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Consent for Release of Immunization Records 

 
Name (Please print): ____________________________________________ 
 
Date of Birth: ___________________          Student ID: _________________ 
 
Phone: ___________________________ 
 
I authorize the release of my immunization records as indicated below. 
 
Signature: _______________________________      Date: ________________ 
 
Please select one of the choices below to indicate how you would like to receive your 
immunization record: 
 

 Pick up at Health Service 
 
  mail to your home 
 

Address:   ___________________________________ 
      ___________________________________ 
      ___________________________________ 

 
 mail or fax to a designated college or university  
 

University: __________________________________ 
Address:    ___________________________________ 

        ___________________________________ 
        ___________________________________ 

FAX:           ___________________________________ 
 

 
For Health Service use only 
 
Date Completed: _____________________________        Initials: _____________ 


