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	NAME
	     
	     
	     

	
	LAST
	FIRST
	MIDDLE INITIAL

	
	
	
	

	
	
	
	

	COLLEGE
	     
	GRADUATION DATE
	     

	
	
	
	

	
	
	
	

	CURRENT HEALTH INSURANCE  (
	

	
	
	
	

	( RN ONLY):  
LICENSE NUMBER    
	     
	MALPRACTICE INSURANCE CARRIER    
	     





    Expiration Date
HEALTH HISTORY & EXAM

(SCHOOL OF NURSING TO VERIFY)

1.  PHYSICAL EXAM  within 1 year of entry into first clinical nursing course 

2. MEASLES, MUMPS, & RUBELLA  titer or vaccine verified

3. DIPTHERIA/TETANUS   within 10 years 
4. VARICELLA (CHICKEN POX)  disease, titer or vaccination verified

5. HEPATITIS B  vaccination, disease, immunity or waiver signed

6. TUBERCULIN SKIN TEST (PPD)  annual requirement/must be current  and meets clinical placement standards
The above criteria have been met for this student and the student is cleared for clinical rotation for the next twelve months.

	Date cleared for clinical:
	
	Faculty:
	

	
	
	
	

	Date cleared for clinical:
	
	Faculty:
	

	
	
	
	

	Date cleared for clinical:
	
	Faculty:
	

	
	
	
	

	Date cleared for clinical:
	
	Faculty:
	


	7. CPR
 (American Heart Association-Healthcare Provider)
	Exp Date
	     
	Exp Date
	     
	Exp Date
	     

	(American Red Cross- Professional Rescuer)
	Exp Date
	     
	Exp Date
	     
	Exp Date
	     

	(other)       
	Exp Date
	     
	Exp Date
	     
	Exp Date
	     

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	8. CORI  Date:       
	Date:
	     
	Date:
	     
	Date:
	     


REQUIRED ORIENTATION

(Student to Complete)

9. OSHA BLOODBORNE PATHOGENS AND STANDARDS/INFECTION CONTROL

Annual Requirement      Date:  _________
    Date:  __________    Date:  ____________    Date:  ___________ 

Hospital Specific Requirement

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	


10.  HIPAA TRAINING

Annual Requirement     Date:  _________
    Date:  __________    Date:  ____________    Date:  ___________
Hospital Specific Requirement

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	


11.  FIRE/ ELECTRICAL & SAFETY TRAINING

Annual Requirement      Date:  _________
    Date:  __________    Date:  ____________    Date:  ___________ 
Hospital Specific Requirement

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	


12.  HAZARDOUS CHEMICAL TRAINING

Annual Requirement      Date:  _________
    Date:  __________    Date:  ____________    Date:  ___________
Hospital Specific Requirement

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	

	Date
	
	Facility
	
	Date
	
	Facility
	


I certify to the best of my knowledge that the above information is true and complete with all required documentation attached. I authorize the School of Nursing to release this information to the agencies where I have clinical.

STUDENT’S SIGNATURE: _______________________________

Date: _____________________

VERIFICATION OF ACCURATE DOCUMENTATION BY SCHOOL OF NURSING (SIGNATURE & DATE)

1ST YEAR





2ND YEAR
FALL 



  Date: 


FALL 


  Date: 



WINTER 


  Date: 

  
WINTER 

  Date: 



SPRING 


  Date: 


SPRING 

  Date: 



SUMMER  


  Date: 


SUMMER 

  Date: 



3RD YEAR





4TH YEAR
FALL 



  Date: 


FALL 


  Date: 



WINTER 


  Date: 

  
WINTER 

  Date: 



SPRING 


  Date: 


SPRING 

  Date: 



SUMMER  


  Date: 


SUMMER 

  Date: 
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