PRE-PLACEMENT IMMUNIZATION AND TUBERCULOSIS SCREENING
Name (print): ________________________________ DOB: ___________________ SS#___________________

Date: ______________________________________ Employee ________________ Volunteer: _____________

Work Location: Out Patient or Hospital? __________________________________________________________

In what area or department? ___________________________________________________________________

	Please complete to the best of your knowledge
	
	
	For Occupational Health Provider Only

	
	Date Immunized (Day/Month/Year)
	Test or Titer Result

(Day/Month/Year)
	This information was verified using the applicant’s immunization record

	1. Immunizations
	
	
	

	Measles, Mumps, Rubella (MMR) #1
	
	
	Yes                 No

	Measles, Mumps, Rubella (MMR) #2
	
	
	Yes                 No

	Measles Titer
	
	
	Yes                 No

	Mumps Titer
	
	
	Yes                 No

	Rubella Titer
	
	
	Yes                 No

	Tetanus/Diphtheria (most recent)
	
	
	Yes                 No

	Tetanus/Diphtheria/Pertussis
	
	
	Yes                 No

	Tetanus Toxoid
	
	
	Yes                 No

	Varicella #1
	
	
	Yes                 No

	Varicella #2
	
	
	Yes                 No

	     Varicella Titer
	
	
	Yes                 No

	Hepatitis B #1
	
	
	Yes                 No

	Hepatitis B #2
	
	
	Yes                 No

	Hepatitis B #3
	
	
	Yes                 No

	     Hepatitis B Antibody Titer
	
	
	Yes                 No

	Hepatitis A #1
	
	
	Yes                 No

	Hepatitis A #2
	
	
	Yes                 No

	
	
	
	

	2. Tuberculosis Screening
	
	
	

	Mantoux
	
	
	Yes                 No

	QuantiFERON Gold
	
	
	Yes                 No

	Chest X-Ray, if applicable
	
	
	Yes                 No

	
	
	
	

	3. Other Vaccinations
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


4. Immune Status: People with a weakened immunity are at risk for more serious disease due to infection, and may also pass infection more easily to others.  Check if you have had the following:

___ Spleenectomy

___ Chemotherapy or radiation

___ Organ Transplant
___ Immune deficiency disease

___ Chronic steroid use
___ Other malignancy or condition
The above information has been verified by:

Signature: __________________________

Title: ______________________________

Date: ______________________________
