UNC HEALTH VACCINATION VERIFICATION FORM

Legal Name:

Date of Birth:

Must be completed and signed by your personal physician / nurse practitioner / physician assistant. Signature required
Forms signed by a parent or family member will not be accepted.

TUBERCULOSIS SCREENING

Choose ONE for the TB screening: Date placed Date Read Induration Result
® 2 TB Skin Tests (TST) within the last 12 months. (mm) (Pos/Neg)
Per the CDC, the 2nd TB skin test must be placed at Test #1
least 1 week AFTER the 1st one is read/checked. This i i
process takes a minimum of 12-14 days. Wait at least 1 week AFTER the 15t test is read/checked.
Test #2
e 1TBBlood Test (IGRA- T-Spot or QuantiFERON Gold) Date:
within the past 12 months.
Result:
If providing chest x-ray documentation, it must include Date:
official narrative interpretation of results by a radiologist
Result:

within the past 2 years.

REQUIRED IMMUNIZATIONS

Tdap (#1)

1 vaccine as an adult or child > 11 years of age.

MMR (#1) (#2) Positive Titer Positive Titer
2 MMR vaccines at least 1 month apart, after age 1. Date: Date:
---OR--- Measles Mumps
Individual Vaccines: 2 Measles, 2 Mumps, and 1 Rubella

---OR---

Positive titers to Measles, Mumps, and Rubella.

Varicella (chicken pox) (#1) (#2) Positive Titer

Series of 2 doses or immunity by positive blood titer. Date:

Flu Vaccine (annually) (#1)

Only required if currently flu season (Sept —April/May).

COVID Vaccination- Not mandated but encouraged. Provide documentation for any vaccines received.

Positive Titer
Date:
Rubella

Date & Location Date & Location Date & Location Date & Location Date & Location
Received Received Received Received Received
Janssen (J &J):
Moderna:
Pfizer:
Other:
Signature of Personal Physician/Nurse Practitioner/Physician Assistant Date
Printed name of Personal Physician/Nurse Practitioner/Physician Assistant Phone number
Office Address City State Zip Code
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