NURSING STUDENT IMMUNIZATION RECORD 2026-27

Complete all sections - Each section must be signed by a qualified healthcare provider

STUDENT INFORMATION

Legal Name:

Previous Names:

Preferred Name: Date of Birth:

Address:

City: Province: Postal Code:
Phone: Email:

Student UBCO ID:

TUBERCULOSIS SCREENING

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

|:| Known Positive Reactor
TB Skin Test Date:

Results:

Read Date:

Chest X-Ray Date:

D Negative - No Follow Up D Positive - Follow up Needed D Positive - Follow up Completed

Healthcare Provider:

Date:

Signature:

License #:

COVID-19 VACCINE

Students should have a minimum of two doses of COVID-19 vaccination. Additional boosters may be recommended based on current public health guidelines.

Number of doses received:

Date of last immunization:

|:| Requirement Met |:| Not Immunized for Personal or Medical Reasons D Unknown

Healthcare Provider:

Date:

Signature:

License #:
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TETANUS, DIPHTHERIA, PERTUSSIS (TDAP/TD)

Tdap immunization within the last 10 years recommended, OR Td booster every 10 years or at least once during adult life.

Primary Doses Date

Dose 1

Dose 2

Dose 3

Dose 4 (if applicable)

Tdap Date: OR Td Booster Date:

D Requirement Met |:| Not Immunized for Personal or Medical Reasons D Unknown

Healthcare Provider: Date:

Signature: License #:

POLIO VACCINE

Primary series (3 doses) of poliovirus vaccine (OPV or IPV). Recommend single booster dose 10 years post series completion for those 18 years of age and older.

Dose Date

Dose 1

Dose 2

Dose 3

Booster (if applicable)

D Requirement Met D Not Immunized for Personal or Medical Reasons I:l Unknown

Healthcare Provider: Date:

Signature: License #:
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VARICELLA (CHICKENPOX) VACCINE

For those without reliable history of disease or serologic evidence of immunity, two doses of vaccine are recommended. Self-reported history adequate only if disease occurred
before 2004.

Dose 1 Date: Dose 2 Date:

Titre Date: Result:

|:| Requirement Met |:| Not Immunized for Personal or Medical Reasons D Unknown |:| Confirmed Immunity

Healthcare Provider: Date:

Signature: License #:

MEASLES, MUMPS, RUBELLA (MMR) VACCINE

Two documented MMR vaccines after 12 months of age recommended for healthcare workers. Different requirements apply based on birth year - see individual disease
requirements below.

MMR Dose 1 Date: MMR Dose 2 Date:

Measles: Two doses required for those born Mumps: Two doses (born on/after Jan 1, 1970), Rubella: One dose required for all without
on/after Jan 1, 1957 one dose (Jan 1, 1957 - Dec 31, 1969) evidence of immunity

|:| Requirement Met |:| Requirement Met |:| Assumed Immunity |:| Requirement Met |:| Assumed Immunity

D Assumed Immunity (born before 1957)

Healthcare Provider: Date:

Signature: License #:
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HEPATITIS B VACCINE & SEROLOGY

Important: Requirements for Hepatitis B vaccines can change. You must follow up with a healthcare provider to ensure you meet current requirements.
Complete series and serology testing required.

Individuals who received hepatitis B vaccine years prior to enrolment as a student in a health care profession response to initial vaccination is unknown should be tested for
HBsAg, anti-HBs and anti-HBc Total. Consider as immune those who have documentation of a complete series of hepatitis B vaccine and antiHBs = 10 IU/L. However, if anti-HBs <
10 IU/L and:

« anti-HBs is detectable: provide 1 dose of vaccine and retest 4 weeks later:
o If level is 2 10 IU/L, consider as immune and no further doses are required.

o If level is < 10 IU/L, complete the second vaccine series and retest 4 weeks later.

« anti-HBs is undetectable: provide a second series and retest 4 weeks later.

Dose Date

Dose 1

Dose 2

Dose 3

Booster 1 (if needed)

Booster 2 (if needed)

Series Completion Date:

Serology Results:

HBsAb Date: Result:
HBsAg Date: Result:
Anti-HBc Date: Result:

|:| Requirement Met |:| Not Immunized for Personal or Medical Reasons |:| Unknown

Healthcare Provider: Date:

Signature: License #:

INFLUENZA VACCINE INFORMATION

Note: Influenza vaccines are not included in this record as they are annual vaccines available in November. Under BC Influenza Control Program Policy,
students must either receive a flu shot OR wear a mask in patient care areas during flu season (November-March). Students are responsible for obtaining and
keeping proof of influenza vaccination. Failure to provide proof will require mask wearing during all shifts in patient care areas.

Students who cannot be immunized due to allergies, pregnancy, or other medical reasons must provide a letter from a healthcare provider.

STUDENT CERTIFICATION

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

Student Signature: Date:

*Must be signed to be considered complete.
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FOR EDUCATIONAL INSTITUTION USE ONLY

Date Form Received:

|:| Immunizations Complete |:| Immunizations Incomplete

Completion Date:

Follow-up Notes:

Received By:

Determined By:

file:///Users/melwills/Downloads/nursing_immunization form (3).html
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