
Immunization record 
Immunization is required prior to registration. Please complete and return this form to the Admissions Office 
 
Part 1 – To be completed by the student 
 
Name________________________________________________________________________________________ 
                                Last               First     M.I.                       
Birthday_____________________Social Security#_____________________Phone_________________________ 
 
Address______________________________________________________________________________________ 
                              Street       City         State          Zip 
 
Part II – To be complete and signed by a Health Care Provider 
(Dates must include month, day and year) 
 
The New York State Department of Health has recommended that if a second dose of measles vaccine is needed, a 
combined MMR 
Vaccination is to be given to ensure additional protection against rubella and mumps. 
 
Check Appropriate Statement: 
 
A.M.M.R.  (Measles, Mumps, Rubella) If given as combined dose instead of individual immunizations. 
1.⁭ Dose 1. Immunized after 1972 abd ib ir after 12 months of age……………………………………..______ /______ /______ 
2.⁭ Dose 2. Immunized after 1972 and at 5 years of age or later………………………………………..______ / _____ / ______ 
 
B. Measles (Rubella)  
1.⁭ Had disease’ confirmed by healthcare provider’s record…………………...................................______ / ______ / _______ 
2.⁭ Has report of immune titer. Specify date of titer…………………………………………………………....______ / ______ / _______ 
3.⁭ Dose 1 – Immunized with live measles vaccine after 1967 and on or after 12 months of age……………. ______ / ______ / ______ 
4.⁭ Dose 2 Immunized with live measles vaccine at least 30 days beyond original (dose 1 ) vaccinations ...______ / ______ / _______ 
 
C.Rubella 
1.⁭ Has report of immune titer. Specify date of titer………………………………………...........…______ / ______ / ______ 
2. ⁭ Immunized with vaccine on or after 12 months of age…………………………………………..______ / ______ / ______ 
 
D. Mumps 
1.⁭ Had disease’ confirmed by health care provider’s record………………………………………..______ / ______ / _______ 
2 ⁭ Has report of immune titer. Specify date of titer………………………………………...............______ / ______ / ______ 
3.⁭ Immunized with vaccine on or after 12 months of age……………………………………............._____ / ______ / ______ 
 
E. Tetanus. (Optional, but strongly recommended) 
  1.⁭ Completed primary series of tetanus- diphtheria immunization…………………………………………………______ / ______ / ______ 
  2.⁭ Received tetanus-diphtheria booster within the last 10 years……………………………………………………______ / ______ / ______ 
 
F. Tuberculosis ( Optional but strongly recommended) 
  1.⁭ PPD ( Mantoux) test within the past year (Tine or monovac not accepta⁭ble) Test taken on…………………..______ / ______ / ______ 
 Result: ⁭ Positive    ⁭ Negative 
  2.⁭ Positive PPD Chest x-ray required. Give date and result of chest w – ray……………………………………....______ / ______ / ______ 
 Result: ⁭ Positive  ⁭ Negative 
  3.⁭ Had BCG vaccine – Chest x-ray required if PPD not done………………………………………………………______ / ______/ ______ 
 Result: ⁭ Positive  ⁭ Negative 
 
G. Medical Waiver 
 If one or more of the required immunizations may be detrimental to the student’s health or is otherwise medically contradicted,  
The vaccination requirement shall be waived until such immunization is determined no longer to be detrimental to the student’s health  or 
Otherwise medically contradicted. A physician, physician’s assistant or nurse practitioner’s written statement must be attached that 
Specifies those immunizations with may be detrimental and the length of time that they may be detrimental. The written statement must 
be submitted with a medical exemption form. 
 
Name of Health Care Provider (Physician or other) ________________________________Telephone #______________________________ 
 
Address___________________________________________________________________Signature________________________________ 
 



New York City Department of Health & Mental Hygiene Bureau 
Of Immunization 

 
WALK- IN IMMUNIZATION CLINICS 

 
CLINIC POPU- 

LATION 
SERVED 
 

DAYS / TIMES OF 
OPERATION 

TRAVEL 
DIRECTIONS 

Tremont Health Center  
1826 Arthur Avenue-1st FL. 
Bronx, New York 10457 
Btwn: Cross Bronx Expwy & 
Tremont Avenue 

Children & 
Adults 

Tuesday,Wednesday 
& Thursday 
8:30 AM – 2:30 PM 

#2 or #5 train to East 
Tremont Ave. West 
Farms Square, or #4 
Train to Burnside 
Ave. then #40 or #42 
Bus to Arthur Ave. 

Chelsea Health Center 
303 Ninth Avenue1ST FL. 
Manhattan, NY 10001 
Btwn: 27TH & 28TH Street 

Children 
& Adults 

Monday, Tuesday, 
Thursday & Friday 
8:30 AM – 2:30 PM 

C or E train to West 
23rd Street or #1 or 
#9 train to West 28th

Street 

Corona Health Center 
34 -33 JunctionBlvd 1st Fl. 
Queens, NY 11372 
Btwn” 34th & 34th RD 

Adults Tuesday and Thursday 
8:30 AM – 2:30 PM 

#7 train to Junction  
Boulevard 

Jamaica Health Center 
90 – 37 Parsons Blvd. 4th Fl. 
Queens, NY 11432 
Btwn: 90th Ave & Jamaica Ave 

Adults Monday and Friday 
8:30 AM – 2:30 PM 

F,J or E train to  
Parsons Boulevard 
 

Crown Heights Health Center 
1228 Prospect Place 1st FL 
Brooklyn, NY 11213 
Btwn: Schenectady & Troy 
Ave 

Children 
 
 

Adults 

Wednesday (only) 
 
 
Monday & Friday 
8:30 AM – 2:30 PM 

#3 or #4 train to  
Utica Ave. or B46 
Bus. To Utica Ave. 
& Prospect Place or  
B15 or B65 Bus to 
Troy Ave. 

Homecrest Health Center 
1601 Ave. S – 1st FL. 
Brooklyn. NY 11229 
Btwn: East 16th & 17th ST 

Children 
& Adults 

Wednesday 
8:30 AM – 2:30 PM 

Q train to Ave. U 

 
 

FOR ADDITIONAL INFORMATION ABOUT CLINIC SERVICES CONTACT THE 
IMMUNIZATION HOTLINE AT (212) 676 – 2273 OR DIAL 311 
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