
ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE

STUDENT IMMUNIZATION FORM 
Date:                       School:    CMS _____    CHP _____    SCPM ______    SGPS ______

Name __________________________________________  SS# __________________________  DOB ____________  Sex _______
Current Address ___________________________________  City ____________________________  State _____  Zip ___________
Phone_________________________________  Pager ___________________________  Email ______________________________
Emergency Contact ___________________________________  Relationship ___________________  Phone ___________________

INFECTIOUS DISEASE HISTORY
Y e s N o Y e s N o Y e s N o

Rubeola (10-day measles) o o Varicella (Chickenpox) o o Hepatitis C o o
Mumps o o Hepatitis A o o Tuberculosis o o
Rubella (German measles) o o Hepatitis B o o

IMMUNIZATION HISTORY

1. Student has been vaccinated against the following: Immunization
Date

Titer
Date

Titer
Result

Tetanus/Diptheria (within last 10 years)

Mumps
       + Rubella (German measles) Ab

       + Rubeola (measles) Ab

*      + Varicella (Chickenpox) Ab
       + Hepatitis B (3 step)

Vaccine #1

Vaccine #2

Vaccine #3 Ab

Hepatitis A (optional) Ab

Meningococcal meningitis (recommended) Ab

Polio (minimum 3 doses); please provide dates of all doses:

#1                #2                #3                #4                #5 Ab

BCG, if applicable (not acceptable in lieu of PPD)

Other

*  Either immunization date(s) or titer date & laboratory report      +  Copies of laboratory titer results must be included

2. Tuberculosis Skin Test (PPD) required yearly.

* NOTE: For students rotating at Stroger Hospital of Cook Co., two-step tuberculosis skin testing is required within
  90  days prior to the clerkship start date.

M1 M2 M3 M4

Date skin test given

Date of negative reading

Date of positive reading

Induration mm mm mm mm

If TB skin test was positive, copy of PA Chest x-ray report must be included.

Chest x-ray Date                                neg           pos Date                                neg           pos
* VA Hospital requires CXR every year for positive PPD

* Christ Hospital requires CXR every two years for positive PPD

-- OVER --



I certify that the information in the above Infectious Disease History and Immunization History sections is complete and correct to the
best of my knowledge.

__________________________________________          __________________________________________          ____________
             Signature of Healthcare Provider                                                  Printed Name                                            Date
                   (MD, DO, PA, RN)

The information provided in this questionnaire is accurate to the best of my knowledge.  I understand and agree that any
misrepresentation or omissions may be justification for denial of student privileges.

__________________________________________          __________________________________________          ____________
                        Student Signature                                                           Printed Name                                           Date

RFUMS OFICE USE ONLY

TB Mask Fit Testing completed date ________________________      Fit tested with NIOSH# __________________________

Unable to fit test because __________________________________________________________________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Student Health & Medical History form in chart.                 YES                    NO

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

_____________________________________________________________                           _________________________
                                  Entire form reviewed by                                                                                  Date

_____________________________________________________________                           _________________________
                                  Entire form reviewed by                                                                                  Date

_____________________________________________________________                           _________________________
                                  Entire form reviewed by                                                                                  Date


