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This section must be completed and signed/stamped by a physician or health care 
provider OR a copy of your immunization records must be attached 
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IMMUNIZATION EXEMPTIONS 
(If you are applying for an EXEMPTION, please check below, and you MUST provide the information required for the exemption) 

□ Immune Status Exemption – ANTIBODY TITERS (BlOOD TEST) Copy of laboratory report showing that you are 
immune is required.   Only positive or immune titers will be accepted.  Equivocal results are NOT acceptable. 

□ Age Exemption - Born prior to January 1, 1957 (valid for MMR immunization exemption only) – There is NO AGE exemption for 
the Hepatitis B immunization or the Meningitis campus housing 
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