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HEALTH SCIENCE - STUDENT HEALTH FORM 
Laboratory titer reports and interpretation must be noted below. 

Please return this form to the appropriate program managers:  
PA Program: nancy.guzman@yu.edu

Occupational Therapy Program: ariel.rosariojr@yu.edu
MedSLP Program: speechclinic@yu.edu

Students who fail to return a completed form with the required laboratory titer reports will 
be prohibited from registering and/or attending classes. 

To protect the security of this form, please submit from your yu.edu student email address. 
A copy of the laboratory reports must be attached to this form. 

COVID-19 vaccination cards must be attached to this form. 

TO BE COMPLETED BY STUDENT: 

Student Name:  YU ID: 

Birth Date:  Cell Phone #:  Email: 

TO BE COMPLETED BY HEALTH CARE PROVIDER:  

LABORATORY TITER RESULTS 

Rubella immune non-immune titer value: 

Rubeola  immune non-immune titer value: 

Mumps immune non-immune titer value: 

Varicella immune non-immune titer value: 

LABORATORY ANTIBODY RESULT 
Hepatitis B Surface Antibody: immune non-immune 

VACCINATION RECORDS 
1. Tetanus Diphtheria Pertussis (TDAP) Vaccination Date:

2. COVID-19 Vaccination Date(s):

3. Influenza Vaccination Date:

VACCINE BOOSTERS 

HEALTH SCIENCE PROGRAMS FOLLOW CDC VACCINATION RECOMMENDATIONS FOR HEALTHCARE 
PROFESSIONALS.  IF A TITER/ANTIBODY RESULT IS NON-IMMUNE, OR A VACCINATION IS NOT UP TO DATE, 
A BOOSTER MAY BE INDICATED. 
IF APPLICABLE, PLEASE NOTE BOOSTER GIVEN BELOW.  

MMR BOOSTER DATE:  

VARICELLA BOOSTER DATE:  

HEPATITIS B BOOSTER DATE: 

TDAP BOOSTER DATE: 

COVID-19 BOOSTER DATE:  
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  TB TEST 
IGRA Quantiferon TB test result:   

OR: 

 
Purified protein derivative (PPD): 
Placed on:   left arm  right arm  on  Read on   Result:   mm 
   induration (date)  date  
 
If Quantiferon or PPD Positive: 

Chest x-ray done on:  _ Results: _ (date) 
 

HEALTHCARE PROVIDER ATTESTATION 

Physical Exam  

I have examined this student on and found the student to be in good health. 

(date) 
Healthcare Provider Signature:   

Healthcare Provider Name and Title:   

Date:   

Healthcare Provider Stamp or License#   

Office Address:   

  

  

Email:   

Telephone:   

****************************************************************************************************************************************** 
 
Next Section to COMPLETED BY STUDENT: 

 
MENINGOCOCCAL MENINGITIS VACCINATION RESPONSE FORM 
NYS law and University policy require the University to distribute information to students about meningococcal 
meningitis and the vaccine that protects against the disease, and to collect and maintain a record of each student’s 
decision regarding meningitis vaccination. 
Please check the appropriate statement 

 
I have had the Meningococcal Meningitis immunization (Menomune™ or Menactra™) within the past 5 years 

Date received:   
 
I have read the information regarding Meningococcal Meningitis, available on the Web at 
http://www.cdc.gov/meningococcal/ 
http://www.health.ny.gov/diseases/communicable/meningococcal/fact_sheet.htm 
http://www.cdc.gov/vaccines/hcp/vis/□vis-statements/mening.pdf 
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I will obtain immunization against Meningococcal Meningitis within 30 days from my private health care 
provider or through the Yeshiva University student health service network, and I will forward proof of 
vaccination to the University. 
 
I have read the information regarding Meningococcal Meningitis, available on the Web at 
http://www.cdc.gov/meningococcal/ 
http://www.health.ny.gov/diseases/communicable/meningococcal/fact_sheet.htm 
 
I understand the risks of not receiving the vaccine. I have decided I will not obtain immunization against 
Meningococcal Meningitis. 

 

Student Signature:   Date:  

Printed Name:    
 
 




