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Practical Nursing Program Student Health Form

nshructions

All students are required to have a completed health form on file to be able to participate in
classroom and chinical experences.

Forms must be submitted to the Allied Health Coordinator at least two weeks prior fo the start of
classes.

Completed forms can be submitted in person or via fax, email or mail
Should a student’s health status change in such a way that it impacts their ability to meet the
requiremnents of the nursing program, the student must promptly notify the Program Direclor,
Student cheacklist:
Physical Exam
o Must be completed on School of Allied Health Physical Exam Form (poge 2) by
pravider
COVID-19
o Deocumentation of completed primary vaccine series and booster
Hepatitis B
o positive HBsAD titer required; proof of vaccination alone not sufficient
Influenza
o Date of annual vaccine
o Must receive annually

MMR

o positive IgG fiter required; proof of vaccination alone not sufficient
Tdap

o curent tetanus, diphtheria, acellular vaccine within 10 years
Tuberculosis

o IGRA (QuantiFERON) *preferred® or two-step TB skin test

o If either test is positive, chest X-ray i required
Varicella

o Dates of vaccination (28 days apart) or

o positive IgG titer

Student Acknowledgement

By signing below |, , acknowledge the following:

s A completed health form including documentation of immunization status and associated
blood work must be completed before | con parficipate in class or clinical experiences.

# [f my health status should change while | am a student in the practical nursing program., | must
notify the program director to determing if additional clearance is needed.

Signature: Date:

Name (printed
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Physical Exam Form = All Fields Required (This section fo be completed by health care provider)

Date of Exam:

Allergies:
Does the student report or have a history of a latex allergy? []ves [no
Does the student report or have a history of any other allergies? [Jyes [ No
If yes, please specify:
Does the student carry an Epi-pen? [JYes [JNo

Clearance for N95 Fit Testing (per OSHA guidelnes, N9S5 fil festing requires medical clearance) D Yes |:| Ne

Student is medically cleared to be fitted for on M5 or other respirator & to wear it while coning for potients. The
Griffin Hospital School of Alled Health Careers will arange fit testing if needed for progrom of study.

Attestation of Student's Ability to Parficipate in Clinical Experiences

Per my physical exam and review of health history, it is my opinion that this student is able to
participate in clinical activities with the exceplion of any imitations as noted below.

[] Yes[] No

Limitations:
Provider Signature: Date: Phone:
Provider Name (printed): Office Address:

Credentials: _JMDp [Jpo [JrA []APRN
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Documentafion of Evidence of Immunity - fo be completed by healthcare provider
Student Name: DOB:

Documentation of evidence of vaccine administration must be provided for all vaccines listed below.
Documentation of titers required where indicated:

w COVID-19 = Documentation of completed primarny vaccine seres and 19 booster

Maonufacturer: Lot = Dote;
Marnufacturar: Lot =; Date:
Manutacturer: Lot #: Date:
Manufocturer: Lot #; Date;

w Hepafifis B — dotes of immunizofion & HBsAD fiter reguired

Dosal:__ f [ Titer Resuits (of least 1-2 months ofter final dose
Diosa 3 \_J__ (one month after dose 1) with required lab report attoched)

. [ClPasitive
Dosed:__J/_ _J/  [5monihs offer dose 2) ElNegati

» Inflvenza — documenitation of segsonal fiv vaccine
Marnufacturer: Lot #: Daotea:

» MMR - dates of immunizofion & posifive [gG fiter required

Dosal: __ f Titer Resuits [with lab report attached)
Dose 2. __J__[__ [4weeks offer dose 1) CFositive
C+egative

w» Tdop - cumrent tetanus, diphiherio, ocelular voccine within 10 years
Tdapdose:__J__J__ |<10vyear]

» Tuberculosis - Two-step TB skin test or IGRA (QuantiFERON): If either is positive, chest X-ray required

T5 Blood Test [IGRA, i.e. QuontiFERON) T8 Skin Test [must be 2-step)
“prefemed Test #1: Dote Ploced: __ /_ /_
Date of Blood Drow: _/_/_ DoteRead: __f__/ Result:
Result: [ Positive [[] Negative Test #2: Date Placed: /[
DoteRead: [/ f Result:
**If either TB test is posifive, chest x-ray required. with lob report attached
DotecfX-ray:__/ [ Result: ] Positive [ Negafive
w Varicella — dotes of vaccination (28 days apart] or positive IgG titer
Dosel:__J/ [ Titer Resuits [with lab report attached)
Doga2: f J [28days after dose 1) CArFcsitive Onegative
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