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MUMPS PROTECTION: Two doses of MMR are recommended for all 
Individuals born on or after Jan. 1, 1970; one dose is recommended for all 
individuals born Jan. 1, 1957 to Dec. 31, 1969 who do not have evidence 
of mumps immunity. 

Assumed immunity Year: _______________________  

Titre Positive Titre Date:  __________________  

Titre Negative Titre Date:  __________________  

Immunized Admin Date 1:  _______________  
 Admin Date 2:  _______________  

Deferred – Medical Reasons 

Confirmed Immunity 

Unknown 
 
RUBELLA PROTECTION: 
A single dose of MMR are recommended for all individuals who do not 
have evidence of rubella immunity. One dose is considered evidence of 
immunity to rubella. 

Assumed immunity Year: _______________________  
 Titre Positive Titre Date:  __________________  
 
 Titre Negative Titre Date:  __________________  
 

Immunized Admin Date 1:  _______________  
 Admin Date 2:  _______________  

Deferred – Medical Reasons 

Confirmed Immunity 

Unknown 
 

VARICELLA  MET REQUIREMENT 
For those who do not have either reliable history of disease or serologic 
evidence of immunity (Varicella lgG titre) two doses of vaccine are 
recommended. 

Assumed immunity Year: _______________________  

Titre Positive Titre Date:  __________________  

Titre Negative Titre Date:  __________________  

Immunized Admin Date 1:  _______________  
 Admin Date 2:  _______________  

Deferred – Medical Reasons 

Confirmed Immunity 

Unknown 
 

NAME: _______________________________________________ MAIDEN NAME:  _______________________________________  
  (Last)  (First)  (Initial)     (If applicable) 

ADDRESS:  ___________________________________________________________________________________________________  
    (Street)     (City) 

 ___________________________________________________________________________________________________________  
    (Province)     (Postal Code) 

PHONE: ______________________________________________ Email:  ________________________________________________  
(Include area code) 

DATE OF BIRTH: _____________________ Student ID#:  _____________________________________________________________  
 

*Please list FULL dates for immunizations (DD/MM/YY)    

DIPHTHERIA / TETANUS  MET REQUIREMENT 
Diphtheria & Tetanus Toxoid booster dose every 10 years or a minimum 
of at least once during adult life. 

Deferred 

Not Immunized 

Immunized Immunization Date:  ___________  

Unknown 
 

TDAP  MET REQUIREMENT 

Deferred 

Not Immunized 

Immunized Immunization Date:  ___________  

Unknown 
 

POLIO  MET REQUIREMENT 
Primary course of poliovirus (OPV or IPV) or primary immunization with 
inactivated poliomyelitis vaccine (IPV). 
 
Primary Series (3 doses) in early childhood 

Deferred 

Not Immunized 

Immunized Admin Date:   
 Reinforcing Dose:   

Not Immunized 
 

MEASLES / MUMPS / RUBELLA   MET REQUIREMENT 
Documented physician-diagnosed immunity from the disease or two live 
Measles, Mumps and Rubella (MMR) vaccines. 

MEASLES PROTECTION: Two doses of MMR are recommended for all 
individuals born on or after Jan. 1, 1957 who do not have a history of lab 
confirmed measles disease. 

Assumed immunity Year: _______________________  

Titre Positive Titre Date:  __________________  

Titre Negative Titre Date:  __________________  

Immunized Admin Date 1:  _______________  
 Admin Date 2:  _______________  

Deferred – Medical Reasons 

Confirmed Immunity 

Unknown 
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TUBERCULOSIS  MET REQUIREMENT  
 
All nursing students should have a TB skin test within the past 6 months, 
prior to commencement in the program, unless they are a known positive 
reactor.  

Chest X-ray: Those with a known positive reaction in the past should have 
a chest X-ray unless there is proof of a previous chest X-ray results within 
6 months. 

If the skin test is positive, a chest X-ray is required. The report of this X-ray 
must be provided with this document and it must be current to within six 
months of entry into the program. 
 
MANTOUX TEST 

Less than 10 Test Date (Step 1):  ___________  

Less than 10 Test Date (Step 2):  ___________  

Greater than 10 Test Date (Step 1):  ___________  

Greater than 10 Test Date (Step 2):  ___________  

Not Required 

Unknown 
 
CHEST X-RAY 

Negative – No Follow Up X-ray Date:  _________________  

Positive – Follow up Needed X-ray Date: __________________  

Positive – Follow up Done=Cleared X-ray Date: _________________  

Not Required 

Unknown 
 

HEPATITIS B  MET REQUIREMENT  
If necessary, this series may be initiated upon entry into your program.  

Antibody testing should be done within 1 to 6 months after 
immunization is completed, and follow up immunizations would be 
recommended as necessary. 

Titre Positive 

Titre Negative 

Immunized Admin Date 1:  _______________  
 Admin Date 2:  _______________  
 Admin Date 3:  _______________  

Not Immunized 

Deferred – Medical Reasons 

Non-Responder 

Unknown 
 
HEPATITIS SEROLOGY 
HBsAb 

Negative   Test Date: ___________________  

Positive   Test Date: __________________  

Not Required 

Unknown 
HBsAg  

Negative   Test Date: ___________________  

Positive  Test Date: ___________________  

Not Required 

Unknown 
 

TB TESTING NOTES:  

 
 
 
IMMUNIZATION NOTES: 

Student Signature: Date: 

I certify that the above information is accurate and up-to-date  

Health Care Provider Signature: 

Date: 

Name/Stamp of Health Care Provider reviewing this document 
 
 
 

For Educational Institution Use Only 

Date Form Received: 

Received By: 

Date Immunizations Completed: 
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