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SCHOOLS




Medical Technologies

June 1, 2011
Dear Students/Parents/Guardians,

The 2011-12 Senior Medical Technologies Program will participate in a Patient Care Clinical at the Promedica Toledo Hospital and the Professional Shadowing Program.  All students utilizing health facilities must complete the following health care requirements.  All forms must be returned and signed by a physician indicating “fitness for duty.”

Your family doctor should be able to provide all necessary tests.  These are routine health care requirements and are covered by most insurance carriers.  If you do not have a doctor, you may go to the Lucas County Health Dept.

Feel free to call the Medical Technologies teacher, Mrs. Pat Johnson, RN (824-8570, ext. 5151, home: 419-882-2156) with any questions.

The signed forms must be returned by the first day of school, Sept.1, 2011
                                                            Health Requirements for Affiliating Students
                                                                        (Schedule B for individual affiliations)

                                                                                               Confidential
Name ______________________________ School/Institution ___________________School ID#___________________  
Start Date ____________________Clinical Site: _____________________  Dept: ________________________________  
    

1.           Health Statement signed by MD, Don or NP (form attached)

2. Hepatitis B status:  Date completed_________, In Process with _____doses given.

            or:  Date declined: ___________

3. Rubella status: (Check one and provide data/dates requested)

___  2 immunizations after 1 yr old-  date #1___________ and  date #2 ___________

                or

___  Rubella Immunity Screen lab test-  date __________, result ___immune

                
4. Rubeola status: (Check one and provide data/dates requested)

___  2 immunizations after 1 yr old-  date #1___________ and  date #2 ___________

                or

                ___  Rubeola Immunity Screen lab test-  date __________, result ___immune

                
5. Varicella (Chickenpox): (Check one and provide data/dates requested.  NOTE: history of disease not acceptable)

                ___  Varicella Immunity Screen lab test- date _______, result ____immune

                or

                ___  Immunization history  -  dates – dose #1__________, dose #2_________

6. Mumps status: (Check one and provide data/dates requested)

___  2 immunizations after 1 yr old-  date #1___________ and  date #2 ___________

or

                ___  Mumps Immunity Screen lab test -  date___________, result _____immune

7. Tetanus/Diphtheria or Tetanus, Diphtheria and Acellular Pertussis: (Check one and provide data/dates requested)

                ___  Td within past 10 yr. -  date _________ or Tdap date _________

8. Tuberculosis status: (Check one and provide data/dates requested)

                ___  Initial 2 step PPD  date #1 _______  result _____mm

                                                       date #2 _______  result _____ mm                                  
                OR  For persons with a TB Skin test reaction > 10 mm

                ___  Initial normal chest x-ray

                

(Additional requirements)

9.             CPR expiration date _______________                                                       
10.           Malpractice insurance with limits of 1 mill/ 3 mill.  Effective dates ______________                            
I certify that this information is correct and on file at the college.
                                                                                                                                                    
Signature of responsible administrator from college                                       Date
Phone: _____________________                                                  Fax: ____________________________
Return this form to the Staff Development department prior to the start of affiliation.  Clinical affiliation 
may not begin until this form has been reviewed and approved.

Health Statement Form
Note:  This form or its equivalent must be submitted as a statement of fitness for duty.  It is required for all faculty, and students/ affiliates scheduled for clinical experience or preceptorships.  A new-signed statement must be filed annually.
                                                                                                                                                
Faculty or Student/Affiliate Name             School or Institution                   Academic Year

I find the above named individual fit for duty and free from communicable disease.
                                                                                    

MD, DO, NP signature                                  
         

                                                                        

Date                                                      

                                                                                    

Address Stamp or handwritten                     
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