
To the Applicant: 

Proof of Immunization Compliance 
(Louisiana R.S. 17:170 Schools of Higher Education) 

Return this form to: Camelot College 

2618 Wooddale Blvd, Ste A 

Baton Rouge, LA 70805 

Louisiana Law requires immunization against measles, mumps, rubella, and tetanus-diphtheria for all fist time LSUA students born 
after 1956, and for re-entering students (born after 1956). You must either submit proof of immunization compliance or complete 
the Exemption and Waiver (See next page). 

Your immunization (shot) record may be found in your family records or in your medical file with your physician. You may also 
want to check for records with your doctor or public health clinic. As a last resort, and if you are a graduating high school senior, 
school personnel may be able to locate immunization records in your cumulative or health folder before your graduation. Shot rec­
ords, or reasonably authentic copies ofrecords which indicate specific information such as your name, date of birth, and the dates 
of the shots you had, should be acceptable documentation of the immunizations your received previously. Take these records with 
you to your doctor or local public health clinic for an update of your immunization status, to have your Proof of Compliance form 
signed and/or to interpret your old records in view of changes in health care standards since your early childhood. You must com­
plete immunization compliance before registration. 

Name: 
Please Print (Last) (First) (MI) 

SS Number: 

Date of Birth: Month __ Day __ Year __ 

Measles (Rubeola) Rubella Mumps Tetanus-
Diphtheria 

1st Immunization: Immunization: Immunization: Date of 
--- ---

and (Date) or (Date) or (Date) Immunization 
2nd Immunization: Serologic Test: ___ Serologic Test: ___ 

or (Date) and (Date) and (Date) 
Date of Disease: Result: Result: Date must be 

or (Date) within 10 yrs 
Serologic Test: of application 

(Date) date 

(Result 

Physician or Other Health Care Provider Verification: 

(no attachments accepted) 

Signature of Physician or other health care provider (Please place address provider stamp above) 

Meningococcal 

Date of 
Immunization 
(2 doses required) 

Date 

To the Physician or Other Medical Providers: (Please do not sign this compliance form unless the student has proper vaccines or 
immune tests.) The following guidance is presented for the purpose of implementing the requirements of Louisiana R. S. 17: 170, and of 
meeting the established recommendations for control of vaccine-preventable diseases as recommended by the American Academy of 
Pediatrics (AAP); the Advisory Committee on Immunization Practices to the United States Public Health Service (ACIP); and the 

American College Health Association (ACHA). 

Remember! Your enrollment is incomplete until you complete and return this form.  



Immunization Compliance Exemption & Waiver 
(If you cannot or choose not to provide immunization documentation, you must complete the following) 

Return this form to: Camelot College - Admissions Office

Name: 
-----------------------------------------

Please Print (Last) (First) (MI) 

Social Security Number: ___ _ Date of Birth: Month ___ Day ___ Year __ _ 

Anticipated Start Date: Month ___ Day ___ YR: 20 __ 

Student ID (Office Use Only) ____ _ First Time Freshman ___ Transfer ___ Re-Entry __ _ 

Request for Exemption: MMR & Tetanus 

If you request exemption for medical or personal reasons, please check the appropriate blank and provide the information requested: 

Medical Reasons (Physician's statement-use space below) 

Personal Reasons (State reason in space provided below) 

I understand that if I claim exemption for personal or medical reasons, I may be excluded from campus and from classes in the event 
of an outbreak of measles, mumps or rubella until the outbreak is over or until I submit proof of immunization. If I am not 1 8 years of 
age, my parent or legal guardian must sign: 

Applicant Signature Parent or Guardian (if student is under 18) Date 

Waiver of Vaccination and Release from Responsibility: Meningococcal 

BE IT KNOWN that on this date,! ____________________ __, 
(Name of Student) 

have been fully informed by reading the Centers for Disease Control and Prevention's M eningococcal Vaccines-What You Need to 
Know Vaccine Information Statement and understand that my health could be negatively affected and my life possibly endangered by 
not receiving the vaccine. The reason for my completing this waiver is ( check one): 

Personal 
Medical 

__ Religious 
__ Unavailability of the Vaccine 

I declare myself to be a person of full age of majority and to be mentally competent. I hereby assume full responsibility for any and all 
possible present or future results or complications ofmy condition as a result of not receiving the vaccination. I do further hereby now 
and forever free and release the University or the Department of Health and Hospitals and all its agents, attending health care profes­
sionals, and other personnel from any and all legal or financial responsibility as a result of not receiving the vaccination. I certify that I 
have read ( or have had read to me) and that I fully understand this Waiver of Vaccination and Release from Responsibility. All expla­
nations were made to me and all blanks completed before signing my name. I have elected to not receive the vaccination of my own 
free will. 

Applicant Signature Parent or Guardian (if student is under 18) Date 

Remember! Your enrollment is incomplete until you complete and return this form.
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