KENNESAW STATE
UNIVERSITY
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I Cran, i R
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CERTIFICATE OF REQUIRED IMMUNIZATIONS
Enrollment Customer Service Center

Submit to: https://immunizations.kennesaw.edu/index.php
900 Hornet Loop Suite B 141 MD 9015 Marietta, GA 30060

RETAIN A COPY OF THE COMPLETED FORM FOR YOUR RECORDS

KSU ID#: 00 Cell Phone: Email:

Name (Last, First, Middle):

Address: City: State: Zip Code:
Country of Birth: Birth Date:

* You must submit the antibody titer report on
lab letterheadfrom a certified lab with
definitive lab values titerdoesnotindicateimmunity

inpction seriesrequired.

* You must submit the antibody titer report on
lab letterheadfrom a certified lab with
definitive lab values in English.

Tetanus, Diphtheria, Tdap (REQUIRED) * One dose of Tdap for all students. Must have
Pertussis(Tdap) occurred within the last ten years. Preferably
administered after 11" birthday.
Hepatitis B OR #1 . ﬁ” Students who will be 18 or younger on the first
o #2 ay of class.
Hep A-Hep B (Twinrix) #3 < If Antibody titer does not indicate immunity,

OR Attached antibody titer (blood test) lab
report

injection seriesrequired.

* You must submit the antibody titer report on
lab letterheadfrom a certified lab with
definitive lab values in English.

Meningococcal (MCV4)

Menactra or Menveo

Or

Menactra or Menveo Booster, if first
dose was less than 5 years from
admittance

e All students living in in KSU Campus Housing

* A student may sign a statement of
understanding in lieu of providing proof of
immunization.

e Itis strongly recommended for all students
under the age of 22.
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	KSU ID#: 00                                           Cell Phone:                                                    Email:
	Name (Last, First, Middle):
	Address:                                                                                 City:                                        State:              Zip Code:
	Country of Birth:                                                                  Birth Date:
	Name (Last, First, Middle):
	TUBERCULOSIS RISK ASSESSMENT – TO BE COMPLETED BY A HEALTHCARE PROVIDER
	☐ Yes ☐ No  Birth, travel, or residence in a country with an elevated TB rate for at least 1 month
	 Includes any country other than the United States, Canada, Australia, New Zealand, or a country in western or northern Europe
	 If resources require prioritization within this group, prioritize patients with at least one medical risk for progression (see the California Adult Tuberculosis Risk Assessment User Guide for this list).
	 Interferon Gamma Release Assay is preferred over Tuberculin Skin Test for non-U.S.-born persons ≥ 2 years old
	☐ Yes ☐ No  Immunosuppression, current or planned
	HIV infection, organ transplant recipient, treated with TNF-alpha antagonist (e.g., infliximab, etanercept, others), steroids (equivalent of prednisone ≥15 mg/day for ≥1 month) or other immunosuppressive medication
	☐ Yes ☐ No  Close contact to someone with infectious TB disease during lifetime
	IF you checked YES to any of the previous TB screening questions, then the student needs a TB skin test or IGRA.
	Tuberculosis Screening
	☐No past hx of + PPD or IGRA:

	Name (Last, First, Middle):

