
 
 

  
  

 
 

   
                                      

    
    

   
    

   

 

 
 

 
  

 
  

 
 

 
       

                       
   

                                    
 

 
   

  

 
  

  

 
  

          
 

   
 

 
   

 

 
       

               

    
                                             
 

   
      
  

 
 

 

  
 

 

  

 
         

                              
                 

                                                       
 

  
                                                      
                                      

    
     
    

  
  

 
  

  
    

         

  
  

  

  
 

 
 

 
 

 
          

       

   

 
 
 
 
 
 

  
   

 

 

   

 

 

E' HARVARD UNIVERSITY 
~ " " Hea lth Serv ices 

CJ 
I I 

Health Information Services/Medical Records 
75 Mt. Auburn Street, Cambridge, MA 02138 

Immunization History AY 2022-2023 

Harvard University Non-Healthcare Programs & 
Harvard University Non-Clinical Healthcare Programs 

Name: _________________________________________ DOB:______________ School:______________________________ 
last name, first name 

The Commonwealth of Massachusetts and Harvard University require full-time students and all students on a visa to be 
immunized against certain communicable diseases. All dates must include month, day, and year. To comply, have this form 
completed and signed by your healthcare provider. Once completed by provider, student is to upload all documents to the 
Patient Portal as soon as possible and no later than June 10, 2022. 

Harvard and Massachusetts State 
Required Vaccine Dates Given Requirements 

Measles-Mumps-Rubella 
(MMR) If administered 

separately or positive titers 
obtained record below 

#1_____ /____ / _____ #2______ /_____ /_____ 
month day   year       month day   year 

Positive Titer Date: _____ / ____ / ______ 
month  day   year 

Two immunizations on or after the 
first birthday, at least 28 days after 
first dose 

Tetanus/Diphtheria/ 
Pertussis (Tdap) TD does not 

fulfill this requirement. 

______ /____ /_____ 
month day year 

One dose of Tdap After 1/1/2013 
(Harvard requirement) 

Hepatitis B 
Series of 3 immunizations – a 
positive Serological test for 
immunity is acceptable in lieu of 
immunization 

#1______ /____ /____ #2______ /___ /____#3_____ /___ /____ 
month day    year       month day    year  month day    year 

OR Positive Titer Date: _____ /____/_____ If Twinrix check here [ ] 
month day    year 

Dose #1: any age 
Dose #2: 28 days after dose #1 
Dose #3: at least 8 weeks (56 days) 
between #2 and #3  
There must be at least 16 weeks (112 
days) between #1 and #3 

Varicella Vaccination 
A positive Serological test for 
immunity is acceptable in lieu of 
immunization. 

Or History of Chickenpox 

#1______ /_____ /_____ #2______ /____ /_____ 
month day   year       month day   year       

OR Positive Titer Date: ______ /____ /_____ 
month day    year       

Age: _________ or 
Date of Disease: ______ /____ /_____ 

month day year 

- Dose #1: on or after the first birthday 
- Dose #2: at least 28 days after dose #1. 
- OR if born in the USA before 1980, you 
may waive by initialing here: ________ 
- Medical record documentation signed by 
provider required for history of 
chickenpox illness. 

Flu Vaccination 
______ /____ /_____ 
month day year 

Flu vaccination must be 

completed before 12/31/2022 

One dose of flu vaccine on or after 
7/1/2022 (Harvard requirement) 

Can be uploaded to Patient Portal 
anytime between 7/1/2022-
12/31/2022. Recommend uploading 
as soon as received. 

Meningococcal 
Required for students 21 years old 
and younger 

_____ /____ /_____ 
month day   year       

A-C-W-Y strains, NOT “B” 
One dose on or after age 16 

Varicella vaccination 

must have been 

administered on or 

after March 1995 

https://huhs.harvard.edu/patient-portal


 

 

    

                             

 

      

     

                    

    

     

    

                    

   

 

  
   
     
  

   
    
    

  
     
     
     

      
 

   
       
     

                               
   
     
    

                                     
   
      
    

   
    
       

       
    

 

 
 

 
  

 
 

 
  

                                          

  
 
                                      

 

   

  
 

    
 

 

 

  

                                

      

 

   
      
 

   
     

      
 

     
    

    
 

COVID-19 J&J 

Vaccination #1______ /_____ /_____ 

month day year 

Manufacturer:______________________ 

#2______ /____ /_____ 

month day year 

Manufacturer:______________________ 

#3______ /____ /_____ 

month day year 

Manufacturer:______________________ 

Dose #1 - any time after 2/27/2021 
Dose #2 (Booster) - at least 2 months after Dose #1 
Pfizer / Sinopharm 
Dose #1- any time after 12/15/2020 
Dose #2 - 21 days after Dose #1 
Dose #3 (Booster) - at least 5 months after Dose #2 
Moderna / Sinovac 
Dose #1 - any time after 12/20/2020 
Dose #2 - 28 days after Dose #1 
Dose #3 (Booster) - at least 5 months after Dose #2 

*Other WHO-approved vaccinations 
AstraZeneca / Covishield 
Dose #1- any time after 12/30/20 
Dose #2 - 28 days after Dose #1  
Dose #3 (Booster) - at least 5 months after Dose #2 
Novavax 
Dose #1- any time after 11/1/2021 
Dose #2 - 21 days after Dose #1  
Dose #3 (Booster) - at least 5 months after Dose #2 
Covaxin 
Dose #1- any time after 1/3/2021 
Dose #2 - 28 days after Dose #1  
Dose #3 (Booster) - at least 5 months after Dose #2 
Mixed 1st &2nd COVID manufacturers 
Dose #1 - any time after 12/15/2020 
Dose #2 - 21 days or 28 days after 1st Dose, based on Dose #1 
manufacturer 
Dose #3 (Booster) - at least 5 months after Dose #2 

Strongly Recommended: Date(s) Given 
Massachusetts State 

Recommends: 
TB Skin Test/Blood Test: 
circle result 

Date: mm Negative Positive Baseline history. 

Gardasil (HPV) 3 doses over 6 months. 

Travel-Related 

Polio (most recent dose): Booster dose of injected polio vaccine following 
completion of primary series 

Yellow Fever: Repeat vaccination every 10 years 

Typhoid: circle type Oral:   IM: Repeat series every: 5 years-Oral, 3 years IM 

Hepatitis A: 2 doses. Dose #2, 6 months after dose #1 

X ______________________________________________________________ __________________________ 
Signature of physician/nurse practitioner/physician assistant/school official Date 

The only circumstances under which a student may be exempted from the Massachusetts Immunization Law are as follows: 
°Certification in writing by an examining health care provider who is of the opinion that the student’s physical condition is such that their health would be endangered 
by one or more of the immunizations. The student will be required to submit laboratory evidence of immunity to measles, mumps, and rubella; if not immune they will 
have to leave campus in the event of an outbreak; OR 
°The student states in writing that the required immunizations would conflict with their religious beliefs. It is recommended that they present evidence of immunity, as 
above. Otherwise, they will have to leave campus in the event of an outbreak. 
Student to complete Student Vaccine Exemption form. The Massachusetts Department of Public Health requires the waiver to be renewed annually. 

https://huhs.harvard.edu/files/huhs/files/student_vaccine_exemption_form.pdf



