HAWAII STATE HOSPITAL
Medical Services Unit
DOCUMENTATION OF IMMUNITY FORM
Please PRINT the following information:
Name: ______________________________________

Date: _____________________

Job Title: ____________________________________

Department: ________________

Date of Birth: _________________________________

Gender:   FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female

Primary Physician: _____________________________

Phone #: ___________________

 IMMUNIZATION HISTORY 
	Serologic Titer 

(MANDATORY)
	TITER RESULT  /  DATE
If titer negative see note*

	Rubella
	

	Rubeola
	

	Mumps
	

	Chicken Pox (Varicella)
	

	Tuberculin Skin Test (TST)**

(MANDATORY)

	TST RESULT  #1

(Date / mm)
	

	TST RESULT  #2
(Date / mm)
	

	Chest X-ray

(Date / result)
	


Written documentation from physician / health facility is required. Prospective employee is responsible for the cost of blood tests / immunizations.
*Negative titer results require follow-up immunization
Specific Immunization Requirements
	Rubella
	One dose

	Rubeola
	Two doses at least 28 days apart

	Mumps
	Two doses at least 28 days apart

	Chicken Pox (Varicella)
	Two doses at least 4-8 weeks apart


**Accepted Entry Tuberculosis Evaluation:

· A two-step TST (one TST followed by a second TST within 1-3 weeks)    

OR
a) If  documented evidence of a negative TST within last 12 months ( a one-step TST is needed
OR

b) If prior negative two-step within last 12 months( No additional TST is needed
· Documented prior positive TST ( Documented evidence of a clear standard chest x-ray and medical examination which has excluded communicable TB within the past year.

	Please complete as applicable. (Optional)

	Tetanus (TD)
	
	Comments

	Hepatitis B


	Step #1 / Date
	Step #2 / Date
	Step #3 / Date
	

	BCG


	
	


Questions ??? Feel free to contact us at (808) 236-8354
_____________________________________

____________________
Physician Signature





Date
Rev 12/22/2006 fl
