THE GEORGE

MAN DATO RY WASHINGTON

UNIVERSITY

HEALTH FORM WASHINGTON, DC

Thisformmustbecompleted and emailed or mailed to the office of
summer & non-degree programs by June 1st.

Please email to: gwsummer@gwu.edu

Please mail to: Office of Summer & Non-Degree Programs 2100 Foxhall Rd,
Academic Building Suite 115, N.W., Washington D.C. 20007

G
Last Name First Name GWwid
E-mail Address Contact Phone Number Date of Birth (MM/DD/YYYY) Semester/Year First Admitted

This form is required for all incoming students under 26 years of age. Please have your healthcare provider complete, sign,
and return this form to CHC at the address above. Vaccination dates should be written using MM/DD/YYYY. Keep a copy of
this form for your records.

Td booster/Tdap Il Within the last 10 years

MMR and Varicellavaccinations areto be given on the same day or aminimum of 28 days apart for each dose.

MMR #1 /| Afterl2monthsofage
MMR #2 |/ Aminimum of 28 days after MMR #1
OR you must attach lab report showing positive immunity
Varicella#l |/ Afterl2monthsofage
(ChickenPox)
Varicella#2 __/___/___ Aminimumof28daysafterVaricella#l
(ChickenPox)
History of disease (Date/Age)
OR you must attach lab report showing positive immunity

Hepatitis B given according to ACIP/CDC guidelines or accelerated schedule.

Hepatitis B#1 —

Hepatitis B#2 /4 Aminimumof28daysafterHepatitis B#1

Hepatitis B#3 /I Aminimumof5 monthsafter Hepatitis B #2
OR you must attach lab report showing positive immunity

Meningococcal /| Onorafter16thbirthday

A C Y, W-135

OR Download Meningococcal Waiver: healthcenter.MeningitisWaiver

Colonial Health Center can assist you in meeting these requirements, including providing immunizations.

Healthcare Provider Signature or Stamp Date Healthcare Provider Phone Number
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https://healthcenter.gwu.edu/
https://healthcenter.gwu.edu/sites/healthcenter.gwu.edu/files/downloads/MeningitisWaiver-Fall2016.pdf

. . THE GEORGE
Meningococcal Vaccine WASHINGTON

o UNIVERSITY
Waiver

WASHINGTON, DC

Last Name First Name
GWid# Date of Birth Age
Semester/Year First Admitted Email Address/Contact Phone Number

By signing below, | understand and state that:

1.

I have received and reviewed the information provided by the George Washington University explaining the risk of meningococcal disease,
andthe effectiveness and availability of the meningococcal vaccine.

. lunderstand that D.C. Code §38-503 and related regulations require that each first-year student who is enrolled at the university and is living in,

orwho may live in on-campus student housing, must be vaccinated against meningococcal disease or must sign a waiver of the meningococcal
vaccine requirement.

. lunderstand that in accordance with university policy, each student who is enrolled in any school of the university for the first time, including

transfer students, must make an election to receive the meningococcal vaccine or to waive the vaccine requirement.

. lacknowledge that meningococcal disease is arare, but life-threatening illness; however, | decline the vaccine on my own behalf since |am

eighteen(18)yearsofageorolder; orldeclinethevaccine onbehalf ofthe studentidentified belowifhe/sheisyoungerthaneighteen (18)

years of age.
OR

. lunderstandthatifireconsider my decisiontodeclinethevaccine, |, orthe studentforwhomlamparentorlegalguardianasthe case may

be, may return to the Colonial Health Centerto receive the vaccine.

. lameithereighteen (18) yearsof age orolderand applying forthis waiveron myownbehalf; orlamthe parent orlegal guardian of the

student identified below and am applying for this waiver on his/her behalf.

By signing this waiver, | am seeking an exemption from the meningococcal vaccine requirement mandated by D.C. law. | hereby voluntarily agree to fully release
the George Washington University, the Colonial Health Centerand its staff from any and all costs, liabilities, expenses and any other consequences thereof that
might result from my decision to decline the meningococcal vaccine.

Student's Signature Date

PRINT: StudentName

Parent/Legal Guardian Signature (if under 18) Date

PRINT: Parent/Legal Guardian Name (if under 18)

For office use only: Waiver reviewed and granted by: Date
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