
C R E D I T CA R D AU T H O R I ZAT I O N

Clip and mail with Registration Form or bring with you for “In-Person” Registration to Western Connecticut State University
(Print full name as it appears on credit card)

First Name:____________________________________________Last Name:_______________________________________

Day Phone#_____________________________ Evening Phone#__________________________________

hereby authorizes Western Connecticut State University to charge University expenses for:

Student’s Name:____________________________________________________________________________________________

First                                         Middle Initial                               Last

Student’s Social Security Number:____ ____ ____ - ____ ____ - ____ ____ ____ ____

Charge to my credit card account: ❑ MasterCard ❑ VISA    ❑ Discover

Number of Card____________________________________________________________Date:___ /___

mo. yr.

Authorized Signature:_______________________________________________________Date:____________________

For Office Use Only: Tuition & Fees:_________ Grad Crdts:________ UGrad Crdts:________ 

REGISTRATION FORMS SPRING 2001

IMPORTANT HEALTH NOTICE
Measles/Rubella Legislation

Connecticut Public Act #90 mandates the immunization of 
all public college/university students against measles and 
rubella (German measles). If you were born after 12/31/56,
you must present proof of immunity.

Measles:
The law requires two doses of measles vaccine with these
guidelines:

1. Serological evidence of immunity, or
2. Immunization with live measles vaccine 

administered
a)1st dose on or after 12 months of age and 

given in or after 1969
b) Second dose given on or after 1/1/80

Mumps:
1. History of having had mumps, or
2. Immunization with live mumps vaccine on or 

after 12/28/67

Rubella:
1. Immunization with rubella vaccine on or 

after 6/9/67

German Measles:
2. Immune by rubella antibody titre and list titre value 

and date

H I S TO RY OF HAVING HAD RU B E L LA DISEASE IS NOT
AC C E P TABLE DOCUMENTATION OF IMMUNITY.
If you have any questions about the requirement, please call
our Health Services Office at (203) 837-8594.

Note: A form is provided here for your physician to complete.
No registration can be accepted until this requirement has
been met.

IMMUNIZATION HISTORY
(Must be completed by a physician)

Name:_________________________________________

Birth Date:_____________________________________

Social Security # __________ - ________ -_________

Matriculated _____   Non-Matriculated _____ 

Male ❑ Female ❑

RECORD OF IMMUNIZATION
Month Day Year

I. Measles - 1st shot ____ ____ ____
(After age 1 and given
in or after 1969)

Measles - 2nd shot ____ ____ ____
(After 1980)

Rubella (German Measles)____ ____ ____

II. OR LA B O R ATO RY V E R I F I CATION (BLOOD T I T R E S )

Date Results

Measles ________ ________

Rubella (German Measles) I________ ________

_______________________________________________

Physician’s Signature                              Date

University Computing



