody, or two doses of vaccine given at least 
     One month apart if immunized after age 13 years). 
   History of Disease verified by undersigned clinician………………………………………..Disease Date: ____ / ____ / ____, OR 
                                         M         D       Y 
    Laboratory/serologic evidence or immunity (attach copy with titer & date) OR 
 
    1 dose given at 12 months of age or later but before the student’s 13th birthday…….Date of shot:  ____ / ____ / ____, OR 
                               M        D        Y 
     2 doses:  Dose 1 given after the student’s 13th birthday.  2nd dose at least one month after first dose, 
           Date #1: ____/ ____ / ____  #2 ____ / ____ / ____ 
            M        D       Y         M        D        Y  
Tetanus-Diphtheria-Pertussis (Primary series with DTaP, DTP, DT, or Td, and booster with Td or Tdap in the last ten years). 
  
     1.  Primary series of four doses with DTap, DTP, DT, or Td: 
               DATE: #1 ____ / ___ / ___ #2 ____ / ____ / ____  #3 ____ / ____ / ____  #4 ____ / ____ / ____ 
                  M         D      Y        M   D         Y          M   D        Y                         M   D        Y 
         2.  Booster:  Tdap (preferred) to replace a single dose of Td for booster immunization with at least five years since  

               last dose of Td. ……………………………………………………………………………………………… ____/ ____ / ____ 
                                      M       D       Y 
     3.  Booster:  Td within the last ten years ………………………………………………………………………. ____ / ____ / ____ 
                                    M       D        Y 

Health Care Provider (Signature or stamp required) 
 
Name: ___________________________________________________ Signature: __________________________________________________ 
  (Please Print)       
Address: _____________________________________________________________________________________________________________ 
  Street/P.O. Box 
____________________________________________________________________________________________________________________ 
  City           State         Zip Code 
Phone: (_____) ____________________________________________  Date: _____________________________________________________ 
 
Section C – EXEMPTIONS 
 
Exemption 
        This student is exempt from the above immunization on grounds of permanent medical contraindication. 
                        This student is temporarily exempt from the above immunizations until  ____ / ____ / ____ 
                          M         D        Y 
I, _____________________________ affirm by my signature below that immunization as required by the university of South Carolina is in conflict with my 
religious beliefs.  I understand that I am subject to exclusion from the University in the event of an outbreak of a disease for which immunization is required. 
 
Signature:  _______________________________________________ 
 
OR 
 
I, _______________________________________________________ declare by my signature below that I will ONLY be enrolling in courses offered by 
distance learning, and therefore I will not be attending ANY classes on the USC campuses.  I understand and registering for a course offered on-campus or at a 
University owned or controlled facility void that exemption and I will be excluded from class until I provide proof of immunizations.  This exemption must be 
requested for each new term of registration for off-campus courses. 
 
Signature: _________________________________________________________ 
  Sections A, B and C are to be signed, stamped and submitted to the Office of Records and Registration. 


