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FLORIDA

Nursing Assistant Student Immunization/Titer Form

Last Name

First Name

Middle

Date of Birth (MM/DD/YY)

SECTION A — REQUIRED IMMUNIZATIONS

Vaccination Date

TDAP (within last 10 years) / /
MMR #1 Date MMR #2 Date Rubella Titer (IgG) | Rubeola Titer (IgG)
Results Results
MMR (2 doses or titers with proof of / / / / Immune Immune

immunity needed)

No Immunity

No Immunity

Varicella #1 Date

Varicella #2 Date

Date Titer Drawn

Varicella Antibody
Titer Results

Varicella (2 doses or titer with proof

of immunity needed)

Immune
No Immunity

Vaccine #1 Date

Vaccine #2 Date

Vaccine #3 Date

Hepatitis B Series (Must have 1% in

Booster
(if non-reactive titer)

. [/ [/ /__/
series to start program)
Date Administered Date Read Results Provider Signature
TB Test (PPD) / / / / POS./Neg. X
Chest X-Ray (if positive PPD) / / / / POS./Neg.

SECTION B — REQUIRED TITERS

Date Titer Drawn

Titer Results (Circle One)

Hepatitis C Antibody Titer

Nonreactive

/
Must be within 6 months of start of program. Reactive
(Upon completion of Hepatitis B series) /

**A nonreactive result must be followed with a

repeat booster.

Reactive

SECTION C — PERFORMANCE ABILITY

1. Based on my assessment of this student’s physical and emotional status, he/she appears to be in good health and
capable of performing the duties associated with their respective Health Sciences Program (Program Performance
Standards attached)? Yes or No (Circle One)

2. Ifyou answered ‘NO’ to the previous question, please document the condition(s) that will prevent this student from
performing the duties of their respective Health Sciences Program.

*Must be completed by a licensed Physician (MD or DO), Physician Assistant or Nurse Practitioner*

Provider Name:X

Provider Address:X

Provider Signature:X

Provider Phone#:

Provider License#:

Date:
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