((f, New York University S_tudent Health Center

B Gl i Sl sonrEHDATE. | NYU9 Digi S
LAST NAM E _ FIRST NAME MI ' N
‘ ®

Immunization Requirements

P Measles/ Murnps/ Rubella: two doses of live MMR administered on or after the first
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WHERE TO SEND HEALTH HISTORY FORM:

The Student Health History Form must be completed, signed by a health care provider and submitted in the enclosed envelope to:

New York University Student Health Center

Immunization Record Services

726 Broadway, Suite 357
New York, NY 10003






