Please complete the top portion to the best of your knowledge, follow instructions for TB testing and other vaccines as needed and, when complete, return this form to Volunteer Services. If you know you have had the vaccine, but do not remember when, please mark Ayes@ and indicate an approximate date. If you are unable to mark at least one Ayes@ in each of the 3 sections, you need to contact Employee Health for either a vaccination, titer, or waiver.
Name (please print): _______________________________________________Social Security Number: ________________________________
Home phone: (______) ________________________________ Volunteer at:  Doernbecher  OHSU   Both

	Varicella or 

Chicken Pox

	Have you had the chickenpox?
	 yes

	 no

	
	Has your blood been tested for immunity to chicken pox?
	If yes, give year _______ and result _______
	 no

	
	Have you had chickenpox vaccine?
	If yes, # of doses _____, and what year ____ 
	 no


	Rubella:   3 Day or German Measles

	Have you had one or more doses of rubella vaccine?
	If yes, give year ______ 
	 no

	
	Has your blood been tested for immunity to rubella?
	If yes, give year _______ and result _______
	 no

	Measles:  10 Day or

Hard Measles

	Is your birth after 1957?


	If yes, give year ______ 
	 no

	
	Have you had a case of measles that was diagnosed by a physician?


	If yes, give year ______
	 no

	
	Have you had at least two doses of live virus measles vaccine?


	If yes, give years ________ and _______ 
	 no

	
	Has your blood been tested for immunity to measles?
	If yes, give year ______, and result _______
	 no



  Tuberculosis History:
When was your last TB skin test? _____/_____/_____,     Results:    Negative        Positive       Unknown

If positive, 
When was your first positive test? _____/_____/_____    

Have you ever taken INH?   No      Yes , from ____/____/_____ to _____/_____/_____

When was your last chest X-ray? _____/_____/_____      Result:    Normal       Abnormal

Nurse to indicate (date and initial) vaccines given: 
_________________________ 

MMR (Mumps, Measles, Rubella Vaccination)_______________________Influenza_________________________

Other (specify): ____________________________________________________________________

	First Step PPD*

 Date applied _____________________________ 

Applied to      right      left      forearm

Date read**______________________________

     Result:   negative   (0mm induration - 

any other result must be evaluated by OHSU Employee Health)
Read by: ________________________________

(name and title)
	
	Second Step PPD*

Date applied _____________________________ 

Applied to      right      left      forearm

Date read**______________________________

      Result:   negative     (0mm induration- 

any other result must be evaluated by OHSU Employee Health)
Read by: ________________________________

(name and title)




*First and second step required unless the volunteer has had a negative PPD within the previous 12 months, in which case the second step may be applied.  Second step may be applied no sooner than 7 days after the first step
** PPDs must be read 48-72 hours after application unless applying 2nd step at the same time as the evaluation, in which case the first step (only) test may be read at 

7 - 10 days after application,  if completely  negative.
