Health Record

Upper Iowa University

RN-BSN Program
1.  Personal Data





Gender (circle one):     Female        Male

______________________
__________________
____________
________________________
Last Name (please print)
       First Name

Middle

Social Security Number

___________________________

__________
______

________
___________
Home Address (Number and Street)

City

State

Zip

Date of Birth

___________________________________________


____________________________
Name, Relationship, and Address of Next of Kin



Home Telephone

___________________________________________


____________________________
Next of Kin’s Business Address





Business Telephone

___________________________________________


____________________________
Name of Your Health Insurance Company



Your Policy Number

2.  Pertinent Health History
a.  I am allergic to the following:




b.  I have the following “Med-alert” condition:
c.  Please explain any other conditions faculty may need to be aware of to construct assignments and monitor 
     performance:
3.  Validation of Satisfactory Health Status 

This will certify that I have examined (name of patient) ______________________ on (date)__________ and have found (her/him) to be free of infectious disease and not to be suffering from any medical disorder which would impair functioning in a professional nursing role.*

Additional Comments:
_____________________________                      _________________________

Health Care Provider Signature



        Date

*Health examination should have been performed within one year of Upper Iowa University application date.

4.  Immunization Information
You may attach a photocopy of your validated immunization record or complete information below and have a physician, nurse, or immunizing official sign.  All dates must be written month/day/year.
Immunization

 Proof of Immunity (circle one or fill in the blank as appropriate)

	a.Measles(rubeola)
	born before 1957
	had physician-diagnosed case 

Date: ________
	received two doses of measles vaccine
Date:___________
Date:___________

	b. Three-day/German measles (rubella)
	rubella vaccination (1969 or later)

Date: ________
	rubella immune titer

(copy of original lab report required)

	c. Mumps (2 doses)
	#1 Date:_________
	#2 Date:__________


	d. Tetanus (within 10 years of UIU application date)
	Date:_________

	e. Diptheria (within 10 years of UIU application date)
	Date:_________

	f.  Pertussis (HCW one time dose of Tdap)
	Date:_________

	g. Hepatitis B 

(3 doses required)
	#1  Date:_______
	#2  Date:_______
	#3  Date:_______

	h. Varicella
	Received two doses of varicella vaccine

Date:_________

Date:_________

(immunization)
	Had physician diagnosed case
Date:__________
	varicella immune titer
(copy of original lab report required)

	i. Influenza (one dose annually)
	Date:_________


i. Tuberculin skin test (Mantoux 5 TU/PPD intradermally only).  The PPD is valid only if read 48-72 hours from the time it was given.  State reaction in mm.
Most recent PPD given: ____________; Date read:____________; mm:____________
__________________________________________

_________________


__________

Signature of physician, nurse, or immunizing official

Telephone



Date

NOTE:  The requirements are based upon the Immunization Action Coalition for Healthcare Personnel Vaccination Recommendations and as such are subject to change as requirements are modified.

5.  Please verify by signature that all information herein is correct.
___________________________________

___________
Signature





Date
6.  Consent to release information
     I hereby give permission for Upper Iowa University to release information on my health record as required by a clinical 
     agency.

___________________________________________
___________________________

Signature




Date

Return this form to: Admissions, Upper Iowa University, 605 Washington St., P.O. Box 1859, Fayette, IA  52142
