Omaha - Department of Veterans Affairs Medical Center PRIVATE 

Occupational Health Immunization Record

________________________________


____________________________________
LAST NAME, FIRST  (PRINT)  



DATE OF BIRTH
________________________________


____________________________________
SOCIAL SECURITY NUMBER




JOB TITLE

________________________________


____________________________________
SERVICE






WORK PHONE EXT. / PAGER
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Do you have any allergies? 

YES _____
NO _____


IF YES, LIST ALLERGIES/REACTION  _________________________________________________


Have you ever had swelling, itching, hives, runny nose, eye irritation, wheezing, or asthma after contact with any latex, rubber product, bananas, avocados, kiwifruit, or chestnuts?  



YES _____
NO _____

If yes, explain: ________________________________________________________________________

Please circle your answer and/or enter the correct data. Have you ever had:  


Red Measles (Rubeolla)

YES     
NO 


Mumps




YES     
NO 


German Measles (Rubella)
YES     
NO 


MMR Vaccine



YES     
NO
DATE _____________________________

Measle Titer (Lab result)
        
NOT DONE
POS
NEG  ANTIBODIES




Rubella Titer (Lab result)        
  
NOT DONE  
POS
NEG  ANTIBODIES




Chicken Pox



YES     
NO 


Chicken Pox Titer (lab result)

NOT DONE  
POS
NEG  ANTIBODIES



(Lab result)


Chicken Pox Vaccine (2)

YES     
NO  
DATES  ___________________________

Hepatitis B



YES    
NO 


Hepatitis B Titer (lab result)
  
NOT DONE  
POS
NEG  ANTIBODIES


Hepatitis B Vaccine (3)

YES     
NO  
DATES  ___________________________

Influenza Vaccine (Annual)
YES     
NO  
DATE   ___________________________

Rabies Vaccine (3)

YES     
NO  
DATES  ___________________________

Td Tetanus Booster (Q 10 yrs)
YES     
NO  
DATE   ___________________________

Tdap Tetanus Booster

YES

NO
DATE   ___________________________

BCG Vaccine  (TB)


YES     
NO  
DATE   ___________________________

Last TB Skin Test (PPD)
  
 

DATE __________  SIZE/RESULT ___________

Positive Skin Test

YES     
NO  



IF YES TO POSITIVE SKIN TEST

DATE TURNED POSITIVE  __________________

Did you take INH (TB MED)
YES     
NO


Date of last chest x-ray
  

DATE __________  RESULT ________________

_______________________________________

________________________________________

EMPLOYEE SIGNATURE
        

     DATE OF SIGNATURE Emplyhlt\Immunizn.rcd 7/13/07
