DOCUMENTATION OF IMMUNIZATIONS

Name






    SSN














(Last 4 digits only)

Date of Birth:







1. Tuberculosis

Prior BCG Vaccine ____ Y    ____ N


If Yes:  Date





Date of last PPD



    Result






If Positive:



INH recommended 
__ Y    ____ N



Duration of treatment










Date of last chest x-ray


Result




PPD placed ____ Y    ____ N


5 T.U.  0.1 ml  ID ____ L    ____ R forearm


Mfg/Lot#






Results in mm



Date






Signature of reader









If positive:



Chest x-ray ordered ____ Y    ____ N

2. Tetanus Diptheria

Date of last booster dose 







Tetanus Diptheria given ____ Y    ____ N

3. Measles (Rubeola)

Individuals born before January 1, 1951 are considered immune.

Date of immunizations (list 2)



_____________

One must have been given on or after January 1, 1980.

Or

Documentation of positive titer





Measles immunization given ____ Y    ____ N


0.5 ml subcutaneous  ____L    ____ R  upper arm


Mfg/Lot #







4. Chickenpox (Varicella)

Date of immunization________________________

Must have been given after 1994.

Or

Documentation of positive titer_________________

5. Hepatitis B

Only necessary if working with patients, human blood or body fluids, or with the Hepatitis B virus.

If series has been started or completed, please provide:


Date of first dose






Date of second dose






Date of third dose





Health care provider’s signature











       Date
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