	UNIVERSITY EMPLOYEE HEALTH CLINIC 
(UEHC)
FIRST FLOOR BOYD TOWER

UNIVERSITY OF IOWA HOSPITALS AND CLINICS

200 HAWKINS DRIVE, IOWA CITY, IA  52242

PHONE 319-356-3631, FAX 319-384-9697
Worksheet for 

IMMUNIZATION Requirements 

(PROVIDE SUPPORTING DOCUMENTATION TO UEHC)
	 DATE

 ID #

 NAME

 BIRTHDATE

 IF NOT IMPRINTED, PLEASE PRINT DATE, ID #, NAME

	Completion is your responsibility.  Compliance is required prior to employment or volunteer work at
The University of Iowa Health Care.

	Requirement is 2-step Tuberculin Skin Test (TST)
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  TB test # 1 _______________________________ (date within last 12 months -provide result from outside source)
OR
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  TB test #1 _____________________ (date placed in UEHC)  _____________________ (date read in UEHC)
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  TB test #2 _____________________ (date placed in UEHC)  _____________________ (date read in UEHC)
Requirement if TST reactive
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  Bring copy of reactive skin test.
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  Bring copy of chest x-ray report.

	For those born before 1957 one Measles, Mumps, Rubella (MMR) (vaccination date)____________________


OR blood titer results for each:
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  Measles blood titer ____________________ (result/date)
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  Mumps blood titer _____________________ (result/date)
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  Rubella blood titer _____________________ (result/date)

	For those born after 1957 two Measles, Mumps, Rubella, (MMR) 
                                                                                           (vaccination dates) #1_____________     #2_____________


OR blood titer results for each:
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  Measles blood titer ____________________ (result/date)
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  Mumps blood titer _____________________ (result/date)
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  Rubella blood titer _____________________ (result/date)
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  Varicella/Chickenpox:  Bring (2) vaccination dates.  (vaccination dates) #1_____________     #2_____________

OR
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  Varicella/Chickenpox blood titer ______________________________(result/date)



Recommended to provide the following documentation dates/results:
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  Hepatitis B vaccination/titer result dates.  (vaccination dates) #1__________  #2_________  #3________

                                                                           (blood titer) ______________________________(result/date)
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  Td (Tetanus/diphtheria) OR Tdap (tetanus, diphtheria pertussis) _________________(vaccination date)

 


To register for a medical record number prior to scheduling UEHC appointment date, 

Please call UIHC Registration at 319-356-3511, then
Schedule UEHC Clinic appointment, call 356-3631 (Clinic hours – Mon.– Fri. 0700 -1700)
TB testing Mon.-Fri.: 0700-1700, no TB skin testing on Thursdays
THE UNIVERSITY OF IOWA                      Created 3/26/07, revised 8/3/07, 4/8/08
200 HAWKINS DR., IOWA CITY, IA  52242

