
MUHLENBERG HAROLD B. & DOROTHY A. SNYDER SCHOOLS 
IMMUNIZATIONS & TB SURVEILLANCE 

 
Name:____________________________________________________________ 
 
Address:__________________________________________________________ 
 
City:_____________________________  State:_____________  Zip Code:________________ 
 
Home Phone Number:_________________________      Social Security #:_________________ 
 
In Case of Emergency Contact:_____________________________ Phone #:_______________ 
 
Please check appropriate curriculum: 
(   )   School of Nursing  (   )   School of Radiography            (   )  School of Nuclear Medical Technology 
(   )  School of Radiation Therapy   (   )   School of Medical Sonography    (   )  Other__________________________ 
 
I. TB Surveillance (PPD) 

IF PREVIOUSLY PPD NEGATIVE DOCUMENTATION 
2 Step Mantoux (PPD) Skin Testing is 
Mandatory for all students entering the 
program.  *If you routinely receive a ppd 
annually, a ppd within the year of first clinical 
date (Step 1), and a ppd within 1 month (Step 
2) of the first clinical date in the Medical 
Center would be acceptable. 

Step 1 PPD 
Date: ______________________ 
Mfg./Exp. Date/Lot #:___________________ 
____________________________________ 
Site:____________________ 
Administer by:_________________________ 
Results 
Date:____________________ 
Induration:____________mm 
Read by:______________________________ 
*  If routinely receive annual ppd, attach copy of 
ppd documentation, which was done within the 
last year. 

 Step 2 PPD 
Date: ______________________ 
Mfg./Exp. Date/Lot #:___________________ 
____________________________________ 
Site:____________________ 
Administer by:_________________________ 
Results 
Date:____________________ 
Induration:____________mm 
Read by:______________________________ 
 

IF PREVIOUSLY PPD POSITIVE POSITIVE 
If previously tested PPD positive, 
documentation of the date tested positive with 
measurement of induration, and INH 
prophylaxis dates, if given. 

Documentation of positive PPD results attached, 
which includes date, induration, and facility 
received. 
INH Therapy:  Yes (   ) Dates:_____________ 
                        No  (   )  

If documented PPD positive, copy of Chest X-
ray report within 3 months of first clinical date 
in the Medical Center 

Documentation of Chest X-ray report within 3 
months attached 

HISTORY OF BCG VACCINATION  
Clinical students with history of BCG 
vaccination will be required to have 2 Step 
Mantoux (PPD) skin test unless previous 
positive results are attached.  If positive, copy 
of Chest X-ray report within 3 months of first 
clinical date in Medical Center 
  

 



     II.  IMMUNIZATIONS 
REQUIREMENTS DOCUMENTATION 

All clinical students must provide proof of 
immunity by lab titer (with lab results attached) 
or vaccination dates for the following: 

Vaccination records must be submitted on 
appropriate letterhead or with MD signature. 

A.  Rubeola (Measles) 
Documentation of 2 vaccines 

A.  Rubeola (MMR)                           
#1 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 
#2 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 

OR 
Lab Report of Titer Attached  with 
Reference Ranges                                               

B. Rubella (German Measles) 
    Documentation of 2 vaccines 

B. Rubella (MMR) 
#1 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 
#2 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 

OR 
Lab Report of Titer Attached with Reference 
Ranges    

C.  Mumps 
     Documentation of 2 vaccines 

C.  Mumps (MMR) 
#1 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 
#2 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 

OR 
Lab Report of Titer Attached  with 
Reference Ranges              

D.  Varicella (Chicken Pox) 
     Documentation of 2 vaccines 

D.  Varicella (Chicken Pox) 
#1 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 
#2 Vaccination 
Date:________________________ 
Mfg./Lot/ Exp. Date:_____________________ 
_____________________________________ 
Administered by:________________________ 

OR 
Lab Report of Titer Attached with Reference 
Ranges    

E.  Hepatitis B Series E.   Hepatitis B Series 



     If Hepatitis B Series completed, copy 
     of documentation of series, and  
     post vaccination antibody titer results    
     attached. 
     If never received series, consent or 
     refusal of series will be obtained at time 
     of orientation.  
  
 
______________________________________
 
F.  Meningococcal Meningitis 
     Dorm Students Only                                       

 
     Date:________________________ 
      Attach copy of completed series 
      with lab report of antibody results attached. 
 
 
 
 
 
_____________________________________ 
 
F.  Meningococcal Vaccine 
      
     Date:________________________ 
 
 
 
 
 
 
 

  
 
III.  OTHER LABATORY STUDIES 
All Radiography, Nuclear Medicine, and 
Radiation Therapy students must submit 
lab copies of CBC with Platelet Count 
which was completed within 1 month of first 
clinical date in the Medical Center 

Attached Lab Studies 

 
IV.  PHYSICAL EXAMINATION 
  All clinical students must have a physical 
examination by his/her personnal 
physician.  All areas of the History and 
Physical examination forms must be 
completed including clearance from the 
physician and his/her signature. 

Attach completed History & Physical form. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


