Immunization Health History

Name: ~ Social Security Number:
Last First M Last four digits
Work Phone: ( ) Ext: Date of Birth / /
Area Code
Are you exposed to Blood or Body Fluids on the Job? 0 Yes 0 No
Service Line/Department: Date of Employment: / /
Job Title:
Chronic Disease/lliness:
Allergies:
Comments:
Infectious Dlsease History
(Please provide vaccination dates, if known.)
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« Tuberculosis Screening Done at Employment? O Yes 0O No
« Last Skin Test - Date: Result:
» Last Chest X-ray - Date: Result:

Where:
- BCG Vaccine: O VYes 1 No
Employee Signature: Date:




