
 
 

JFK MEDICAL CENTER 
Employee Health Services 

JFK Muhlenberg Snyder Schools ∙ Park Avenue and Randolph Road ∙ Plainfield, NJ 07061 ∙ 908 668-2400 ∙ 
Fax: 908 226-4640 

 
 

 
Dear Student, 
 
 Congratulations on your acceptance as a student in the JFK Muhlenberg Harold B. & Dorothy A. Snyder 
Schools.  Prior to moving into the residence hall, beginning the first day of clinical courses, or going to any of our 
clinical affiliates, you will be required to receive medical clearance through the JFK Muhlenberg Snyder Schools. 
  
Medical clearance requirements are attached and must be received by the JFK Muhlenberg Snyder Schools prior 
to your first day of class, or moving into the Dormitory Residence. 
 
All in-coming clinical students will need to supply all of the following information: 
 

1. A complete physical examination with medical clearance by a licensed physician or Nurse Practitioner. 
2. 2 Step Mantoux tuberculin testing (PPD test).  Explanation of the 2 Step Mantoux test will be found on 

the clearance requirements which is attached. 
3. Immunization records to document 2 MMR’s and 2 Varicella (chicken pox) vaccines.  If this documenta-

tion is not available, lab testing of immunity will be accepted.  However, we do require the actual lab 
report with reference ranges. 

4. Proof or waiver of Hepatitis B vaccination with lab antibody report if series has been completed.  . 
5. A drug screening test is required. The test can only be scheduled with the JFK Medical Center Occupa-

tional Health office. Outside test agencies will not be considered. 
6. All Dormitory Residents are required, in addition, to be immunized against meningococcal meningitis. 
7. TDAP vaccine or signed waiver. 
8. Flu vaccine during Flu season. 
 
Your completed medical package must be mailed to: 
    JFK Muhlenberg Snyder Schools  
    Park Avenue and Randolph Road 
    Plainfield, New Jersey 07061 
    Attention:  Norma Blas  
 
Physical exams, vaccines, and required lab work can be performed at a fee for service through the JFK 

Medical Center/Occupational Health Services by calling (732 321-7610) X62526 
 
Student will be emailed a Health Clearance letter upon completion of all above requirements.  
 
Remember, you will not be permitted on any clinical area of the Medical Center, the Residence Hall, or 

any Medical Center clinical affiliates until you have received health clearance. 
 

 

 
 
 
 
 



 
 

JFK MEDICAL CENTER 
Employee Health Services 

JFK Muhlenberg Snyder Schools ∙ Park Avenue and Randolph Road ∙ Plainfield, NJ 07061 ∙ 908 668-2400 ∙ 
Fax: 908 226-4640 

 
 
Dear Doctor, 
 
 Please be advised, the client you are now performing a physical exam on is preparing to enter the JFK 
Muhlenberg Harold B. and Dorothy A. Snyder Schools as a student.  Prior to performing this physical, please take a 
minute to review the physical requirement of the program the student has chosen.  
 
 The following information is being provided as required by the Federal government, Section 504 of the Re-
habilitation Act of 1973. 
 
 Applicants to the Schools must be able to perform specific skills in order to care for patients safely and per-
form all the procedures that would be required of a graduate in the work force. 
 
 The JFK Muhlenberg Harold B. and Dorothy A. Snyder Schools have accepted certain standards for appli-
cants to the program.  On the back and front of this letter are standards designated for each individual program.  
When clearing this student please consult this sheet and take these physical activities into consideration. 
 
 Correctible devices are allowed to meet the minimum requirements or standards. 
 

 
 

 
 
 



 
 

In accordance with Americans with Disabilities Act (ADA) 
1973 
 
  Applicants to the School of Radiography must be willing and 

able to do the following. 
 
  Corrective devices are permitted to meet the minimum require-
ments. 
 
1.  Communicate in English in order to converse and instruct pa-

tients, to relieve anxiety and gain their cooperation during pro-
cedures. 

2.  Hear a patient talk in a normal tone from a distance of 20 feet. 
3.  Observe the patient in order to assess his condition and/or 

needs from a distance of at least 20 feet. 
4.  Read a patient’s medical chart and/or physician’s orders. 
5. Evaluate radiographs using a view box to make certain that the 

films contain proper identification and are of diagnostic value. 
6. Render services and/or assistance to all patients depending on 

the individual patients needs and abilities when moving turn-
ing, getting on and off the radiographic table or stretcher and 
when moving in and out of a wheelchair. 

7. Push, pull and lift 40 pounds. 
8. Push and manipulate a portable X-Ray machine in turning cor-

ners, maneuvering on and off elevators and within a patient’s 
room. 

9. Manually move and maneuver the X-Ray tube at standard and 
non standard heights up to 7 feet. 

10. Draw up sterile contrast media and other solutions without 
contaminating the syringe, needle and/or injecting device. 

11. Select the exposure factors necessary to produce a radiograph 
by manipulating dials, buttons, and switches. 

12. Place X-Ray cassettes in Bucky trays and spot film devices 
and properly manipulate all locking devices. 

13. Physically be able to administer emergency care including 
CPR. 

14. Physically be able to stand for periods as long as 2 hours while 
wearing lead aprons and to walk a distance of 2 miles during a 
normal work day. 

 
In accordance with Americans with Disabilities Act (ADA) 
1973 
 
  Applicants to the School of Nursing must be must be willing and 

able to do the following. 
 
Corrective devices are allowed to meet the minimum requirements.  
 
1.  Communicate clearly and succinctly in English to the patient, 

family and other support staff, both verbally and in writing. 
2.  Hear a patient talk in a normal tone from a distance of 20 feet 
3.  Visually observe the patient in order to assess the patient’s 

condition and/or needs from a distance of at least 20 feet. 
4.  Read all written medical information pertaining to the patient. 

5. Assess all readings and functions of technical equipment   
pertaining to patient care. 

6.   Render services and/or assistance to all patients depending on 
the individual patient’s needs and abilities in moving, turning 
and lifting.   

7.   Be able to push, pull and lift 40 pounds. 
8.   Manipulate a stretcher, wheelchair and/or portable equipment 

within the medical facility without injury to self, patient or oth-
ers. 

9.  Draw up sterile solutions without contaminating the syringe 
and/or needles, etc. 

10. Manipulate dials, buttons and switches. 
11. Physically be able to administer emergency care including 

performing CPR. 
12. Be able to stand for periods as long as 2 hours and walk a 

distance of 2 miles during a normal work day. 
 
 
 

 
In accordance with Americans with Disabilities Act (ADA) 
1973 
 
 Applicants to the School of Radiation Therapy must be willing 

and able to do the following. 
 
Corrective devices are permitted to meet the minimum require-

ments. 
 
1. Communicate in English in order to converse with and instruct 

patients; to relieve their anxiety and to gain their cooperation 
and confidence during the treatment process. 

2. Routinely lift 20-45 pounds over your head. (blocks, treatment 
cones, and other treatment devices. 

3. Work standing on your feet more than 80% of daily responsibili-
ties. 

4. Push and pull, bend and stoop, kneel or squat, routinely. 
5. Push standard wheelchairs or stretchers and assist in transfer-

ring patients onto and off treatment tables. 
6. Visually align patients, equipment and film while working in dim 

lighting. 
7. Distinguish colors on a computer screen and patient markings. 
8. Monitor patients during treatment visually and via audio moni-

tors. 
9. Hear and identify various equipment and background sounds 

during equipment operations. 
10. Input patient treatment data into treatment consoles and com-

puters using keyboards. 
11. Communicate effectively, orally and writing with patients and 

staff members. 
12. Read and apply patient set-up instructions as stated in treat-

ment charts. 
13. Physically be able to administer emergency care including 

CPR. 
14. Work with immunosuppressed patients and patients who may 

have a communicable disease. 
15. Fabricate patient shielding blocks, which may contain heavy 

metals and produce vapors that may cause skin rash or respi-
ratory irritation in hypersensitive individuals. 

 
In accordance with Americans with Disabilities Act (ADA) 
1973 
 
 Applicants to the School of Nuclear Medicine must be willing 

and able to do the following. 
 
Corrective devices are permitted to meet the minimum require-

ments. 
 
1. Communicate in English in order to converse and instruct pa-

tients, to relieve anxiety and gain their cooperation during pro-
cedures. 

2. Hear a patient speak in a normal tone from a distance of 15 feet. 
3. Observe the patient in order to assess his condition and/or 

needs from a distance of at least 15 feet. 
4. Read a patient’s medical chart and/or physician’s orders. 
5. Evaluate nuclear medicine images using a view box or computer 

terminal. 
6. Render services and/or assistance to all patients depending 

upon the individual needs and abilities when moving, turning, 
and getting on and off imaging table or stretcher, and when 
moving in and out of a wheelchair. 

7. Push, pull and lift 40 pounds. 
8. Push and manipulate a portable nuclear medicine camera in 

turning corners, maneuvering on and off elevators, and within 
a patient’s room. 

9. Manually move and maneuver the nuclear medicine camera 
head at heights of up to 5 feet. 

10. Manipulate syringes and vial that are shielded in lead without 
spilling or dripping contents and without contaminating needle. 

 
 



 
 

 
11. Use dials buttons, switches, and keyboards to maneuver cam-

era head and prepare instruments for nuclear medicine stu-
dies. 

12. Place film cassettes in imaging units, load and unload film. 
13. Physically be able to administer emergency care such as CPR.  
14. Physically be able to stand for periods as long as 2 hours and 

to walk a distance of 2 miles during a normal work day. 
15. Tolerate the site of blood, sores, and wounds. 
 
In accordance with Americans with Disabilities Act (ADA) 
1973 
 
Applicants in the Diagnostic Medical Sonography must be willing 
and able to do the following: 
 
Corrective devices are allowed to meet the minimum requirements. 
 
1.  Communicate in English in order to converse and instruct pa-

tients, to relieve anxiety and gain their cooperation during pro-
cedures. 

2.  Hear a patient talk in a normal tone from a distance of 20 feet. 
3.  Observe the patient in order to assess his condition and/or 

needs from a distance of at least 20 feet. 
4.  Read a patient’s medical chart and/or physician’s orders. 
5.   Transport, move lift and transfer patients from a wheelchair or 

cart to/from a sonography table or patient bed. 
6.   Move and manipulate a variety of sonographic equipment in-

cluding physical transport of mobile sonographic machines. 
7.   Physically be able to administer emergency care including 

CPR if necessary.   
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JFK MEDICAL CENTER 
MUHLENBERG HAROLD B. & DOROTHY A. SNYDER SCHOOLS 

IMMUNIZATIONS & TB SURVEILLANCE 
 

Student Name: _________________________________________________________________ 
 
Address: _________________________________________________________________ 
 
City: _____________________________  State: _____________  Zip Code:  ________________ 
 
Telephone (cell) #: _________________________      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.   
Step 1 Must be done at time of physical exam. 
Step 2 within 2-3 weeks later. 

Step 1 PPD 
Date: ______________________ 
Mfg./Exp. Date/Lot #:___________________ 
____________________________________ 
Site:____________________ 
Administer by:_________________________ 
Results 
Date:____________________ 
Induration:____________mm 
Read by:______________________________ 
  
. 

 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 indu-
ration, 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 3months of first clinical date in the 
Medical Center 

Documentation of Chest X-ray report within one year 
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. 
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 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 
     If Hepatitis B Series completed, copy 
     of documentation of series, and  
   

E.   Hepatitis B Series 
      Please check appropriate area: 
      (   )  Attached copy of completed series 
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 post vaccination antibody titer results    
     Attached. 
     If never received series, consent or 
     refusal of series can be obtained. 
      
 
____________________________________ 
 
F.  Meningococcal Meningitis 
     Dorm Students Only  
 
 
 
___________________________________ 
 
G. TDAP vaccine or signed wavier. 

with lab report of antibody results attached. 
      (   )  Never received Hepatitis B vaccination 
      series. 
 
 
 
_____________________________________ 
 
F.  Meningococcal Vaccine 
      
     Date:________________________ 
 
 
__________________________________________ 
 
G.   
     Date:_________________________ 
 
 

  

 
 
III.  PHYSICAL EXAMINATION 

  All clinical students must have a physical exami-
nation by his/her personal physician.. All areas of 
the History and Physical examination forms must 
be completed including clearance from the physi-
cian and his/her signature. 

Attach completed History & Physical form. 
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JFK MEDICAL CENTER 
MUHLENBERG HAROLD B. & DOROTHY A. SNYDER SCHOOLS 

 
PHYSICIAN PHYSICAL FORM 

 
Student Name: ______________________________________________________    

Date of Birth: _________________    Telephone (cell) #: ___________________ 

Address:  _______________________________________________________ 

Email address:  __________________________________________________ 

Physician:          _____________________________   Telephone #: ______________ 

********************************************************************************************************** 
Blood Pressure:  _________________    Pulse:   _______________________ 
Height:          __________________   Weight: _______________________ 
 
Vision:  Does applicant wear glasses  yes / no      Contacts     yes / no 
             Vision done with / without glasses 
Vision: Far:  OS: _____________   OD: ______________  OU: ______________ 
Vision: Near:  OS: ____________     OD: ______________  OU: ______________ 
Color Vision:   Within normal limits____________________ 
                                 Not within normal limits___________________ 
 

To Be Answered By Physician 
I.  Evidence of Past or Present                  
Disease of Abnormality 

YES/NO 

EXPLAIN IF YES 

a. Eyes   

b. Teeth   

c. Skin   

d. Thyroid or other Endocrine 
glands 

  

e. Lungs   

f.  Abdominal organs     

g. Hernia    

h. Musculo-skeletal system   

i.  Deformities   

j.  Vascular System (Varicose 
Veins) 

  

k. Nervous System   

l.  Reflexes   

m.Ears     

 
II. Heart 
        a. Location of apex beat:_________________________________________ 
 
   b. Murmur:____________________________________________________ 
 

 Any other abnormality: ____________________________________________ 
 
      III.   General Condition:  Good___________ Questionable:___________   Poor:__________ 
 

IV.   Clearance 
       ______I find the above-mentioned applicant in good health, free of infectious disease,    
                   and approve him/her to participate in all physical clinical activities as a  student in 
                   his/her curriculum. 
 
       ______I DO NOT approve this applicant to participate in the physical clinical activities as 
                  a student in his/her curriculum. 
  
    ______________________________                                          _______________                                                                                                                   
  Physician Signature      Date                                                                                      
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JFK MEDICAL CENTER 

MUHLENBERG HAROLD B. & DOROTHY A. SNYDER SCHOOLS 
 

STUDENT NAME:  _______________________________________ Date: _____________ 
 
Date of Birth:       ________________  Telephone (cell) #:  _______________ 
 
    PERSONAL MEDICAL HISTORY 
ALLERGIES: (If none, document none)______________________________________________ 
Applicant MUST answer all questions, if YES please explain: 
PAST HISTORY 

I.  Have you ever consulted 
    Or been treated by a doctor  
    For:                                                                             

YES or No Explain if Yes 

a.  Brain or nerve disease, Dizzy 
spells, Epilepsy, Severe head-
aches, Unconsciousness, Para-
lysis, Nervous breakdown or 
mental disorder. 

  

b.  Lung disease   

c.  TB   

d.  Blood disease, Anemia or 
Varicose Veins 

  

e.  Heart Disease   

f.  Blood Pressure (High or Low)   

g.  Ulcers, Indigestion, Rectal 
disease, Hernia, Gall Bladder 
disease, Jaundice, Hemorrhoids 

  

h.  Kidney disease, Bladder or 
Prostate disease 

  

i.  Arthritis, Allergy, Skin disease, 
Syphilis or Gonorrhea  

  

j.  Latex Allergy   

k.  Cancer, Tumor, Thyroid dis-
ease or Diabetes 

  

l.  Eye or Ear disease   

m.  Back trouble   

II.  Any Surgical Operations   

III.  Any Accidents   

IV.  Breast Disease, Miscar-
riage or Female Disorder 

  

V.  Are you now pregnant?   

VI.  Have you ever received 
payment or benefits for sick-
ness or injury? 

  

VII.  Any present ailments?   

1. Have you had any illness, injury or hospitalizations other than already noted? 
Please give details:_______________________________________________________ 
_______________________________________________________________________ 

2. Are you currently under treatment by any physician?  Please give date of treatment and 
Rea-
son:__________________________________________________________________________________
_____________________________________________________ 

3. Do you take any medication?  Please list all medications and dosages including over the  
Counter medication and reason why:_________________________________________ 
______________________________________________________________________ 

4. Do you have any physical limitations that may require assistance in performing the clinical duties required 
in this program?  If yes, please explain:_____________________   

      _______________________________________________________________________ 
I certify that the above statements are true to the best of my knowledge. 
 
Students Signature: _________________________________ 



                                                                                                                                                   

                                                      Occupational Medicine &  

                                                                                                                                                           Employee Health Services 
                                                                                                                                      An Affiliate of Solaris Health Systems 

                                                                                                                                                     65 James Street, Edison NJ 08818  

                                                                                                                                                                                                       Tel: (732) 321-7610 Fax: (732) 906-4928   

 

Tetanus, Diphtheria and Pertussis Vaccine (Tdap) 

Consent Form (Industrial Health) 

Tetanus: Tetanus (lockjaw) usually results from wound contamination with clostridium tetany entering the body through a 

break in the skin, including those caused by nails, splinters, or insect bites.   It causes spasms of the skeletal muscles, usually 

the jaw and neck. 
 

Diphtheria:   Diphtheria is a highly contagious disease spread by direct physical contact or breathing the secretions of an 

infected person.  Symptoms include sore throat, low-grade fever and enlarged lymph nodes located in the neck. A milder 

form of diphtheria can be limited to the skin. 
 

Pertussis:  Pertussis (Whooping Cough) is a highly contagious respiratory tract infection.  It causes severe coughing that can 

last for several weeks or even for months. It spreads from person-to-person through close contact with a person with pertussis 

who coughs or sneezes. 
 

Adacel
TM is a sterile suspension of tetanus and diphtheria toxoids and acellular pertussis components.  The adult dosage is 

0.5 mL and is given in the deltoid muscle. “Healthcare workers, who have contact with infants 12 months old or 

younger, may receive the Tdap vaccine as early as 2 years from the last dose of Td”(CDC, 2005).   

 

PLEASE ANSWER THE FOLLOWING QUESTIONS: 
 

1. Date of last Tetanus, Diphtheria (Td) vaccine:  _______________  unknown 

2.  Yes   No Have you had a systemic allergic reaction, any adverse reaction, seizure, Guillain-Barré, or 

encephalopathy related to a previous tetanus and diphtheria toxoids, and/or pertussis vaccine? 

3.  Yes   No   Do you currently have an acute illness or infection? 

4.  Yes   No   Are you on anticoagulant therapy or do you have a bleeding disorder? 

5.  Yes   No  Are you older than 64 years of age? 

6.  Yes   No    N/A Are you pregnant or breastfeeding?  Must have OB/GYN approval prior to receiving this vaccine. 

 

If you answered YES to questions 2 through 6, you should NOT receive Adacel
TM 

at this time.  

Possible Vaccine Side Effects: Local reactions, generally local redness and swelling with or without tenderness. Itch, rash, 

headache, body aches. And momentary fever may develop in some patients. 
 
 
 
 [__] Yes, I request that the vaccine be given to me.  I have read the above information and have had an 

opportunity to ask questions regarding tetanus, diphtheria and pertussis vaccine.  

 
_______________________          ________________________        ______________________     ____________ 
Print Name          Signature                                     Witness                                                     Date 

 
 

______________________           _________________           
Lot #/Manufacturer                                    Exp. Date                        
 

______________________________________                                                              Site:   ⁫ RA   ⁫ LA ___________________________ 
Dosage/Physicians order                                                                                                                                                                  RN Signature                                                                                            

    

[__] No, I decline to receive the vaccine at this time.       

 
       

______________________________              ________________________________           ___________________________          _________________ 

Print Name                                                             Signature                                                                  Witness                                                       Date  

 



                                                                                                                                                   
                                                                                                  Occupational Medicine &  

                                                                                                    Employee Health Services 

                                                                                                      An Affiliate of Solaris Health Systems 

                                                                                                  65 James Street, Edison NJ 08818 

                                                                                                   Tel: (732) 321-7610 Fax: (732) 906-4928 
 

Consent for HEPATITIS B VACCINE (INDUSTRIAL HEALTH) 
 

Hepatitis B Virus (HBV) is a serious disease. HBV can cause short-term (acute) illness that leads to:  

* loss of appetite, diarrhea & vomiting  * jaundice (yellow skin or eyes)  

* tiredness, pain in muscles, joints, & stomach * acute liver failure and death 
 

It can also cause long-term (chronic) illness that leads to: 

* liver damage (cirrhosis)  * liver cancer   * death by GI bleeding 
 

About 1.25 million people in the US have chronic HBV infection.  Each year it is estimated that: 80,000 people, mostly young adults, 

get infected with HBV, more than 11,000 people have to stay in the hospital because of hepatitis B, and 4,000 to 5,000 people die 

from chronic hepatitis B.  Unvaccinated individuals have a 30% chance of acquiring Hep B if exposed to people with Hepatitis B. 

Hepatitis B vaccine can prevent hepatitis B.  It is the first anti-cancer vaccine because it can prevent a form of liver cancer. 
 
 

⁭ Yes, I consent to the Hepatitis B vaccination program 
 

_________________________________   _________________________________  
(Print Full Name)        (Department)      

____________________________      ____________________________   
(Signature of Employee)     (Date)    (Witness to Signature)                      (Date) 

 

1
st
 Dose: ____________ __________________ _________________  ________________ 

(Anytime)  Date   Manufacture    Lot #    Exp. Date 

      

___________________________________________________    ⁭Right or ⁭Left Deltoid  ______________________________ 

(Dosage and Physicians Order)        (RN Signature)  

2
nd

 Dose: ____________ __________________ _________________  ________________ 
(1-2 months) Date   Manufacture    Lot #    Exp. Date 

      

___________________________________________________    ⁭Right or ⁭Left Deltoid  ______________________________ 

(Dosage and Physicians Order)        (RN Signature)   

3
rd

 Dose: ____________ __________________ _________________  ________________ 
(6 months from first) Date   Manufacture    Lot #    Exp. Date 

      

___________________________________________________    ⁭Right or ⁭Left Deltoid  ______________________________ 

(Dosage and Physicians Order)        (RN Signature) 

 

Post vaccine titer due: ____________ Date drawn: _______________________  
 

Results: ___________________________________ RN signature: _____________________________________________________ 

       

Refusal for Hepatitis B Vaccine 
⁭No, I decline to receive the vaccine at this time.  I understand that hepatitis B vaccine is contraindicated for individuals allergic to 

formulin, alum, or yeast (the kind used for making bread).  I am allergic to the following: 

______________________________________ 

                              (If none, write none) 

I understand that due to occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring 

Hepatitis B (HBV) infection.  I have been given the opportunity to receive the Hepatitis B vaccine. However, at this time I decline the 

Hepatitis B vaccine. I understand that by declining the vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If 

in the future I continue to have occupational exposure to blood or other potentially infectious materials, I may to rescind this refusal 

and receive the vaccine. 
 

___________________________  ____________________________  _________________ 
      (Print Full Name)                    (Department)     (Site/Facility) 

_______________________     ________________________  _______________ 
(Signature of Employee)                                  (Witness to Signature)    (Date) 

 

Notified  #1_____   #2_____   #3_____   Titer_____ 
      ______          _______           _______           _______ 

      _______          _______                            _______                                      _______ 


