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NOTICE: TO PARENTS/GUARDIANS OF 11TH GRADE STUDENTS: 

There is a STATE MANDATED (2016) school vaccination requirement for students entering the 12th 
grade. We are required by law to have written proof of their Meningococcal Vaccinations (MCV4) either 
from your doctor or a county health department BEFORE starting 12th grade. Two doses must be 
administered prior to 12th grade, with an interval of 8 weeks between doses. If the 1st dose was 
administered on or after the 16th birthday, a 2nd dose is not required.  

The Miami County Public Health Department in Troy has an immunization clinic. No one is denied due to 
the inability to pay. The Miami County Public Health Clinic is located in the Hobart Center at 510 West 
Water Street, Troy, Ohio. Please call the nursing department at (937) 573-3518 for dates.  

Parents/students may bring these documents to the high school office, or fax/email.  You may use this 
form or any list showing proof of vaccinations. CTC students must turn their documents in the high 
school office, not to CTC. 

***Any student without proof of this vaccination will be EXCLUDED (unexcused) 
from school after 14 days from the first day of school***  

If you have any questions, please contact me at 884-7977. Fax number (937) 884-7941. Email address: 
ThompsonL@muschools.com. Address: Milton-Union High School, 7640 Milton-Potsdam Rd, West 
Milton, Ohio 45383 Attention: clinic. 

Thank you for your cooperation, 
Ms. Lori Thompson, R.N., B.S.N., Milton-Union Nurse 
Mrs. Jessica Mumau, Milton-Union High School Principal 
 

Name______________________________________ Date of Birth__________________  

MENINGOCOCCAL DOSE #1 DATE: 
MENINGOCOCCAL DOSE #2 DATE: 

 

Physician Signature: ___________________________       
Date:_______________Phone:____________________ 
Address:____________________________________________ 
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