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EMORY UNIVERSITY SCHOOL OF MEDICINE 
WOUND, OSTOMY, AND CONTINENCE 

NURSING EDUCATION CENTER 
 
 

HEALTH FORM 
 
The following documentation is required on each student before class begins BUT IT MUST 
BE IN THE WOCNEC OFFICE (WITH PROPER EXPIRATION DATES) PRIOR TO 
ANY CLINICAL EXPERIENCE WITH THE WOC NURSING EDUCATION CENTER 
OR STUDENT WILL NOT BE ABLE TO PARTICIPATE IN CLINICALS! 
 
MD statement from personal physician 
 
In addition to a general statement of health, the attached form must be completed. (This 
statement of health is from your personal physician. This may be attached to this form or sent to 
us under separate cover. (May be as simple as a note written on a prescription pad from MD 
stating that you are physically fit and able to take this course, sign, and dated). This 
documentation is good for 1 year from date of health professional signature. 
 
Current negative PPD OR Chest X-Ray 
 
PPD is valid for 6 months for 6-wk Split-Option and On-site Distance Learning Students. 10-
Week Traditional students’ PPD is valid only for 6 months. Therefore if you are a 10 week 
student, we ask that you wait to have your PPD approximately 2 weeks to 10 days before your 1st 
day of class. If you have had a positive PPD you must provide documentation of a chest x-ray 
after exposure and still remain symptom-free. If you have not had a positive PPD but prefer a 
chest x-ray you must provide documentation of x-ray every 2 years. 
 
PLEASE HAVE YOUR PPD JUST BEFORE YOU COME ON-SITE SO THERE IS NO DOUBT 
THAT YOU WILL BE COVERED THE ENTIRE TIME THAT YOU ARE HERE! 
 
* If positive, complete all questions in following section. 
 
 Size of reaction in centimeters         
 Did you receive prophylaxis? Yes    No     
 If prophylaxis was received, specify drug(s), dose and time frame.     
              
              
 
  Date of last chest X-ray          
 Results            
  
   Last PPD  Date       

 
    Reaction     * 
 
IF YOU ARE POSITIVE 
 
PLEASE ENCLOSE A COPY OF CURRENT CHEST X-RAY REPORT 
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MMR 

 
M.M.R. (Measles, Mumps, Rubella) if given instead of individual immunizations. Born after 1-
1-1957 
You must have proof of two doses Measles, one dose Rubella and one dose Mumps. Date: 
______________________________________________________ 

 
Born before 1-1-1957 
You must have proof of one dose of M.M.R. or positive titers to Rubella and Rubeola. Evidence 
of immunity by Rubella and Rubeola immune titers 
Rubella titer Date: __________________________________________________ 
Rubeola titer Date: __________________________________________________ 
 
   
VARICELLA (Chicken Pox)  

 
Had the disease or positive immune titer (Date of titer) Date: ________________ 
Have not had the disease Yes _____ No _____ 
Have had vaccine Date: _____________________ 
 
 

HEPATITIS B Vaccine 
 

Series Dates: 1 _______________ 2 ________________ 3 __________________ 
 

In lieu of Hepatitis B vaccine, you must sign a waiver. If you are exposed to: 
• Varicella (Chicken Pox) or Shingles with negative history of Varicella 
• Measles, Mumps, or Rubella, if not immunized 
• Pertussis (Whooping Cough): and or acquires any of the above. 

 
HEPATITIS B 
 
If you have not received the vaccine or cannot provide documentation you must sign the 
following statement:  
 
I have declined to take the Hepatitis B vaccine, and I am aware of my risk for exposure and of 
the possible sequelae to Hepatitis B. I hereby accept responsibility for such exposure. 
 
              
(Signature)       (Date) 
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CPR certification 
 
Attach verification of Cardio Pulmonary Resuscitation (CPR) certification. (Please include 
documentation of the expiration date).  
 
 
Universal Precautions Class/Training 
 
Date       
 
AND 
 
•DOCUMENTATION MUST BE PROVIDED TO EMORY WOCNEC THAT THE  
 STUDENT HAS RECEIVED TRAINING PRIOR TO COMING TO EMORY  
 WOCNEC AND TRAINING MUST BE UPDATED ANNUALLY. 
 
 
 
I        attest that the above information is correct. 
 
              
(Signature)       (Date) 
 
 


