AAMC Standardized Immunization Form

Last Name: First Name: MiniIe
Initial:
DOB: Street Address:
Medical School: City:
Cell Phone: State:
Primary Email: ZIP Code:

Student ID:

Option 1
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MMR (Measles, Mumps, Rubella) — 2 doses of MMR vaccine or two (2) doses of Measles, two (2) doses of Mumps and (1) dose Copy
of Rubella; or serologic proof of immunity for Measles, Mumps and/or Rubella. Choose only one option.

Attached
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Name: Date of Birth:

(Last, First, Middle Initial) (mm/dd/lyyyy)

Hepatitis B Vaccination -
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(Last, First, Middle Initial)

Date of Birth:

TUBERCULOSIS (TB) SCREENING — All U.S. healthcare personnel are screened pre-
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(mm/dd/lyyyy)
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