
UCSF Benioff Children's Hospital Oakland 

Participant Health Information Form 
7-2015 

 

Name of Student Discipline/ School Program: __________________________________ 
 

Date(s) of Internship Program:   _______________________________________________ 
 

Children’s Hospital Intern Supervisor: __________________________________________ 
 

Student Name:   _____________________________________________________________ 
 

Student’s Phone: _____________________________________________________________ 
 

Student’s Email: ______________________________________________________________ 

 

PPD documentation must include: 

Tuberculosis: Provide written documentation of two negative PPD skin tests within 

the past 15 months, one within the last 3 months OR a two-step PPD, completed within the 

last 3 months. 

 

If you have a history of a POSITIVE TB SKIN TEST, please provide documentation of the date 

and induration of the test, any treatment received, and a negative chest x-ray report within 

the last year. 
 

 Dates 

Two negative PPD skin test dates OR the dates 

of the 2 step PPD 

 

If you had a positive PPD skin test, provide 

chest xray date & results.  

 

If you had a positive PPD skin test, provide 

Information regarding treatment received. 

 

If the student's rotation extends beyond a 12 

month time frame, the employee is required to 

submit annual PPD dates. 

 

Current Influenza Vaccination date 

(documentation required between Oct. 1-

March 31st) 

 

Current Tdap Vaccination date (required) 
 

**Proof of 

Immunity for: 

Rubeola  

Rubella  

Mumps  

Varicella  

Hep. B  
 

 

 

 

** See attached “Employee Health Requirements  ...” for full description of what is required. 



EMPLOYEE HEALTH REQUIREMENTS FOR STUDENTS,  

VOLUNTEERS and CONTRACTORS IN PATIENT CARE AREAS 

 

UCSF Benioff Children's Hospital Oakland policy recommendations from the CDC require that all non employed 

personnel working/volunteering in the Hospital provide the following documentation before beginning their 

assignment: 

 

1. Tuberculosis:  Provide written documentation of two negative PPD skin tests within the past 15 months, one 

within the last 3 months.  

 

If you have a history of a Positive TB skin test, please provide documentation of the date and induration of 

the test, any treatment received, and a negative chest x-ray report within the last year. 

 

2. Rubeola (measles): Proof of immunity, demonstrated by vaccination with two doses of live measles 

containing vaccine (preferably MMR) or serological evidence of measles antibody. 

        

3. Rubella:  Proof of immunity, demonstrated by vaccination with rubella vaccine on or after your first birthday 

or with MMR, or serological evidence of rubella antibody. 

 

4. Mumps: Proof of immunity, demonstrated by vaccination with two doses of mumps vaccine or two MMRs or 

serological evidence of mumps antibody. 

 

5. Varicella (chicken pox): Proof of immunity, demonstrated by serological evidence of varicella antibody or 

vaccination with two doses of Varivax. 

 

6. N95 respirator fit test: For those in patient care/clinical areas.  Test within the past year with size and model 

documented. 

 

7. Tdap (tetanus, diphtheria and acellular pertussis): Proof of one dose of the Tdap vaccine required. 

 

8. Influenza vaccine: Proof of vaccination is required between Oct 1 and March 31 each year. Documented 

medical contraindication or religious exemption accepted. Must mask in patient care areas if Flu vaccine 

declined.  

 

9. Hepatitis B vaccine: Proof of three doses and/or a positive antibody titer or a signed declination form. 

 

 

If you need a MMR, it must be given AFTER the second PPD skin test. 

 

PPD skin tests are provided free of charge in Employee Health (Main Hospital, room #148): 

Drop in times: Mon, Wed, Fri: 7-9am and 2-3pm, Tues 7-9am only 

 

Prevention of communicable disease transmission is a priority at Children’s Hospital.  We are concerned about your 

health and the health of your patients and co-workers.  Thank you for your attention and cooperation in this matter.   



 

 
Tetanus, Diphtheria and Acellular Pertussis (Tdap) Vaccine 
 
In 2005, the FDA approved a vaccine designed to provide protection against pertussis (also known as 
whooping cough), a highly contagious respiratory illness.  Prior to 2005, there was no vaccine available to 
protect adults against Pertussis. Immunity from childhood vaccinations "wears off" by late adolescence and 
having the disease does not provide life long protection.   
 
Over 600,000 adults are infected with pertussis each year, making them the largest reservoir for spreading 
the disease to others.  If infected, adults can infect infants/children who have not been vaccinated and can 
cause serious disease and even death.  Even if you have had a Td vaccine (without pertussis) in the last 
10 years, you do not need to wait and are encouraged to get the Tdap vaccine as soon as possible.   
 
On March 28, 2012 the Alameda County Public Health Department strongly recommended that Health Care 
Facilities implement policies to require Health Care Workers receive a single dose of Tdap vaccine.  
 
Children’s Hospital requires health care providers not employed by Children’s to receive one dose of this 
vaccine (from their student health, pharmacy or private health care provider). Those who have a medical 
contraindication or religious exemption and do not get the vaccine must sign the form declining the 
vaccine and acknowledging the masking requirement.  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

     ___ I have received the Tdap vaccine and will provide Staff Ed with written documentation. 

 
I decline to receive the Tdap vaccine at this time because: 
 

___I have a medical contraindication to the Tdap vaccine (life threatening allergic reaction, severe 
allergy to vaccine component, experienced a coma or long multiple seizures within 7 days of a dose of 
DTP, DTap or other physician documented contraindication.)   
 
___The Tdap vaccine conflicts with the tenets and practices of a recognized or organized religion of 
which I am an adherent or member.  
 

I understand that during times of increased pertussis infections in the community, as determined by 

Children’s Infection Control Officer, I may be required to wear a mask at all times in all clinical areas. 

 
Print_______________________________________Dept__________________________ 

 
Sign_______________________________________Date___________________________ 
 



Only those employees who are choosing NOT to be vaccinated at Children’s need to complete this form. 

  
Declination/Documentation of Seasonal Influenza Vaccination 

Name: (PRINT) Department 

Choose one:  

       Employee paid directly by Children’s Hospital (including residents and some fellows)   

OR   Physician/Licensed Independent Practitioner (non-employees including BCP/PMMG 
doctors) 

OR   Volunteer   Circle one:   Hospital/clinic based volunteer        CHORI volunteer 

OR   Contractor  Circle one:  Security    Project Search    Right Sourcing    Medical 
Solutions   
                                                Epic/Cumberland    Other: Specify_______________   

OR   Student/Trainee  Circle one: Med Student  MSW trainee  Other: 
Specify_________________                                     
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I have received the influenza vaccine at _______________________________(name of 
clinic) on ________________ (MM/DD/YR).  Documentation (required) is attached.  
Sign: ______________________________________  Date___________________________ 
Bring completed form to Employee Health during drop-in times to receive your badge sticker. 
 

OR 
I am declining the influenza vaccine: 
I have declined to receive the influenza vaccine for the 2015-16 season.  I acknowledge that 
influenza vaccination is recommended by the Centers for Disease Control and Prevention for all 
healthcare workers to prevent infection from and transmission of influenza and its complications, 
including death, to patients, my coworkers, my family and my community.    Knowing these facts, 
I choose to decline the vaccine at this time. I may change my mind and accept vaccination later, if 
vaccine is available.   
 
I understand that by choosing to decline the vaccine, I will be required to wear a 
surgical style mask when entering any patient care area for the duration of the 
influenza season, November 1, 2015 through March 31, 2016.   
 
    Influenza is a serious respiratory disease that kills an average of 36,000 persons and hospitalizes more 

than 200,000 persons in the United States each year. 
    Influenza virus may be shed the virus up to 24 hours before symptoms begin, increasing the risk of 

transmission to patients and co-workers in this facility. 

 Some people with influenza have no symptoms at all, allowing transmission to others.  

 Flu vaccine cannot transmit influenza.  
 For those who fear injections, the intranasal vaccine (FluMist) may be an option.  

 I have read and fully understand the information on this declination form. 

 
 Indicate the reason that you are declining: Check one: 
 Medical contraindication (severe allergy to eggs, history of Guillain-Barré Syndrome, or 

anaphylactic reaction to a previous flu vaccine)        
 I believe I will get influenza if I get the vaccine    I am healthy and never get the flu 

 My philosophical or religious beliefs prohibit vaccination   

 I do not like needles and am not eligible for nasal spray vaccine        

  Other: ____________________________   Decline to give reason 
 

Sign______________________________________Date___________________________ 


