
The New Jersey Department of Health and Rutgers University strongly recommend, with support from the 
Centers for Disease Control and Prevention, that undergraduate students on the Rutgers University-New 
Brunswick campus receive the serogroup B meningococcal vaccine Trumenba® (Pfizer) this summer.

Based upon the lab testing of the serogroup B meningococcal disease detected on campus, the best 
protection against the specific outbreak strain at Rutgers University–New Brunswick is expected 
with the full 3-dose series of Trumenba. Therefore, you are recommended to get Trumenba®.

If you have already been vaccinated with Bexsero®, rather than the recommended Trumenba@, you will only need 
2 doses of this vaccine. It is strongly encouraged that the 2 doses are received before arriving on campus for the 
Fall 2016 semester.

Bexsero® Dose Schedule

Dose
2

Dose
1

At least 1 month 
after Dose 1

Please fill out this form upon completion of Dose 1 and Dose 2 and return to 
Rutgers University–New Brunswick.

Kindly Print
Student Name: _ ___________________________________________________________________

Date of Birth: ____________________________RUID #:____________________________________

Alternate Vaccine Documentation 
Serogroup B Meningococcal Disease

Return Form To:

By Email:
vaccine@rci.rutgers.edu OR

By Mail:
Rutgers University
Attention: Immunizations
57 US Highway 1
New Brunswick, NJ 08901

For more information, visit health.rutgers.edu/meningitis

Bexsero® Dose 1 Verification

Kindly Print
Provider Name: ________________________

Address:______________________________

City:__________________________________

State:____________  Zip:_________________

Phone:_ ______________________________

Bexsero® Dose #1 Date:_________________

Provider Signature (Required):

_____________________________________

Bexsero® Dose 2 Verification

Kindly Print
Provider Name: ________________________

Address:______________________________

City:__________________________________

State:____________  Zip:_________________

Phone:_ ______________________________

Bexsero® Dose #2 Date:_________________

Provider Signature (Required):

_____________________________________

To Be Completed by Health Care Provider or Pharmacy

Bexsero®


