
 _______________________   _____________________       ______/______/______           ___________________
Last Name (print)       First Name                Date of Birth            Student ID

   To be completed and signed by a physician, health care provider, or clinic. You may attach signed record.

Return this form to:
Graduate School of Admissions, PO Box 7308, Gardner-Webb University, Boiling Springs, NC 28017 or fax to 704-406-3895.

Gardner-Webb University                                                                   verification of immUnization


