
SECTION I: MENINGITIS INFORMATION RESPONSE FORM 
New York State Public Health Law requires all college students to read the information regarding meningococcal meningitis disease (see reverse side of form). All
students must either indicate immunization within the past 5 years, or indicate that they have decided not to obtain immunization. No student may attend Buffalo
State without complying, according to the law. ONE BOX MUST BE CHECKED:

      I have had the meningitis vaccine within the past 5 years. Date received:________________________________Vaccine type:_____________________ 

      I have read (or have had explained to me) the information regarding meningococcal meningitis disease on the reverse side of this form. I understand the risks of     
      not receiving the vaccine. At this time I have decided that I will not obtain immunization against meningococcal meningitis disease.




SECTION II: IMMUNIZATIONS
New York State Public Health Law and SUNY Buffalo State require all college students to show proof of immunity to measles, mumps, and rubella. All dates must
include month, day, and year. If you were born before January 1, 1957, you are exempt from this requirement, but you must return this form with proof of date of
birth. Complete ONE section: A, B, OR C.

     MMR (two doses) administered on or after first birthday, and after January 1, 1972.

     1. ____________________________________________________________________________________________________________

     2. ____________________________________________________________________________________________________________

     Measles (Rubeola) Immunity
     Two dates of measles immunization: 1. _________________________________ 2. ______________________________________
                                                                                                                        Both must have been administered on or after first birthday and after January 1, 1968.

     OR
     Date of positive measles titer: ___________________________ Result: __________________________________
     OR   
     Signature of physician who diagnosed measles: Signature:_____________________________________ Date: _____________________
     
     Mumps Immunity
     Date of one mumps immunization: _________________________ Must have been administered on or after first birthday and after January 1, 1969.
     OR
     Date of positive mumps titer:____________________________ Result: __________________________________
     OR
     Signature of physician who diagnosed mumps: Signature: _____________________________________ Date: _____________________

     Rubella (German Measles) Immunity
     Date of one rubella immunization: _________________________ Must have been administered on or after first birthday and after January 1, 1969.
     OR
     Date of positive rubella titer: ____________________________ Result: __________________________________
     History of illness is not acceptable.

     Proof of Military Service (please attach copy of DD214 issued within the last 10 years or Military I.D. for Active Military).
     Official records are still required.

New Student Health Form
Form can be 

faxed to
 (716) 878-6727.

You will not be allowed to register for classes
unless this document is completed, signed,

and filed with the Weigel Health Center.
Complete sections I, II, & III. ______________________________________________________

            Last name                                                                 Maiden name                                                             First name                                                                 Middle initial______________________________________________________
           Street                                                                                                                      City                                                              State                                                    Zip

Date of birth: _______ / _______ / __________                   Banner ID number: B00_____________________________             Phone: ( _______ ) __________-_______________

A

B

C

SECTION III: COVID-19 VACCINATIONS
Per SUNY COVID -19 Vaccination Policy (Document number 3100): Section II: Vaccination Requirements: All students attending a SUNY institution in the Fall 2021 term
and thereafter will be provided with information about the COVID-19 Vaccination and must either: (i) receive a COVID-19 Vaccination; or (ii) obtain an approved
Exemption. Please check ALL box(es) that apply:

COVID-19 vaccine (shot #1).  Date received:________________________________Vaccine type:____________________________ Lot #: ____________________

_________________________________________________________________________    Signature of student (or parent/guardian if student is a minor)        Date:__________________  

_________________________________________________________________________    Signature of health-care provider (REQUIRED)          Date:____________________________________

COVID-19  vaccine (shot #2). Date received:________________________________Vaccine type:____________________________ Lot #: ____________________

COVID-19  vaccine Booster.   Date received:________________________________Vaccine type:____________________________ Lot #: ____________________




