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GCC Nursing Program
Tuberculin Test (PPD)


*SEE REVERSE SIDE FOR IMMUNIZATION FORM*

Healthcare provider must complete the following immunization documentation

     Patient/Student/Faculty Name (Please Print): 							


	
Tuberculin Testing (if current test is over a year old, a 2nd test will be required within 2 weeks)
(PPD skin test, TB blood test (Interferon Gamma Release Assay {IGRA}), 
and QuantiFERON-TB Gold are all acceptable)

         (1)   Date ___________     Result _____________    Read by _____________________

         (2)   Date ___________     Result _____________    Read by _____________________



------------------------------------------------------------------------------------------------------
Tuberculosis Symptom Screen ONLY

Student or Faculty:  Please complete the symptom checklist below:

1. Cough longer than three weeks					Yes		No
2. Hemoptysis							Yes		No
3. Shortness of breath						Yes		No
4. Night sweats							Yes		No
5. Poor appetite							Yes		No
6. Unexplained weight loss					Yes		No
7. Fever/chills							Yes		No
8. Very low energy/very tired without reason			Yes		No

Student Signature ________________________________________     Date _____________________
If you respond Yes to any of the above, please have your healthcare provider complete the rest of this form.

This student cannot receive a PPD due to a previous positive PPD.   Date of positive PPD:		
Date of negative chest x-ray following the positive PPD:					

__________________________________ is free of symptoms of tuberculosis and I do/do not recommend        
      (Name of Patient/Student/Faculty)        a repeat chest Xray or testing.


Name & Title (please print):  			

Signature:  	  Phone:  			

Address:    			

Date:								






GCC Nursing Program

IMMUNIZATION FORM

*SEE REVERSE SIDE FOR PPD FORM*


Healthcare provider must complete the following immunization documentation  

Patient/Student/Faculty Name (Please Print): 							   


	
1. Measles, Mumps, Rubella (MMR)
            
   (Must have two MMR immunizations)    #1 Date 				    AND   #2 Date 					
    
   OR      TITER – ATTACH LAB RESULTS
                                                                                          

	
2. Varicella (Chickenpox)
	
 (Must have two immunizations)       #1 Date                       AND    #2 Date ___________
         
 OR         History of Disease      Year   _____________            
 OR         POSITIVE TITER RESULTS (if negative result, you will need to receive vaccine)                 
                ATTACH LAB RESULTS



	
3. Tdap (Tetanus–Diphtheria-Pertussis)   Update every 10 years   Date _____________



	
4. Hepatitis B      Date #1 _________       Date #2 __________     Date #3 ______________           

                                                                   
 OR DECLINE:   I have been advised of the recommendation that all healthcare workers  
                               receive the Hep B vaccine series and I decline this immunization.


    Signature  _________________________________________






______________________________________	     _________________________________
              Healthcare Provider (Please Print)		Healthcare Provider Signature


______________________________________	     						
              Healthcare Provider Address					Date

