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Due Date:

August 1st

Graduate Student Immunization and TB Form

Name:

Last First M.I.

Date of Birth: Banner ID #:

Home Address:

Street City, State Zip Code

Phone Number:

Emergency Contact:

Name Relationship Phone Number

Per the Rhode Island Department of Health, students who have not submitted
documentation for the required immunizations and TB questionnaire will NOT be
permitted on campus. (See forms Below)

Completed Health Records can be mailed or emailed to:
Providence College
Student Health Center
Lower Davis Hall
One Cunningham Square
Providence, RI 02918-0001
wwholey@providence.edu



Graduate Student Name:

IMMUNIZATION Form:

Date of Birth:

Please attach an EMR vaccination form or have your at home provider fill out and sign below.

*attach report

Hepatitis B Date of Dose #1: Date of Dose # 2: Date of Dose #3:
*3 doses required
or Hepatitis B Titer [J pos

0] neg

MMR (Measles,
Mumps, Rubella)
2 doses required or
individual vaccines as
listed below

Date of Dose #1:

Given at 12 months
after birth or later

Date of Dose #2:

Given at least 1 month
after first dose

Required for all students
regardless of age

Immunized with live
vaccine at 12 months or
after

Given at least 1 month
after the first dose

Measles (Rubeola) Date of Dose #1: Date of Dose #2: or Record of Titer
Students born prior to -attach report
1957 are required to have O pos
at least one dose

[J neg

Date:
Mumps Date of Dose #1: Date of Dose #2: or Record of Titer

-attach report
[ pos

[J neg
Date:

Rubella (German
Measles)

Required for all students
regardless of age

Date of Dose #1:

Immunized with live
vaccine at 12 months or
after

Date of Dose #2:

Given at least 1 month
after the first dose

or Record of Titer —
attach report

[J pos
[J neg
(] Date:

Meningococcal
Vaccine

(A, C, Y, W-135) Required
if under 22 years old

[J Menactra
[(J Menomune
(] Menveo
[J Other:

Date of Dose #1

Date of Booster Dose:
Required if dose 1
was given before 16
years old

Tdap
(TetanusDiphtheria-
Pertussis)

Must be within the past 10
years

Date of Dose:

Varicella (Chicken
Pox)

History of disease or 2
doses required, or positive
titer

Date of Dose #1:

Date of Dose #2:

or History of Disease

Date:

or Record of Titer —
attach report

CJ pos

[J neg
Date:

Provider Name (please print):

Provider Signature (required):

Address:

Phone:




Graduate Student Name: Date of Birth:

TUBERCULOSIS (TB) SCREENING FORM:

To help us determine if you need to have a TB (Tuberculosis) skin test or TB blood test (IGRA, TB
Quantiferon Gold, TB-spot) before coming to Providence College, you must answer the following
questions and provide your signature/appropriate documentation at the end of the section.

1. Were you born in one of the following areas: (] YES
Africa, Asia, Philippines, Indonesia, Eastern ] NO
Europe, Latin America, Mexico, Portugal,
Caribbean, or the Middle East?

2. Have you lived in or had extensive travel to a [J YES
high prevalence area (listed above)? ] NO
3. Have you worked or lived in a potentially high [J YES
risk setting such as a prison, a long term care [J NO

facility, a homeless shelter, a residential facility for
persons with HIV/AIDS or a drug treatment

center?

4. Have you had recent close or prolonged contact [J YES
with someone with infectious TB? ] NO
5. Do you or anyone living in your household have [J YES
a history of intravenous or other street drug use, ] NO
or HIV infection/AIDS?

6. Have you ever had a documented positive TB [ YES
skin test or history of active TB infection? ] NO

If you answered No to all of the above questions (1 — 6), no further testing or further action is required.
Please sign below, and send this form with your immunization record to Health Services.

If you answered Yes to any of the first 5 questions and No to question 6, then you are required to have a
PPD skin test or TB blood test (IGRA, TB Quantiferon Gold, TB-spot) within 6 months prior to the start of
classes. The PPD skin test or IGRA must be performed in the U.S. Please sign below and have your
provider document the results of your testing.

If you answered Yes to question 6, then you do not need to be retested, but must provide documentation
of a negative chest x-ray done in the U.S (within 6 months prior to the start of classes), and
documentation of any medication and treatment for your positive TB test. Please include documentation
with this form and sign form below.

Student Signature: Date:

*See Next Page*



For Provider:

TB (TUBERCULIN) SKIN TEST and TB blood test must be performed in the U.S. and documentation is to
be attached to this form. TB skin test and/or TB blood test is only required if you answered “yes” to any of
the first 5 questions on the screening form.

Date TB Skin Test Given:

Date TB Skin Test Read (within 48-72 hours):

Results (must be recorded in mm of induration; if no induration, write “0”): mm

IGRA must be performed in the U.S.: DTB Quantiferon Gold |:|TB spot

Result: DPositive D Negative |:| Indeterminate
Chest X-ray (Required if tuberculosis test is positive): Date:
Result: |:|Norma| DAbnormaI

Dates of Treatment for Latent or Active TB:

Provider Name (please print):

Provider Signature (required):

Address:

Phone:




