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Dear Future Nurse Professional,
Thank you for your interest in the Shepherd Center as site of your clinical practicum.  Your clinical is designed to give you hands-on nursing experience supervised by Registered Nurse preceptors and other members of our healthcare team. You will work closely with your preceptors to develop technical, assessment, critical thinking and organizational skills as well as therapeutic communication and prioritization skills while observing, participating and preparing to transition into the role of a nurse professional.  
As one of the nation’s largest rehabilitation hospitals, specializing in the medical and rehabilitative treatment of patients with acquired brain injuries, spinal cord injuries, neurologic disease and disorder, chronic pain and multiple sclerosis, we believe your experience with us will provide valuable training for your future role as a professional nurse. We know you will find Shepherd Center to be rich with clinical opportunity!  Clinical experiences may be available in various settings, including:

· Acquired Brain Injury (Marcus2) 

· Intensive Care (Marcus4)
· NeuroSpecialty Unit (Shepherd2) 
· Medical/Surgical (Shepherd3)
· Outpatient Department (featuring clinics for Multi-Specialty, Urology, Pain, Wound, Skin & Ostomy and Multiple Sclerosis)
· Spinal Cord Injury, Adolescent Team (Marcus4) 
· Spinal Cord Injury, Adult Team/Senior Team (Marcus5) 
Our continuum of care incorporates a strong interdisciplinary approach from intensive care to outpatient programs.  At each phase, nurses and therapists help patients push the limits, creating different ways of achieving goals that ultimately include a return to, as near as possible, the life that they led prior to their injury.  
As way of introduction, I am the liaison between Shepherd Center and your nursing program.  I will be working with your faculty advisor and Shepherd preceptor to see that your clinical is as successful as possible.  It is my responsibility to see that your experience here goes smoothly and to that end, as soon as possible, please contact me at the below number or by email.  We will need to:

· Schedule an appointment with members of our HR Team (please do not 
                 contact HR before speaking with me) 
· Establish your Security Access (log-in and password to various hospital systems)

· Coordinate preceptor assignments

· Confirm that all requirements have been met and that you have been cleared to begin your
             clinical

Welcome to the Shepherd Center, I look forward to speaking with you soon!
Sincerely,

Glenn Prescott, BA, BSN, RN, CRRN
Professional Liaison

Office:
404-350-7340

Email: 
glenn_prescott@shepherd.org 
Greetings from Employee Health!

As a nursing student, here for a clinical practicum, you are required to make an appointment with our Human Resources Department to participate in a basic screening process.  This appointment takes approximately one hour to complete and includes basic paperwork, a background check and an appointment with our Employee Health Nurse.   
The Employee Health Nurse will review your medical history, collect a urine specimen (to be sent for drug screening) and will administer a TST (TB test*).  We will be reviewing all current prescriptions . . . please bring these with you to your appointment.  A medical questionnaire has been provided herein and should be completed prior to your arrival.  Please note . . . incomplete paperwork will delay the start of your clinical!
* Your TST must be checked in 48-72 hours.  If you had a previous positive skin test you will need a CXR done.  We can accept a CXR from an external source but it cannot be more than three months old.  Employee Health will need a PPD less than 3 months old as well as one that is negative within the last year prior to your clinical start date.
Shepherd Center requires that you submit documented proof of all of your immunizations.  Your nursing program very probably has these records in your admission file.  Please request a copy and bring it with you to your Employee Health appointment.  If you do not know where your records are, check with the local health department where you grew up or a family member.  If you are still unable to locate your records the nurse in Employee Health can draw your blood and send it for immunity response.  The following is a list of what you will need to provide before you start your clinical assignment:
· Current Flu Vaccine 

· Proof of two MMR (measles, mumps and rubella) vaccines

· Proof of two Varivax vaccines, titer, or childhood history of chickenpox

· Current TB test (not more than 3 months old) and one previously negative within the year; if the student tests positive for TB then we will need a current chest X-ray report not more than one year
I am here to assist you and I will be glad to help you in any way I can.  If you have any questions please feel free to call me at (404) 350-7467.  

Thank you,

Chantay
Chantay Bradley, R.N.

Employee Health

Shepherd Center



If you are a new employee, student, or contract employee you will need to bring in all of the following immunization documentation with you during your pre-employment physical. 

· Measles, Mumps and Rubella Vaccines or Titer (Required)

· Tuberculin Skin Test (not more than 3 months old).  If you do not have documentation of a current TST one will be administered and it will need to be checked in 48 – 72 hrs after administration by Employee Health or Infection Control.  (Required)

· Flu vaccines are required.  This is mandatory for all Shepherd employees, contract employees and students. 

· CXR (less than one year old) if you have a positive Tuberculin Skin Test.

· Hepatitis B Vaccine.  This is recommended if you could have exposure to blood or body fluids.

· Chickenpox (We will accept a history of childhood disease but if there are any questions concerning immunity you must provide us with a titer)

All students and contract employees must provide the information to Employee Health.  If you are a new employee and do not have your immunization records a blood titer will be drawn.

During your health screening you will be required to fill out a medical questionnaire and you will have a drug screen.  If you are taking any medication please bring all prescriptions with you. Please note that you will not be allowed to leave the office before providing us with a drug screen and if the Employee Health Nurse feels it necessary she may discuss medical conditions with Shepherd’s Medical Director.  You may also be required to have your MD provide us with a letter relating to your job description and physical abilities.

The Employee Health Office is here to assist you and if you have any questions please feel free to call (404) 350-7467.  Employee Health hours are Monday, Tuesday and Wednesday 7am – 5pm.   Thursday and Friday 7 am – 3 pm.
Thank you!

FAX TO: 888-454-7679

CLIENT NAME: 
    Shepherd Center



CLIENT ACCOUNT NUMBER: 500048

CLIENT CONTACT:   Dot Jones




PHONE NUMBER:

   404-350-7630

CLIENT CONTACT:   Karl Brandt




PHONE NUMBER:

   404-350-7770

POSITION:                 STUDENT                                



NOTICE REGARDING BACKGROUND INVESTIGATION

NOTICE AND ACKNOWLEDGMENT 
[IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING ACKNOWLEDGMENT]

Shepherd Center may obtain information about you from a consumer reporting agency for employment purposes.  Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” which may include information about your character, general reputation, personal characteristics, and/or mode of living, and which can involve personal interviews with sources such as your neighbors, friends, or associates.  These reports may include employment history and reference checks, criminal and civil litigation history information, motor vehicle records (“driving records”), sex offender status, credit reports, education verification, professional licensure, drug testing, Social Security Verification, and information concerning workers’ compensation claims (only once a conditional offer of employment has been made).   You have the right, upon written request made within a reasonable time after receipt of this notice, to request disclosure of the nature and scope of any investigative consumer report.  Please be advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment is an investigation into your education and/or employment history conducted by Employment Screening Services, 1401 Providence Park Birmingham, AL 35242, toll-free 866.859.0143 or another outside organization.  The scope of this notice and authorization is all-encompassing; however, allowing  Shepherd Center to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and, if you are hired, throughout the course of your employment to the extent permitted by law.  As a result, you should carefully consider whether to exercise your right to request disclosure of the nature and scope of any investigative consumer report.

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the NOTICE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT and certify that I have read and understand both of those documents.  I hereby authorize the obtaining of “consumer reports” and/or “investigative consumer reports” at any time after receipt of this authorization and, if I am hired, throughout my employment.  To this end, I hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or university (public or private), information service bureau, employer, or insurance company to furnish any and all background information requested by ESS, another outside organization acting on behalf of Shepherd Center.  I agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

California applicants or employees only:  By signing below, you also acknowledge receipt of the NOTICE REGARDING BACKGROUND INVESTIGATION PURSUANT TO CALIFORNIA LAW.    Please check this box if you would like to receive a copy of an investigative consumer report or  consumer credit report if one is obtained by the Company at no charge whenever you have a right to receive such a copy under California law.  □  
Minnesota and Oklahoma applicants or employees only:  Please check this box if you would like to receive a copy of a consumer report if one is obtained by the Company.  □
New York applicants or employees only:  You have the right to inspect and receive a copy of any investigative consumer report requested by Employer by contacting the consumer reporting agency identified above directly.

___________________________________________________________________

_________________________________________
Signature of Employee, Prospective Employee or Student





Date 
APPLICANT INFORMATION: TO BE COMPLETED BY APPLICANT

The following is for identification purposes only to perform the background check and will not be used for any other purpose:   PLEASE USE BLACK INK.



________________________________________________

_________________________________________

__________                                                                                                                                                                                  
Print:  Last Name
 



First Name





Middle Initial

_________________________________________________________________________________________________________________________________
Alias Names (Other names I have been known by):

_____________________________

 







__________

Date of Birth  


Social Security Number



Driver’s License Number

State








_________________________________________________________________________________________________________________________________
Current Address:




City 



State

Zip Code

________________________________________________________________________________________________________________________________

Previous Address (Past 7 Years)



City



State

Zip Code

TO BE COMPLETED BY COMPANY - (PLEASE RUN THE FOLLOWING SEARCHES):

	√
	Social Security Trace
	√
	National Criminal Search
	
	Employment Verification

	√
	Statewide Criminal
	√
	National Sex Offender Sex
	
	Reference Verification

	√
	County Criminal
	√
	Federal Criminal Report
	
	Education Verification

	√
	State Sex Offender
	
	Professional License
	
	Motor Vehicle Report

	√
	OIG Report
	
	Credit Report
	
	10 Panel Drug Screening


Summary Of Your Rights Under The Fair Credit Reporting Act
Para informacion en espanol, visite www.ftc.gov/credit o escribe a la FTC Consumer Response Center, Room 130-A 600 Pennsylvania Ave. N.W., Washington, D.C. 20580.

The federal Fair Credit Reporting Act (FCRA) is designed to promote accuracy, fairness, and privacy of information in the files of consumer reporting agencies.  There are many types of consumer reporting agencies, including credit bureaus and specialty agencies (such as agencies that sell information about check writing histories, medical records, and rental history records.) Here is a summary of your major rights under the FCRA. For more information, including information about additional rights, go to www.ftc.gov/credit or write to: Consumer Response Center, Room 130-A, Federal Trade Commission, 600 Pennsylvania Ave. N.W., Washington, D.C. 20580.
· You must be told if information in your file has been used against you.  
Anyone who uses a credit report or another type of consumer report to deny your application for credit, insurance, or employment – or to take adverse action against you- must tell you, and must give you the name, address and phone number of the agency that provided the information.
· You have the right to know what is in your file. 

You may request and obtain all the information about you in the files of a 
consumer reporting agency (you “file disclosure”).  You will be required to provide proper identification, which may include your Social Security number.  In many cases, the disclosure will be free.  You are entitled to a free file disclosure if:

· a person has taken adverse action against you because of information in your credit report;

· you are the victim of identity theft and place a fraud alert in your file;

· your file contains inaccurate information as a result of fraud;

· you are on public assistance;

· you are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitled to one free disclosure every twelve (12) months upon request from each nationwide credit bureau and from nationwide specialty consumer reporting agencies.  See www.ftc.gov/credit for additional information.

· You have the right to ask for a credit score. 
Credit scores are numerical summaries of your credit-worthiness based on information from credit bureaus.  You may request a credit score from consumer reporting agencies that create scores or distribute scores used in residential real property loans, but you will have to pay for it.  In some mortgage transactions, you will receive credit score information for free from the mortgage lender.

· You have the right to dispute incomplete or inaccurate information.  
If you identify information in your file that is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate unless your dispute is frivolous.  See www.ftc.gov/credit for an explanation of dispute procedures.

·         Consumer reporting agencies must correct or delete inaccurate,
              incomplete, or unverifiable information.  
Inaccurate, incomplete or unverifiable information must be removed or corrected, usually within 30 days.  However, a consumer reporting agency may continue to report information it has verified as accurate. 

· Consumer reporting agencies may not report outdated negative
              information. 
In most cases, a consumer reporting agency may not report negative information that is more than seven (7) years old, or bankruptcies that are more than ten (10) years old. 

· Access to your file is limited.  
A consumer reporting agency may provide information about you only to people       with a valid need – usually to be consider an application with a creditor, insurer, employer, landlord, or other business.  The FCRA specifies those with a valid need for access.

· You must give consent for reports to be provided to employers.
A consumer reporting agency may not give out information about you to your employer, or a potential employer, without your written consent given to the employer.  Written consent generally is not required in the trucking industry.  For more information, go to www.ftc.gov/credit.
· You may limit “prescreened” offers of credit and insurance you get based 

              on information in your credit report.  
Unsolicited “prescreened” offers for credit and insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on.  You may opt-out with the nationwide credit bureaus at 1-888-5-OPTOUT (1-888-567-8688).

· You may seek damages from violators.  
If a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in state or federal court. 

· Identify theft victims and active duty military personnel have additional 
              rights. 

For more information, visit www.ftc.gov/credit.
States may enforce the FCRA, and many states have their own consumer reporting laws.  In some cases, you have more rights under the state law.  For more information, contact your state or local consumer protection agency or your state Attorney General.  Federal enforcers are:

	TYPE OF BUSINESS:
	CONTACT:

	Consumer reporting agencies, creditors and others not listed below
	Federal Trade Commission

Consumer Response Center

Washington, DC  20580  1-877-382-4357

	National banks, federal branches/agencies of foreign banks (word “National” or initials “N.A.” appear in or after bank’s name)
	Office of the Comptroller of the Currency
Compliance Management, Mail Stop 6-6

Washington, DC  20219  800-613-6743

	Federal Reserve System member banks (except national banks, and federal branches/agencies of foreign banks)

	Federal Reserve Board
Division of Consumer & Community Affairs

Washington, DC  20551  202-452-3693

	Savings associations and federally chartered savings banks (word “Federal” or initials “F.S.B.” appear in federal institution’s name)
	Office of Thrift Supervision
Consumer Programs

Washington, DC  20552  800-842-6929

	Federal credit unions
(words “Federal Credit Union” appear in institution’s name)
	National Credit Union Administration
1775 Duke Street

Alexandria, VA  22314  703-519-4600

	State-chartered banks that are not members of the Federal Reserve System
	Federal Deposit Insurance Corporation
Consumer Response Center, 2345 Grand Avenue, Suite 100

Kansas City, Missouri  64108-2638  1-877-275-3342

	Air, surface, or rail common carriers regulated by former Civil Aeronautics Board or Interstate Commerce Commission
	Department of Transportation
Office of Financial Management

Washington, DC  20590  202-366-1306

	Activities subject to the Packers and Stockyards Act, 1921
	Department of Agriculture
Office of Deputy Administrator – GIPSA

Washington, DC  20250  202-720-7051


Revised 4/2008
Shepherd Center

Volunteers & Students/Interns
Health History and Screening

Please Print

_________________________________________
____________________________
_________________

Name (Last)




First



MI/Maiden

_________________________________________
_________________________________________________

Address




City/State/Zip




________________________________
____________________________
_________________________
Phone Number


Date of Birth


Social Security #

IN CASE OF EMERGENFY, NOTIFY:

#1. __________________________________
____________________________
_________________

      Name




Address



Phone

#2. __________________________________
____________________________
_________________

      Private Physician



Address



Phone

PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS.  Explain all “YES” ANSWERS.
1.  Are you under the care of a physician for any reason?

(  ) Yes

(  ) No

     If yes, please explain: ________________________________________________________________________
2.  Do you take any medications?




(  ) Yes

(  ) No

     What and when: ___________________________________________________________________________
3.  Do you smoke?
(  ) Yes   (  ) No     If, yes:
How much? ____________   For how long? ____________
     Did you ever smoke?  
(  ) Yes   
(  ) No   
When did you quit? ________________________________
4.  Do you have a cold or are you ill now?  
(  ) Yes   (  ) No
     Please explain: _____________________________________________________________________________
5.  Allergies: _________________________________________________________________________________


6.  TB Skin Test:  
Date:


________________
Arm:



Administered by:




Results:

________
*You may obtain a TB skin test at your local health department or from your private physician.
Please attach the results of the TB skin test to this completed screening form.
IMMUNIZATION HISTORY


DATE OF LAST BOOSTER

Tetanus Toxoid  . . . . . . . . . . . . . . . . . . . . . . . . . . . .
_________
Measles/Mumps/Rubella . . . . . . . . . . . . . . . . . . . . . 
_________
Hepatitis B. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   _________
Influenza . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
_________
Other: _________________________ . . . . . . . . . . .   _________
Have you had the disease:
Measles (Red)


(  ) Yes

(  ) No

Mumps



(  ) Yes

(  ) No

German Measles (Rubella)

(  ) Yes

(  ) No

Hepatitis Type: ___________   
(  ) Yes

(  ) No

Chicken Pox


(  ) Yes

(  ) No

Infectious Mononucleosis

(  ) Yes

(  ) No

_________________________________________


______________________
Signature







Date
SYSTEMS REVIEW

Have you ever had or are you under treatment for any of the following conditions?  Please explain all “Yes” answers.

Skin problems


(  ) Yes
(  ) No ___________________________________________________ 

Asthma



(  ) Yes
(  ) No ___________________________________________________
Frequent headaches/migraines
(  ) Yes
(  ) No ___________________________________________________

Lung Cancer 


(  ) Yes   (  ) No ___________________________________________________
Head Injury


(  ) Yes
(  ) No ___________________________________________________ 

Breast Lumps


(  ) Yes   (  ) No ___________________________________________________


Glaucoma/Cataract

(  ) Yes
(  ) No ___________________________________________________

Stomach Ulcer


(  ) Yes   (  ) No ___________________________________________________
Glasses/Contacts


(  ) Yes
(  ) No ___________________________________________________

Colitis



(  ) Yes
(  ) No ___________________________________________________
Color Blindness


(  ) Yes
(  ) No ___________________________________________________

Hernia



(  ) Yes
(  ) No ___________________________________________________
Hearing Loss


(  ) Yes
(  ) No ___________________________________________________

Anemia



(  ) Yes
(  ) No ___________________________________________________
“Tubes” in your ears

(  ) Yes
(  ) No ___________________________________________________

Bruise/Bleed easily

(  ) Yes
(  ) No ___________________________________________________

Frequent sore throats

(  ) Yes
(  ) No ___________________________________________________

Blood clots


(  ) Yes
(  ) No ___________________________________________________
Nose Bleeds


(  ) Yes
(  ) No ___________________________________________________

Kidney stones 


(  ) Yes
(  ) No ___________________________________________________

Sinus infections


(  ) Yes
(  ) No ___________________________________________________

Urinary Infections

(  ) Yes
(  ) No ___________________________________________________
Rheumatic fever


(  ) Yes
(  ) No ___________________________________________________

Whiplash/stiff neck

(  ) Yes
(  ) No ___________________________________________________
Heart Murmur


(  ) Yes
(  ) No ___________________________________________________
Broken bones


(  ) Yes
(  ) No ___________________________________________________

Mitral valve prolapse

(  ) Yes
(  ) No ___________________________________________________

Arthritis



(  ) Yes
(  ) No __________________________________________________
Chest Pain


(  ) Yes
(  ) No __________________________________________________

Tendonitis


(  ) Yes
(  ) No __________________________________________________
High Blood Pressure

(  ) Yes
(  ) No __________________________________________________

Knee Injuries


(  ) Yes
(  ) No __________________________________________________

Heart Palpitations


(  ) Yes
(  ) No __________________________________________________

Back trouble/injuries

(  ) Yes
(  ) No __________________________________________________

Pneumonia


(  ) Yes
(  ) No __________________________________________________

Diabetes



(  ) Yes
(  ) No __________________________________________________
Bronchitis


(  ) Yes
(  ) No __________________________________________________

Nervous spells


(  ) Yes
(  ) No __________________________________________________

TB or positive skin test

(  ) Yes
(  ) No __________________________________________________

Seizures/Epilepsy


(  ) Yes
(  ) No __________________________________________________

Psychiatric care


(   ) Yes
(  ) No __________________________________________________

Fainting spells


(  ) Yes
(  ) No __________________________________________________

Radiation exposure

(  ) Yes
(  ) No __________________________________________________

Other:  ______________________________________________________________________________________

CERTIFICATION

I certify that my answers to the above questions are true and complete to the best of my knowledge and belief.  I understand that Shepherd Center reserves the right to require me to have a physical exam and/or request information from my physician or health care provider (s) depending upon my medical conditions and the position (s) for which I have applied.

_________________________________________


______________________
Signature







Date
_________________________________________


______________________
Parent or Guardian Signature (If under age 18)


Date

EH-032 (Revised 5/25/05)

SHEPHERD CENTER EMPLOYEE HEALTH 

AUTHORIZATION OR REFUSAL FOR RECOMBIVAX-HB VACCINE
EMPLOYEE CLASS A – OCCUPATIONAL EXPOSURE (Check one)
⁮ I DO NOT AUTHORIZE *SC Employee Health Nurse or other designated representative to administer Recombivax-HB vaccine to me.  I understand that due to my occupational exposure to blood or other potentially infectious materials.  I may be at risk of acquiring hepatitis B virus (HBV) infection.  I have been given the opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself.  However, I decline hepatitis B vaccination at this time.  I understand that by declining this vaccine, I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood or other potential infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccination series at no charge to me.

⁮ I AUTHORIZE *SC Employee Health Nurse or other designated representative, to administer Recombivax-HB vaccine to me.  I have read the above risks and possible adverse reactions and/or complications of the drug.  I acknowledge that no guarantee or assurance has been made to me as to the results that may be obtained.  I will not hold Shepherd Center or its representatives responsible for any untoward effects.  I understand that this is a strongly recommended but voluntary program.

Your signature below constitutes your acknowledgment that you have read the foregoing and that the information has been satisfactorily explained to you in full, and that you have had the opportunity to have all of your questions answered.

	Employee Name:
	Department:

	Signature:
	Date:
	Witness:

	Employee Health Nurse:
	Date:


	DATE
	VACCINE
	EXPIRATION DATE
	LOT NO.
	SIGNATURE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


EMPLOYEE CLASS B – NO OCCUPATIONAL EXPOSURE
⁮ I DO NOT AUTHORIZE *SC Employee Health Nurse or other designated representative to administer Recombivax-HB vaccine to me.  I understand that my current job does not expose me to handle patients’ blood and/or body fluids.  If my job and/or job description changes, and I am placed at risk for occupational exposure to blood and/or body fluids, I will be responsible for returning to the Employee Health clinic to receive counseling about Hepatitis B vaccine.

	Employee Name:
	Department:

	Signature:
	Date:
	Witness:

	Employee Health Nurse:
	Date:


TUBERCULOSIS SCREENING

	( Annual Physical
( New Employee
( Volunteer
( Student/Intern
Employee Health:
Phone:
404-350-7467

Fax:
404-350-7346

Name:





                        Supervisor:  Glenn Prescott RN
Department:  Nursing Administration
                        Extension:   404-350-7340



TUBERCULOSIS SURVEILLANCE HISTORY

(Please check yes or no to the following)

	Y
	N
	
	Y
	N
	

	
	
	BCG Vaccine (given outside the USA)
	
	
	Unexplained weight loss

	
	
	Positive +PPD test date:
	
	
	Unexplained fatigue

	
	
	Medication for T.B. (LTBI, INH)
	
	
	Night Sweats

	
	
	Known exposure to active T.B.
	
	
	Unexplained fever, chills

	
	
	Family member with T.B.
	
	
	Coughing up blood

	
	
	Productive cough lasting > 3 weeks
	
	
	Chest pain


	STEP I
	STEP II (CIRCLE Y or N)

	PPD Given
	PPD Given

	Date:
	Date:

	Site:
	Site:

	By:
	By:

	Lot no:
	Lot no:

	Expiration:
	Expiration:

	PPD Read Date:
	PPD Read Date:

	Date:
	Date:

	Results:
	Results:

	Induration:



mm
	Induration:



mm

	By:
	By:


	PLEASE READ THE FOLLOWING CAREFULLY

Your signature is required before you can receive a PPD (TB) skin test.  If you have any questions, please ask the Employee Health Nurse for more information before you sign.

I agree to have the PPD (TB) skin test administered to me.  I agree to have the TB skin test interpreted (read) in 48-72 hours as directed by the Employee Health Nurse.  If I do not have the TB skin test read in that time, I will need to have the test repeated.  I also understand that failure to complete this TB skin testing procedure will result in not receiving my annual merit increase according to the hospital policy.

Employee Signature: 







Date:






RESPIRATORY FIT TESTING PERFORMED:    ( YES     ( NO
 ( REVIEWED

TUBERCULOSIS SURVEILLANCE

Shepherd Center follows the current CDC guidelines for TST testing for healthcare workers.  We use a two-step method.  You will receive one TSTS during your pre-employment, which must be read in 48-72 hours before you start work or orientation.  If you do not have your arm read you will not be allowed to start work or orientation.  After you receive your first TST it is your responsibility in 3 weeks to call Employee Health at (404) 350-7467 to schedule your second skin test.  This is a requirement and if it is not completed you will be removed from your schedule.

	EMPLOYEE HEALTH:



	STUDENT SIGNATURE:



	DATE:




*** I have provided a copy of my negative TST to Employee Health (not more than three months old) during my pre-employment so I will only need to have the first initial TST testing done.

	EMPLOYEE HEALTH:



	STUDENT SIGNATURE:


	DATE:



[image: image2.jpg]MEDICATION

Please list ALL medications that you take:

Medication Prescription # and Date Purpose of Medication

I

Please Note : When a positive test result is reported-

A. If the positive test indicates an illegal drug, the offer is rescinded.

B. If the positive test indicates a prescription medicine, and the student provided the name of that
medication prior to the test, they will be allowed to start clinical affiliation.

C. If the positive test result indicates a prescription medication that is not provided prior to the
test, the offer will be rescinded. Your clinical affiliation at Shepherd will be cancelled.

D. If the test result indicates that the specimen was dilute, the student will be allowed to return within 24
hours to repeat the test once notified. If the test comes back again dilute, the offer will be rescinded.
Your clinical affiliation at Shepherd will be cancelled.

E. Your school will be notified of a positive or dilute drug screen result.

I understand that if the test results indicate a medication | have not provided above, my
clinical affiliation at Shepherd will be cancelled.

Student Signature _ Date

D ——— R EEEE———

R04012011 - FORM STUDENT PHYSICAL.DOC





A final note . . .
Please bring this entire, completed, packet with you to your HR appointment.

Incomplete paperwork will delay your ability to begin your clinical assignment!
See you soon, 

                          Glenn
Shepherd Center





2014





In Preparation for Your Upcoming Clinical Practicum


Glenn Prescott, BA, BSN, RN, CRRN


Nursing Program Manager


Clinical Recruitment


(O) 404-350-7340


glenn_prescott@shepherd.org


Shepherd Center





2020 Peachtree Road, NW, Atlanta, GA  30309





												








