
 

School of Nursing 
Student Health Screening Requirements 

(Revised 02/09) 

Student Name:        Date:       
 
To be returned to: Purdue University Calumet 

School of Nursing 
2200 169th Street 
Hammond, IN 46323-2094 
(219) 989-2814 
 

All titers reports need to be turned in to the School of Nursing 
 

ONE TIME REQUIREMENTS: ANNUAL REQUIREMENTS: 
1.  Tetanus/Diphtheria Booster/Tdap/Adacel 
      (within last 10 years) (please circle) 
     Date:  ___________________ 
 
2.  Measles, mumps, rubella (MMR) 
     MMR # 1:  _________________ 
                        (date) 
     MMR # 2:  _________________ 
                        (date) 
OR 
 
    MMR Titer:  _________________ 
                         (date) 
    Results:  ____________________ 
                   (Immune/non-immune) 

Tuberculosis 
 
Two Mantoux skin tests administered 
one week apart within the three months 
preceding entry into school regardless 
 of BCG vaccination. 
 
Date of Mantoux:  ________________ 
Results:  ________________________ 
              (mm of induration) 
 
 
 OR 

3.  Varicella  
     Varicella  # 1:  _______________ 
                            (date) 
     Varicella # 2:  _______________ 
                             (date) 
 
OR 
 
     Varicella Titer:  _______________ 
                               (date) 
     Results:  _____________________ 
                   (Immune/non-immune) 

For people who have had annual TB tests 
 
Documentation of one Mantoux skin test  
completed within three months prior 
to starting school and 
 
Documentation of an additional skin test 
completed within one year of the more 
recent test. 
 
 OR 

4.  Hepatitis B  (3 doses) 
     1.  ___________________ 
     2.  ___________________ 
     3.  ___________________ 
 
OR 
 
     Hepatitis B Titer:  _______________ 
                                  (date) 
     Results:  _______________________ 
                   (Immune/non-immune) 
 

 For people with a positive skin test history: 
 
1.Chest X-ray. 
   Date of Chest x-ray:  _________________ 
   Results:  ___________________________ 
2.  INH therapy history 
3.  Annual TB Risk Assessment Form 
OR 
A new chest x-ray report taken within 3 months of  
entering school if no INH therapy is taken and Annual TB 
Risk Assessment Form 
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Polio:  Adults should have received Last Dose:   
the polio vaccine as a child.  If not, 
consult with your physician about  
adult polio vaccination. 

 

 
Recommended: 
 

 
Influenza:  Annual vaccination is recommended for students and faculty who 
have patient contact. 
 
 
Meningoccal Vaccination:   Recommended for first year college students living in  
dormitories. 
 

 
Sources: 
 
1. CDC.  Recommended Adult Immunization Schedule – United States, October 2005 – September 2006 (ACIP).  MMWR 

2005; 54(No.70). 
2. CDC.  Immunization of Health-Care Workers, Recommendations of the Advisory Committee on Immunization (ACIP) 

and the Hospital Infection Control Practices Committee (HICPAC). MMWR 1997, 46,(No. RR18,1) 
3. U.S. Department of Labor, Occupational Safety & Health Administration.  OSHA Standard 1910.134 
 

 
 
Signature for above documentation: 
 

 

 Health Care Professional’s  Signature Date 
  

 
 Print Name Phone Number 
  

 
 Address  
 
Signature for verification: 

 
I confirm that to the best of my knowledge the information recorded above is correct and that the health  
care professional whose signature appears is qualified to provide these assurances. 

 
  
 Student Signature Date 
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