
                 Date Given                   Date Read    	R esults    			                Chest X-ray (if PPD is positive)

  						           		            Date:

  						           		             Results:

  						           		             Treatment:

Health Provider Information:	N ame (print):					                    Phone Number:

		              	  	A ddress:
		              
		               		S  ignature of Health Provider:						                Date:

Required Immunization Record

Name:								                               Date of Birth:

Social Security #:

THE FOLLOWING IMMUNIZATIONS ARE REQUIRED OF ALL STUDENTS

DPT/DT/TDAP		  Booster within last 10 years
	

MMR   			   Two doses of MMR (Measles,Mumps, Rubella) both given after 12 months of age, or disease confirmed by 		
				    office record or positive titre 
	
VARICELLA (chicken pox)	 One dose after 1 year of age, or two doses after 13 years of age, or disease confirmed by office record or 
				    positive titre
	
HEPATITIS B		  Three doses Hepatitis B vaccine required, or positive titre (or two adult doses between the ages of 11-15)
	
          
The following vaccines are required. PLEASE PROVIDE DATES OF IMMUNIZATIONS or POSITIVE TITRE

  

PPD (Mantoux)

IMMUNIZATION

TUBERCULIN SKIN TEST - PPD (Mantoux) required within the past year if high risk.
Risk Assessment: Must complete tuberculosis questionnaire insert to determine risk.

Tetanus Booster

MMR

Hepatitis B 

Varicella

The following vaccines are strongly recommended but not required.

Meningococcal
(Meningitis vaccine)

Date of Td booster
within 10 years

Titre Results

Titre Results

Titre ResultsDate of Disease

_____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____ _____/_____/_____

_____/_____/_____ _____/_____/_____

❑  Low Risk.  PPD not required.	 	         ❑  High Risk.  PPD required regardless of
						      prior BCG inoculations. Complete section below.

_____/_____/_____

Tdap booster
within 10 yearsor

Varicella Titre

_____/_____/_____

HPV Vaccine
_____/_____/_____ _____/_____/__________/_____/_____

*2 doses required

Date and Results

MMR Titre

_____/_____/_____

Date and Results

Hepatitis B Titre

_____/_____/_____

Date and Results

_____/_____/_____



	H ave you ever had a positive TB skin test?							       q YES       q NO	  

Have you ever had close contact with anyone who was sick with TB?				    q YES       q NO			 

Were you born in one of the countries listed below and arrived in the U.S. within the
past 5 years? * (If yes, please CIRCLE the country)						      q YES       q NO	   	    

Have you lived or had extensive travel outside the USA within the past five years 
to countries with high prevalence of TB?							       q YES       q NO

Have you ever traveled** to/in one or more of the countries listed below?  
(If yes, please circle the country/ies)								        q YES       q NO			 
Year	D uration of stay
Reason for travel: vacation / work / residence	  	    

Patient Name:__________________________________________________________                DOB: ____________________________

Tuberculosis (TB) Screening Questionnaire

Please answer the following questions:

Afghanistan
Algeria
Angola
Anguilla
Argentina
Armenia
Azerbaijan
Bahamas
Bahrain
Bangladesh
Belarus
Belize
Benin
Bhutan
Bolivia
Bosnia & Herzegovina
Botswana
Brazil
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Cape Verde
Central African Rep.

*future CDC updates may eliminate the 5 year time frame
** The significance of the travel exposure should be discussed with a health care provider and evaluated.

Source: World Health Organization Global Tuberculosis Control, WHO Report 2006, Countries with Tuberculosis incidence rates of > 20 cases per 100,000 population. For future updates, 
refer to www.who.int/globalatlas/dataQuery/default.asp

If you have had a “positive” skin test for Tuberculosis in the past, inform your health care provider. 
You will not need another test but you may need a chest x-ray.

Health Care Provider please note: 
Low Risk is answering “NO” to all above questions. 
High Risk is answering “YES” to ONE or more of the above answers.

Chad
China
Colombia
Comoros
Congo
Congo DR
Cote d’Ivoire
Croatia
Djibouti
Dominican Republic
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Fiji
French Polynesia
Gabon
Gambia
Georgia
Ghana
Guam
Guatemala
Guinea

Guinea-Bissau
Guyana
Haiti
Honduras
India
Indonesia
Iran
Iraq
Japan
Kazakhstan
Kenya
Kiribati
Korea-DPR
Korea-Republic
Kuwait
Kyrgyzstan
Lao PDR
Latvia
Lesotho
Liberia
Lithuania
Macedonia-TFYR
Madagascar
Malawi
Malaysia
Maldives

Mali
Marshall Islands
Mauritania
Mauritius
Mexico
Micronesia
Moldova-Rep.
Mongolia
Montenegro
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
New Caledonia
Nicaragua
Niger
Nigeria
Niue
N. Mariana Islands
Pakistan
Palau
Panama
Papua New Guinea
Paraguay

Peru
Philippines
Poland
Portugal
Qatar
Romania
Russian Federation
Rwanda
St. Vincent &
The Grenadines
Sao Tome & Principe
Saudi Arabia
Senegal
Seychelles
Sierra Leone
Singapore
Solomon Islands
Somalia
South Africa
Spain
Sri Lanka
Sudan
Suriname
Syrian Arab Republic
Swaziland
Tajikistan

Tanzania-UR
Thailand
Timor-Leste
Togo
Tokelau
Tonga
Tunisia
Turkey
Turkmenistan
Tuvalu
Uganda
Ukraine
Uruguay
Uzbekistan
Vanuatu
Venezuela
Viet Nam
Wallis & Futuna Islands
W. Bank & Gaza Strip
Yemen
Zambia
Zimbabwe



TRANSFER STUDENTS ONLY

Health Record Information

Transfer students are required to meet both University and State regulations concerning health information.  

If you have a health record on file at another college, please fill out this form
and send it to that college so they may forward your records to us.

 
The following information listed below is a requirement.

• Physical - Current within the year
• Immunization Records

		

 

 
I hereby authorize                                                                                          to forward my medical history and/or immunization record to: 
                                           ( Last college attended & dates attended)

Roger Williams University
 Attn: Health Services
One Old Ferry Road

Bristol, Rhode Island 02809

Fax 401-254-3305

     

(Date)	 (Student Signature)	 (Print Name)

(D.O.B.)	 (Social Security#)	 (Current Address)

     
To Previous College Attended:
     
     If you have NO health record for the above listed individual, please just check here   q   and return this   
     form to: Roger Williams University, Attn: Health Services, One Old Ferry Road, Bristol, RI  02809

Rev. 02/10

Transfer Student Health Record Release Form




