



STUDENT HEALTH CLEARANCE FORM
UNIVERSITY OF MASSACHUSETTS MEDICAL SCHOOL
55 Lake Avenue North

Worcester, MA   01655

NAME: 

________________________________________________________________  M_____  F______
                               Last                                          First                                           Middle
ADDRESS:
________________________________________________________________________________
                               Street                                                                          City                                  State                              Zip
TELEPHONE: 
________________________________
EMAIL: _________________________________________
DOB:

_______________________________
ENTRANCE YEAR: _______________________________ 
SCHOOL:        Please circle one:  Medical   Nursing   GSBS
The following information MUST be completed and signed by the applicant’s healthcare provider, BEFORE you can register for classes. 
PROVIDER COMPLETES

Medical History:  Please list all chronic medical conditions: 

Surgical History: 
Allergies:  (medications, foods, latex, environmental) 
Medications:

Date of Last Physical: (MUST be within 1 year of school admission)__________________________________________
                                                                                                                        Month/Day/Year
Examiner’s Name: _____________________
Examiner’s Signature:  _____________________ Date: ____________
                                  (MD, NP, or PA only)
1. MEASLES, MUMPS,  RUBELLA: Provide both immunization dates AND a positive serological test as proof of immunity. A copy of the lab report MUST be attached.
MMR #1 _________________(MM/DD/YYYY)
Measles #1 ________________(MM/DD/YYYY)


MMR #2 _________________(MM/DD/YYYY)
Measles #2 ________________(MM/DD/YYYY)







Rubella       ________________(MM/DD/YYYY)







Mumps       ________________(MM/DD/YYYY)

Positive Measles titer:
_____________  
(MM/DD/YYYY)





Positive Rubella titer: 
_____________   (MM/DD/YYYY)

Positive Mumps titer: 
_____________   (MM/DD/YYYY)

2. TETANUS DIPTHERIA (Td): Within the past 5 years. If it has been greater than 2 years since your last Td. A one- time Tdap is recommended and will take the place of your tetanus.

Td Booster: ______________  (MM/DD/YYYY)
Tdap _______________________ (MM/DD/YYYY)

3. HEPATITIS B: Provide both completed Hepatitis B immunization dates AND a positive Hepatitis B surface antibody titer. A copy of the lab report MUST be attached. 

* Incomplete series may be completed at SHS

** If you have a negative titer after the initial series please refer to the Hepatitis B Protocol attached.

Hep B #1 __________________ (MM/DD/YYYY)

Hep B #2 __________________ (MM/DD/YYYY)

Hep B #3 __________________ (MM/DD/YYYY)

HBSab Titer: _______________ (MM/DD/YYYY)        Result:  Positive ⁭     Negative ⁭
4. VARICELLA:   Provide documentation of 2 Varicella vaccinations 
                               ~OR~

 A Positive Varicella Titer – A copy of the lab report MUST be attached

Varicella  #1: ________________(MM/DD/YYYY)

Varicella #2: _________________(MM/DD/YYYY)

Varicella Titer: _______________(MM/DD/YYYY)
Do you have a history of Varicella?

Yes ⁭  No  ⁭  If Yes, Date:_____________

5.  2- STEP TUBERCULIN SKIN TEST (TST)  Please refer to 2 step TST Information Sheet. Documentation of a 2-step TST completed within 3 months prior to entrance to school is required.  If you have a positive TST, a copy of a chest x-ray report within the last year must be submitted, and any subsequent treatment (i.e. INH)  History of BCG Vaccine does not exempt you from completing the 2-stepTST.

TST #1 ______________(MM/DD/YYYY)  Result:  NEG ______  POS ______ mm ________

TST #2 ______________(MM/DD/YYYY)  Result:  NEG ______  POS ______ mm ________

DATE OF CHEST X-RAY ______________    Report MUST be attached 

POSITIVE TEST:  DATE: ______________     TREATMENT:       YES ⁭     NO  ⁭
IF YES, DATES OF TREATMENT:_______________________________________________________
HISTORY OF BCG VACCINE  DATE: ____________________________________________________

EXAMINER SIGNATURE: ___________________________________ DATE: ____________________

                                                      MD NP/PA
2

