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                        HEALTH REQUIREMENT FOR NURSING  
 
  PLEASE MAKE (3) COPIES OF ALL MATERIALS 
   

Students in the clinical phase of Nursing must complete ALL of the following requirements as 
indicated.  

 
  DEADLINE DATE:   __________________ 
 
  Student’s Name:  _________________________   S.S. #:  ___________________ 
 
  ______   1.   Complete physical done by a private physician   
 
  ______   2.   Urinalysis and drug screen with lab results   
    

______   3.   Incoming Students  -  See back for 2 step PPD/Quantiferon Blood Test 
 
  ______   4.   TDAP    Date:  _______________ 

 
______   5.   Hepatitis B  Immunization 
                     1st  Date:  __________2nd  Date:  __________3rd  Date:__________ 
                     or  Declination if the series is incomplete 
   
_______ 5a  Hepatitis HbsAB Titer – lab report required 
          Hepatitis HbsAG Titer – lab report required 
             
______  6.    Hepatitis C antibody 
 
______  7.    Serology  (VDRL)  lab report required 
 
______  8.    Complete blood count (CBC) 
 
______  9.    Varicella titer  -  lab report required 
 
______ 10.   Rubeola  (measles)  titer  -  lab report  required 
 
______ 11.   Rubella  (German measles)  titer  -  lab report required 
 
______ 12.   Mumps titer  -  lab report  required 
 
______ 13.  Flu vaccination 

  
Physician’s Stamp:  ______________________           Date:           ______________________                                                                                          

                                                                                                     



 
 
 
 
  
 

 NEW CLINICAL NURSING STUDENTS  
 
        ____________________________________________________________________________________ 
          PPD Placed __________Site:  ______Lot #:  _________Brand:  _________By: _______________ 
                                   (date)                                                                                                       (signature) 
 
          Results:____________mm induration       Date:_____________  Signature: __________________ 
          _____________________________________________________  License #____________________ 
 
          PPD Booster:  Placed:  ________Site:  ______Lot #:  ______Brand: ______ By: ______________                                                                                                                                                                                                                                                                                  
                                                    (date)                                                                                        (signature) 
         
          Results:  ___________ mm induration           Date:  ___________ Signature:__________________ 
                                                                                                                        License # __________________   
                                                  Booster must be placed between 1 and 3 weeks 
        __________________________________________________________________________________ 
                CHEST X-RAY:                         DATE:  _________________   RESULTS:  ______________ 
         _____________________________________________________________________________________________________  
 
         Quantiferon Blood Test Acceptable in place of 2 Step PPD. 
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