
UNC Asheville Immuniza2on Record                                                            
 
Name: _______________________________________________ Date of Birth: __________________ 
                                           (Last, First, Middle/Maiden)                                                                                          (MM/DD/YYYY) 
 

 
Sec$on A – Required for ALL Incoming Students – Provide ALL Dates in MM/DD/YYYY Format 

MMR (Measles, Mumps, Rubella) 
Two (2) required on or AFTER first 
birthday/1 year of age. 
 
First Dose: ________________________ 
 
Second Dose: _____________________ 
 

OR 
� Serologic tesHng – MUST aJach copy of 
results with numerical values and 
reference ranges. 
 

OR 
 

� Born before 1956 

Varicella (Chickenpox) 
Required if born AFTER April 1, 2001  
1 dose (2 doses preferred), approximate 
age/date of disease, or posiHve serologic 
test. 
 
First Dose: _______________________ 
 
Second Dose: _____________________ 
 

OR 
 
Age/date of disease:  
 
_________________________________ 

 
OR 

 
� Serologic tesHng – MUST aJach copy of 
results 
 

Diptheria, Tetanus, Pertussis 
All students must submit documentaHon of three 
(3) DTP, TD, or Tdap vaccines regardless of age. 
One MUST be a Tdap (document in secHon 
below). 
 
First Dose: ______________________________ 
 
Second Dose: ____________________________ 
 
AddiHonal Dose: _________________________ 
 
AddiHonal Dose: _________________________ 
 
AddiHonal Dose: _________________________ 
 

Tdap Booster 
All students MUST show proof of a Tdap booster 
aWer the age of 12. 
 
Date Given: _____________________________ 
  

Meningococcal Conjugate Vaccine (MenACWY) 
Required if born aWer January 1, 2003. One (1) dose given on or aWer the age of 16 
required (2 doses preferred). 
 
Vaccine Name/First Dose Date: ___________________________________________ 
 
Vaccine Name/Second Dose Date: _________________________________________ 

Polio 
Three (3) doses required ONLY if 17 years of age or 
younger when classes begin. One dose must be 
given aWer age 4. 
 
First Dose: ______________________________ 
 
Second Dose: ____________________________ 
 
Third Dose: ______________________________ 
 
AddiHonal Dose: __________________________ 
 

Hepa$$s B Vaccine 
Required if born aWer July 1, 1994. Either three (3) dose series or two (2) doses of HEPLISAV-B series. ** Serologic test NOT accepted – 
MUST show proof of vaccine dates. 
 
Three Dose Series                                                                                         Two Dose Series – HEPLISAV-B only (18 years +) 
 
First Dose: ___________________________________                                     First Dose: ____________________________________ 
 
Second Dose: _________________________________                                    Second Dose: _________________________________ 
 
Third Dose: ___________________________________ 
 

 
_______________________________________________________________          _____________________________________ 
Signature and Creden.als of Health Care Provider                                                            Date 



UNC Asheville Immuniza2on Record                                                            
 
Name: ______________________________________________ Date of Birth: ___________________ 
                                           (Last, First, Middle/Maiden)                                                                                         (MM/DD/YYYY) 
 

 
Sec$on B – Recommended Immuniza$ons (NOT REQUIRED) – Provide ALL Dates in MM/DD/YYYY Format 

Human Papillomavirus 
(HPV) 

First Dose: ___________________________ 
 
Second Dose: ________________________ 
 
Third Dose: __________________________ 

 

Hepa$$s A 
Document TwinRx (HepaHHs A/B) vaccine in 
HepaHHs B secHon 
 
First Dose: __________________________ 
 
Second Dose: ________________________ 

Meningococcal B 
 
Vaccine Name: _______________________ 
 
First Dose: __________________________ 
 
Second Dose: ________________________ 

COVID-19 
 

Manufacturer: ______________________________ 
 
Date: _____________________________________ 
 

Pneumococcal Conjugate (e.g. PCV13, PCV20, PPSV23) 
 

Vaccine Name: ________________________________ 
 
First Dose: ____________________________________ 
 
Second Dose: __________________________________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

_______________________________________________________________          _____________________________________ 
Signature and Creden.als of Health Care Providers                                                           Date 
 

 

_______________________________________________________________           _____________________________________ 
Printed Name and Creden.als of Health Care Providers                                                   Office Phone Number 
 
 

________________________________________________________________________________________________________ 
Office Address                              City                                      State                                     Country                                           Zip Code 


