
  Admissions – 10/18 

 
  Odessa College 
  Immunization and Medical Fitness Record 
 
 
 

 
Name:  ____________________________________________________________________________________ 
 
International students must have immunizations before entering the United States. 
 
DIPHTHERIA/TETANUS: Minimum of three doses with last dose within 10 years.  Booster dose only after 

initial series (TD adult type).  Booster doses are required every ten years after the 
last dose completing the series. 

 
BACTERIAL MENINGITIS: All first time students under the age of 22 will be required to have the bacterial 

meningitis vaccination at least 10 days prior to the first day of the semester. 
 

CERTIFICATION OF IMMUNIZATION 
 

I certify that the above named individual has received the following immunizations: 
 
DIPHTHERIA ____________________________ TETANUS _____________________________ 
 Date of Immunization  Date of Immunization 
 
TUBERCULOSIS_____________________________________________________________________ 
  Date of Test, Results of Test 
 
BACTERIAL MENINGITIS ____________________________________________________________ 
  Date of Test (Month/Day/Year)  
 (Required of all students under the age of 22 and all students living in campus housing) 
 
_______________________________________ _______________________________________ 
 Signature of Physician Physicians Name (please print) 
 
 

 
 

MEDICAL FITNESS 
To be completed by a physician. 

 
Date __________________________ 
 
I have examined _____________________________________ and certify that he/she is physically and mentally fit. 
 
Marks of identification: __________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

_______________________________________ Address ___________________________________ 
 Signature of Examining Physician 
   ___________________________________  
 
__________________________________  ___________________________________ 
 Physician’s Name (please print) 


