N IMMUNIZATION CHECKLIST

UNF You may be dropped from classes if all immunization requirements are not satisfied!

If you can check off all of these questions, you are ready to submit your immunization paperwork.

I have a copy of the Student Health Services

Medical Compliance Immunization Form

with immunization dates which is signed, dated, and stamped by my physician/
primary care provider.

Alternatively, | have attached copies of my

Immunization Records.

Your immunization records should list (2) MMRs (measles, mumps, rubella), (3)
doses of Hepatitis B (or 2-dose series if indicated), and Meningitis (Menactra,
Men B, Bexsero, Menomune, Menveo, Meningococcal). These records must
have your name & date of birth AND have the name and physical address of
your health care provider, school, employee health or military location.

If applicable, | have signed the waiver of liability

statement(s).
You should complete the waiver of liability statement(s) if you have NOT provided
dates, are unsure or DECLINE receiving Meningitis and/or Hepatitis B vaccines.

All information is complete and legible.
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YAY! You are now ready to submit your paperwork to Medical For more information, please visit

the Medical Compliance Website

Compliance for processing;
Submit your immunization documents by logging into your UNF MyWings account. Select:
Student under My Resources on the left > Banner Self Service > Upload Student Documents at the

bottom of the page.

Please allow two business days to process. If you are missing information, it will appear in
the "reason" section after you click the hold icon followed by clicking View and Clear
Holds.
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