Healthcare Personnel Vaccination Recommendations

Vaccme Recommendatlons in brlef

Hepatltls B

Give 3-dose series (dose #1 now, #2 in 1 month, #3 appm)\lmdl(,l)
anti-HBs serologic testing 1-2 months after dose #3.

monllm after #2). Give IM. ()bhun

Give 1 dose of influenza vaccine annually, Give inactivated injectable influenza vaccine nummmullmlv

For healthcare pusonn(.l (HCP) horn in 1957 or later without serologic evidence of immunity or prior
vaccination, give 2 doses of MMR. 4 weeks apart. For HCP born prior to 1957, sce bclow le SC.

pertussis

101 HCP who have no scrologic proof of immunity, prior vaccination, or history of vanu.lla dl\(,il\k.‘

Influenza

or live altenuated mﬂum/a vaceine (LAIV) itranasally.
MMR
Varicella
(chlckenpox) give 2 dosces of varicella vaccine, 4 weeks apart. Give SC.
Tetanus, diphtheria, (_uve

a one-lime dose of Tdap as soon as feasible to all HCP who have not received Tdap previously.
Give Td boosters every 10 years thereafter. Give IM.

Meningococcal

Give | dose to microbiologists who are routinely exposed to isolates of N, meningitidis. Give IM or ?C

Hepaiitis A. l\plmld and polio vaccines are not routinely recommended for HCP vwho may have on-the-joh exposure 1o fecal mul(}lm[

Hepatitis B

Healthcare personnel (HCP) who perform tasks that may involve exposure

Lo blood or body Ruids should receive a 3-dose scries of hepatitis B vaccine

at 0-. 1-, und 6-month intervals, Test for hepatitis B surface antibody (anti-

HBs) to document immunity 1-2 mooths alter dose #3.

o IFanti-HBs is at Jeast 10 mIU/mL (positive). the paticnl is inimune. No
further serologic testing or vaceination is recommended.

e 1 anti-HBs is less than 10 mIU/ml (negative), the patient is unpro-
tected from hepatitis B virus (HBV) infection: revaccinate with a
3-dosc series. Retest anti-HBs 1-2 months alter dose #3.

—If anti-HBs is positive. the patient is immune. No further testing or vac-

cination is recommended.

— I anti-HBs is negative after 6 doses of vaccine, patient is a non-responder.
For non-responders: HCP who are non-responders should be considered
susceptible to HBV dnd should be counseled regarding precautions 10 prevent
HBYV inlection and the need to obtain HBIG prophylaxis for any known or
probable parenteral exposure Lo hepalitis B surface antigen (HBsAg)-positive
blood." It is also possible thal non-responders are persons who are HBsAg,
positive, Testing should be cansidered: HCP fonnd to he HRsA g positive
should be counseled and medically evaluated.

Note: Anti-HBs testing is not rccommen(led routinely for previously vac-

cinated HCP who were not tested 1-2 months atter their original vaccine

serics. These HCP should be tested for anti-HBs when they have an exposure

Lo blood or body Ruids. It found to be anti-HBs negative, the HCP should be

treated as if susceptible.!

Influenza

AITHCP, including physicians, nurses, paramedics, emergency medical tech-
nicians, cmployees of nursing homes and chronic care facilitics. students in
these prolessions. and volunteers. should reecive annual vaceinalion against
infAuenza. Live attenuated influenza vaccine (LAIV) may only be given o
non-pregnant healthy FICP age 49 vears and younger. Inactivated injectable
influenza vaccine (TIV) is preferred aver LAIV for HCP who are in close
contact with severely immunosuppressed persons (e.g.. stem cell transplant
paticnts) when patients require protective isolation.

Measles, Mumps, Rubella (MMR)

HCP who work in medical facilities should be immune to measles, mumps,

and rubella,

= HCP born in 1957 or later can be considered immwune (o measles, mumps,
or rubella only il they have documientation of (a) laboratory confirmation
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Imnmunizaton Action Coaltion + 1573 Selby Ave,

¢ St Paul, MN 55104 » (651

of discase or immunity (HCP who have an “indeterminate” or “equivocal”
level ol immunity upon Lesting should be considered nonimmune) or (b)
appropriate vaccination against measles, mumps. and rubella (i.c.. 2 doses
ol live measles and mumps vaccines given on or after the ficst birthday,
separated by 28 days or more, and at least | dose of live rubella vaccine).
Although birth before 1957 generally is considered acceplable evidence of
measles, mumps, and rubella immunity, healtheare Facilities should consider
recommending 2 doses of MMR vaccine routinely (o unvaccinated HCP born
before 1957 who do not have laboratory evidence of disease or immunity
to measles. mumps. and/or mbella. For these same HCP who do not have
evidence of immunity, healthcure facilities should recommend 2 doses of
MMR vaccine during an outbreak of measles or mumps and | dose during
an outbreak of rubella.

Varicella

[t is reconmmended that all HCP be immune o varicella. Evidence of immunity
in HCP includes documentation of 2 doses of varicella vacceine given atleast 28
days apurt. history of varicella or herpes zoster based on physician diagnosis,

aboratory evidence of immunity, or laboratory confirmation of discase,

Tetanus/Diphtheria/Pertussis (Td/Tdap)

All HCPs who have not or are unsure if they have previously received a dose
ol Tdap should receive a one-time dose of Tdap as soon as [casible. without
regard to the interval since the previous dose of Td. Then, they should receive
Td boosters cvery 10 years therealter.

Meningococcal

Vaccination is recommended (or microbiologists who are routinely exposed Lo
isolates of N. meningitidis. Use of MCV4 is preferred for persons younger than
age 50 years; give IM. Use MPSV4 only if there is a permanent contraindica-
tion or precaution o MCV4, Use of MPSV4 (hot MCV4) is recommended
for HCP older than age 55; give SC.
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Nashville State Community College

Department of Nursing
Health History and Physical Examination Form

Name:

Last First MI
Address:
Phone Number: Birth Date: Sex; Male Female

Health Insurance Provider:

Policy and Group Numbers:

Emergency Contact: Phone Number:

********************************************************************************************************i*t********

HEALTH HISTORY

PLEASE CIRCLE THE CORRECT RESPONSE FOR ALL OF THE FOLLOWING QUESTIONS.

1. Do you have any ongoing medical conditions (ex. diabetes, asthma, heart trouble)? ... Y N
If YES, explain:

2. Do you currently take any medications on a regular or long-term basis? ..., Y N
If YES, specify:

3. Do you have allergies to medlcmes foods, or stinging INSects? i Y N
If YES, specify:

4. Have you ever had to use an inhaler for @sthma? ... Y N

5. Have you ever been told you have a latex allergy? ... Y N

6. Have you ever been told that you have high blood PreSsure? ... Y N

7. Have you ever been told that you have a heart MUIMUI? ... Y N

8. Have you ever been told that you have high cholesterol? ..., Y N

9. Have you ever been diagnosed with @ heart infection? ... Y N

10. Has a doctor ever ordered a test for your heart? ..........c.coeeevvevreimminiveensessessimmsncnnenen . ¥ N

11. Have YoU 6VEr NAU SUIGEIY? .vuiiisisississmssmsisniiviarsssssssissisiasisaiasbssissstiisssaissssiosnssssssssssssinssissisinssibissusssssisssionses Y N
If YES, explain:

12. Do you regularly use a brace or assistive dBVICE? ......cc..cvimiimmiimmmiri b Y N

13. Have you ever had any back trouble that required treatment or therapy? ..., Y N

14, Have YOU 6VETN Nad @ SBIZUIE? .......cusinsirssisisssssonveriossorsisrssssasssssansssssssssssassosssssssons snss sssis sssh o5sessssassssmassssssosess Y N
If YES, explain:

15. Have you had any problems with your Yes O VISION? ... s Y N

16. Do you wear glasses or contact lenses? .............. T ——————————an R (N ||

17. Have you ever been diagnosed or treated for depreSSIon'? ................................................................................ Y N

18. Do you currently smoke or use tobacco products? .............. s smasssionsssens. Y N

19. Do you have any other heaith concerns that we need to be aware of'? s Y N

If YES, please specify: .

Student Signature: Date:

Approved 06/16/10
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A PHYSICIAN OR NURSE PRACTITIONER MUST COMPLETE THE FOLLOWING INFORMATION.
THIS DOCUMENTATION IS REQUIRED FOR ALL CLINICAL SITES. COPIES OF TESTS/LAB
RESULTS MUST BE ATTACHED TO THIS FORM WHEN RETURNED TO SCHOOL.

kkkkhkhkhkhkhkkhkhhkhkhhhkhhkhkihkhkhhkrkhhhhkhhkhhkhhkhkrhkhhhhhkhdhhhdhhbhhhbdhbhkkdhhrrrdhdhhbidhddhhhhhihhkhkkhhthkrihihdrkhis

NAME: BIRTH DATE:

HEIGHT: WEIGHT: PULSE: BP: /

Abnormal Findings

Appearance

Cardiovascular System

EENT (including visual & hearing
acuity)

Gastrointestinal

Reproductive

Musculoskeletal

Central Nervous System

NOTES:

PHYSICIAN STATEMENT:

Upon physical examination and review of medical records regarding the person named herein, in my
opinion, is free from any physical and/or
mental health conditions which would make it dangerous or difficult for them to participate in the
nursing program.

NAME OF PHYSICIAN (PRINT): DATE:

ADDRESS: PHONE:

SIGNATURE OF PHYSICIAN:

Approved 06/16/10



NAME D.O.B.

Last First M.1.

DATE ADMINISTERED
REQUIRED IMMUNIZATION / TESTS (MM-DD-YR

1. M.M.R. (MEASLES, MUMPS, RUBELLA)
(Two doses required at least 28 days apart.)

1. Dose 1 given at age 12 months or later..........cocvevveververcerenrennnn. # - -
2. Dose 2 given at least 28 days after the first dose ..........cocvvu... g #2 - -
OR
TITERS-

Measles (Rubeola) titer result: Positive Negative Date: - -
Mumps titer result: Positive Negative Date: - .
Rubella titer result: Positive Negative Date: - -

2. VARICELLA
Documentation of two varicella vaccines given 28 days apart or lab evidence of
immunity (positive titer) is required. :
1. Dose1...ccoeens rassrisorsssssaserssopapes arasnanas # - -

2. Dose 2 given at least 4 weeks after first ..........oceeeververrevreeeeenns #2 - -
OR :
TITER-
Varicella titer results: ___ Positive ____Negative  Date of titer results: - -

3. HEPATITISB
If Hepatitis B series is incomplete or you decline vaccine, sign Hepatitis B waiver.

1. Doset..coveunn. e ebraeeareressaeaen tessan s sessrrrrsannrneeteneeseesnnaeeenees | B = -

2. Dose#2(1-2m0 afer 15) ...cceevierieseeerieree e e eerssre st e st s sreses s snens #2 - -
3. Dose#3(4-6MOafter 15 ...cvvrieeriririniierinnsireinssssssceeesesesssesseensssssennnnns | #3 - .

AND fiter result .
Hepatitis B titer result: ___ Positive Negative  Date of iter result: - -

*If titer is negative, documentation of a booster(s) and final titer is requirad. if unable to seroconvert, a signed
Hepatitis B waiver and statement from your healthcare provider is required.

4, TETANUS-DIPHTHERIA-PERTUSSIS
Tdap (booster received within past 10 YEAIS) ......c.c.evvvireiiieeeseeeseeseeesssmesssssssssens - -

5. Seasonal Influenza (Flu) .
To reduce student illness and absenteeism during the flu season and to reduce the spread of
the flu to and from workers and patients, it is recommended that students be vaccinated in the
fall of each year. .
NOTE: If you choose not receive the flu vaccine, please be advised that you may be required
to wear a mask during your clinical rotations at specific sites.

Date of influenza vaccine; = 2

6. INITIAL TWO-STEP TUBERCULIN SKIN TEST GIVEN TWO WEEKS APART (if negative one-step TB is required annually.)

Date Administered: ____/ / Date Read: / / Result: mm of induration
Interpretation : Positive Negative
Date Administered: / /. Date Read: / / Result: mm of induration

Interpretation : Positive Negative

If positive, medical evaluation and documentation of a clear chest x-ray within 1-year of admission to NSCC and' _
annual review and documentation of the absence of symptoms by a MD or NP. If there is evidence of a positive
chest x-ray and/or symptoms of TB, please follow-up for medical evaluation.

Previously positive PPD (>10 induration) or treatment for latent or active TB- Date of CXR: / /
Chest x-ray must be within one-year of admission ta NSCC. Result: Normal Abnormal
**SIGNATURE of MD or NP: Date:

Approved 06/16/10



