Reéhiry completed foring o:

7 \WEST LIBERTY

e Bert oz

4 U'N ] VERS]TV WLUStuident Henlth Services

208 Univérsity Drive; CUB 127
West Libérty, WV 26074

Health Screening Forin
Physician Assistant Program _— Or Feix 10; 304-336-8315

Student; Please complete-and sign section 1 ihen, vefun form to the above address.

Seetion 1.

“Name: (print).

1 hereby: pive consent to the West Liberty University Student Health Services 10 proyide the iinformation requested in
section T for the purpose.of determining my ability fo participate-in activities telated to my educatioti and training in the-

| Physiciah Asgistant Pogram, I fugther understand my actual health reoord will be held ini the Student Health Services
center and ave subjected to-ptivacy laws.

‘Signature of student . Date

West Liberty Uniyersity Student Healtl Serpices Center personnels Pleasé gomplete section 2 then, retivrn form io the
Physician Asvistarit Program, '

Seéction 2,

West Liberty University Student Health Services;personnel; Please attach a copy of imraunizations and verify that the
student was forind | . |

vualified _/ nof qualified (cheek one) fo participatein the Physicidn Assistant Piogran by his of ler
niedical providet,

Sigraturo of Health Cate Services personnil | "Date

West Liberty University Physician Assistant Program: Please verify all above information is correct.and check the
_appropriatebox, Sign aud date where indicated,

‘Section. 3.

Upon xeview of thic above infoimation, the Physician Assistant stident is founilto bes
Qualified . / Not qualified. to participate in the progtam..

' WLU PA Program representative signature Date




Returtt completed forms to:-
WLU Studént Health Services’
208 University Drive, cuB 127
Waest Liberty, WV 26074

& : : Fax: 304-336-8315
GONFIDENTIAL MANDATORY HEALTH FORM — PA PROGRAM |

Soection §; Heaith Gugstionnalre |
_"This certificate of health. must be completed and returhed to the tollege. Failufe to subinit thls form may

result in your being. denled treatment at Student Health Services, participation’ i intercollegiate spatts; or entry
‘into sorpe dcademic programs. Please print ur type all entries.

Narte: _ e ‘Stident]D No:.
Last , First )
Semester Entering: [ Fall {1 Spring [ Suminer  Yeaf____.__ Status; [} Graduate Student l'_'] PA ngram
Datg of Blth: _ _ Gendor: [ Male: [ Féinale Maritel Status: (]8[O M
Hoine Address;
- Street . City: State 7 ZipCode.
. Person to notify Iy emergency:. . _ . _. Relatjonship:

Address, if dlifferent from abover

Emargency Gontact Phons Number: Work . -Home
Medligal institancé Cornpany: ‘ : . ~ Policy No.:

Doesthis fnsurance cover injuries siistaingd if student ;:iamclpates in athlelles? ' [OYes [ONo
Entlose & photocopy of your Insyrance card, front and back, ' o

Sectlon i Health History

A.Ate you allergle to medications? [J Yes [0 No  Describe

Do you hiave any other aliefgles? [ Yes [0 No Describe

‘B..Do you take any medications regulariy? [0 Yes [ No It yes, please hsﬁhem

‘G, Médical Histaiy: Gheck all that apply to you ~past or present.

T High Biood Pressure © [OrAsthma ] Hepalitis or Jatindice 1) Headaches C |
[ Haart Disease [] Bronchitls 1 Gell Bladder lisease 1 Ariteifis
[Heart Mutirior [ Prigumonla, [ Cofitis [ Low back pain.
[l Mitral' Vaive Prolapse: [T Toberculosis [l Canicer [ $kin diseases
[ Rhieurniatio Heart.Disease [ Indigestion [ Diabstes [ Bletd distrders
[ Need dental premedication 1 :Cbn§gipa'!i9q : EI Thyrdid Disaése [ Sexually Trahsmitted” Disaase'
1 Chest palnftightness: [ Hevigrrholds 1 Kidney disease [ Anxlety! Depression
‘[] Shoriness of Breath [7] Uleers O Gout [ AleohaliDrug Abuse.

] Golok biindness ] Loss of jolnt motlon [ Inability to lift.or hend [l Loss of vision




D. Do-you have any significant, on-golnig tiealth prablems or concetns of which you wantthe WLU Health Setvice to
be aware? _ Yes _ No If yes, pléase explain. .

E, | will be'enfering the Master of Science in Phiysicjan Assistant Studies Program.

| give my permission to the West Liberty University Health Service fo provide Information of fhis Mandatory Health

Form 1o the program tmatlked above as required by that program (status of tiealth and iramunizations). Actual form s
confidential and will be kept in the Health Services files oniy). 1 Yes O Neo

F. Wil you be parti_oipat_ing‘i'r;,i'niercgilegia_{a sports? C1Yes [J No ifyes, whatsport(s)? _
{ give my pernlssian-to the WLU Health Service to share this Mandatory Healfh form with the program marked
.above so that | may participate. 3 Yes [ No

G [ give my permission tothe West Liberty University Health:Service to prayide a copy of my immunization record
with the Office of Admisslonsto meet the-requirements for my admission to West Liberty-University by the State of
West Virgipia. 1 Yes O Ne

STUDENT SIGNATURE REQUIRED

Signature of Student Date

Saction {i: Parent/Guardian Slgnature — Required if student Is less than A8 years of age.
Medical consent if under 18 years of age

{ authorize the WLU Health-Sefvice and the WLU Gounseling Center to employ diagnostic procedires and to
render ahy treatnient or medical, siigical, psychological, of psychiatric care desimed nécessary 1o the health and
wall being of my child.

161 he case of an emergency, | authotize to,sign any and el nécessay redioal formis I iy behalf: Dean of Entofiment,
and Studant Services, WLU Health Service Staff, Diréctor of Residence:Life; and Residefioe Life Area Coordinators, 1t is
understood that the above desighated officlals of West Liberty Unlvérsity are In no-way financially responsible or liable for
any ot all medical care, fréatnient, orsurgery performed. '

| graint permission Tor the transfer of my child to an peeredited ho,‘s‘pital or othiér care fadllity If deemed necessary by

the medical of mental health provider.

I agree to be responsible for any éxpénss In conneétion With the afdresald, where ry Insurahce does fiot provide
payment of thé same '

1 grant permission for-the hospital 6r olfier caré facility fo pravidé informiation concerning my child's treatmsfit by

their facility to the West Liberty University Health Sérvice ot the West Libsfty University Colingsling Center for
contintiity of care. ' i

Sgiatare of Parent of Legal Guardian (It applicaple) ' T TDate




Refuen, con;plered forisdo:

T \WEST L]BEB.TY West Libeity Univérsity
: TINIVERSTTY Health Service-Atta: PA. Prograim

208 Univeisily Diive
Gollege UnionBex: 127
West Liberty, WV 26074

Name

ot (= i Fax: 304-3364.8313

Section lIli Physical Examination - : L
(TH!S SECTION TO BE COMPLETED BY YOUR PHYSICIAN, NURSE PRACTITIONER OR PHYSIGIAN ASSISTANT)

Height Welght Blood Presstits . Pulsa. Respitation .

Eyes Glasses: ___Yes __ No CantactLensés;  Yes _ No Color Vislon: Yeg’ No

pre——— L ———
]

Visual Acuity: Uncorrected: R. _ J20 L. /20 Coftegted: R, . /20 L, 120

"Normal | Abnormal | Notés on Abtiofmalities,

Skin

‘Héaring

Head

Far, Nosa.& Throat

Neck: Thyrold

Cardlo-vascudar

“Lairigs

Breasts

Abdommen

Reactum.

Genitalia

Mensirtation

‘Back & Exiremities

Reflexes

Skin

Joint Motion

‘Recommendations forphysical activity Unlifmited . Limited-expldi..

Pleass list current medicationss,,

Please hote allergios or sensitivities.

Does itie sfudent require'a special diel? ___Yes ___No  Explain:

s this student presently under medical therapy or psychological couhseling?

Explain any physical or emotional conditfons, whish you consider impdrtant. .

Impression and Recommendations

The student is*ph__yslr;allyqualiﬂed to undergo & draduate-level fraifing progtam? - Yes No.

Health Gare Provjder's Signature__ 1 Date

Print Name ' . Phoné Nurnber.

Address:.

Street Clty State Zip




IMMUNIZATIONS

Name:

WEST LIBERTY UNIVERSITY
PHYSICIAN ASSISTANT STUDIES PROGRAM

Return Completed form fo:
WLU Student Health Services
208 University Drive, CUB 127
West Liberty, WV 26074-0265
or fax to: 304-336-8315

Confidential Mandatory Health Form
(To be completed and signed by your health care provider)

(Last, First, MI) 'WLU Student @#:

Hepatitis B

Immunization is required for all students, This series of two or three immunizations AND post-
vaccination antibody titer for proof of immunity is required.

Dates immunizations were given: 1, (M/Y) 2. (M/Y) 3. (MY

Hepatitis B antibody titer
(required)

Hepatitis B surface antibody titer 1 — 2 months after final dose:

Titer date: (M/Y) Results: (results MUST be attached)
Influenza
Immunization is required each year. Date: (M/Y)
Covid-19
Current booster: | 2023-2024 updated Covid vaccine: Brand/Date ! (M/Y)
Previous doses: | Brand/Dates: 1. | (M/Y) 2. E M) 3. ! {M/Y)

Please attach copy of CDC Covid 18 vaccine card.

Measles-Mumps-Rubella
(MMR)

Series of 2 doses of live MMR vaccine. (2% dose must be separated by at least 28 days from the 1%
dose).

OR may provide MMR titers below

Measles antlbody tlte T

_.Rubeila antlbudy screenmg
“(ifno proof of vaccination)

f(lf no proof of vaccmatlon) :

Chlcken Pox (Varlcelia)

2 doses of the vaccine, at least 28 days apart

Date given: 1.

(MIY) 2.

_Varncel]a antlbody t:ter A

:Ti_t_:érf;iéte :

M/Y oflllness__ i

:Prowder mmals _

Tetanus/Dlphtherm/Pertussrs

Primary series of 4 doses w1th DTaP or DT

Bacterial Meningitis

Dates given: 1. {M/Y) Tdap Booster*; (M/Y)
2, (M/Y)
3. (M/Y) *Must have been within the last 10 yrs.
4 (M/Y)

MenACWY: Date given: 1. (M/Y) 2. (M/Y)

MenB: Date given: 1. (MY) 2. (M/Y)

Please note: 1) Within 3 months after beginning our PA Program, all students will be required to have a two-step PPD test for tuberculosis according to COC healthicare worker guidelines.
Eacht of these lests will cost approximately $20.00. 2) If histery of positive PPD, chest X-ray results required. 3) IGRA/QuantiFERON is acceptable it lieu of two-step PPD.

IGRA/QuantiFERON is necessary instead of PPD if history af receiving BCG. 4. Covid 19 CDC

Health Care Provider’s Signature:

)

izution rec

as of 12/12/23 and are subject to change,

(Form npeuted December 12, 2023)

Date:




Healthcare Personnel Vaccination Recommendations'

VACCINES AND RECOMMENDATIONS IN BRIEF

COVID-19 -

If not up to date, give COVID-19 vaccine according to current CDC recom-

mendations {see www.cdc.gov/vaccinesfhep/acip-tecs/vacc-specific/covid-19.html),
Hepatitls B — if no previous dose, give either a 2-dose serjes of Heplisav-B or a 3-dose
seties of either Engerix-B, PreHevbrio, or Recombivax HB. A 3-dose series of Twinrix
vaccine, which prevents hepatitis A and B, is an option. For HCP who perform tasks
that may involve exposure to blood or body fluids, obtain antibody serology 1-2

months after final dose

Influenza - Give 1 dose of influenza vaccine annually,

MMR - For healthcare personnel (HCP) born in 1957 ot fater without serologic evidence
of immunity or prict vaccination, give 2 doses of MMR, 4 weeks apart. For HCP born

prior to 1957, see below.

Varicella {chickenpox) — For HCP whé hiave no serdlogic proof of immunity, prior vacci-
nation, or diagnosis or verification of a history of varicella or herpes zoster (shingles)
by a healthcare provider, glve 2 doses of varicella vaccine, 4 weeks apart.

Tetanus, diphtheria, pertussis. Give 1 dose of Tdap as soon as feasible to all HCP
who have not received Tdap previously and to pregnant HCP with each pregnancy (see
below). Glve Td or. Tdap boosters every 10 years thereafter,

Meningococcal - Give both MenACWY and MenB to microbiologists who are routinely
exposed to isolates of Neisseria meningitidis, As long as risk continues: boost with
MenB after 1 year, then every 2-3 years thereafter; boost with MenACWY every 5 years.

Hepatitis A, typhaid, and polio vaciines are not routinely recommended for HCP who may have en-the-job expasttre 16 fecal inatérial

Hepatitis B

Al healtheare personnel (HCP) who cannot docu-
ment previous vaccination shotild receive either 4
2-dose seties of Heplisav-B at.0 and 1 month or
a 3-dose series of either Engerix-B, Pretevbrio,
Recornbivax HB, or Twinrix at 0,1, "and 6 months.

HCP who perform tasks that may involve exposure

to blood or body fluids should be tested for hepati-
tis B.surface antibody {anti-HBs) -2 months after
dose #2 of Heplisav-B or dose #3 of Engerix-B or
Recombivix HB to docurnent immunity.

® If anti-HBs is at least 10 mIUJmL (positive), the
vaccinee is immune. No further serologic test-
ing or vaccination is recommeénded.

= if antl-HBs is less than 10 miUfmL (negative},
the vaccinee is not protected from hepatitis B
virus (HBY) infection, and should receive
another 2-dose or 3-dose series of HepB vaccine
on the rautine schedule, followed by anti-HBs
testing 1-2 months later, A vaccines whose
anti-HBs remains less than 10 miU/mL after 2
complete series Is considered a “non-responder,”

For non-responders: HCP who are non-responders
should be considered susceptible to HBY and
should be counseled regarding precautions to pre-
vent HBY Infection and the need to obtain HBIG
prophylaxis for any kriown or probable parenteral
exposure to hepatitis B surface antigen (HBsAg)-
positive blood or blood with unknown HBsAg
status, Non-responders should be tested for HBsAg
and anti-HBc¢ to detérmine infection status,
Infected HCP should be counseled and medically
evalyated.

® Immunize.org

For HCP with documentation of a complete 2-dose
{Heplisav-B) or3-dose {Engerix-B; PreHevbrio,
Recombivax HB, or Twintix} vaccine series but no

‘documentation of anti-HBs of at least 10 miU/

ml (e.g., those vaccinated in chifdhood): HCF who
are at tisk for occupational blood or body fluid ex-

posuré might underga antl-HBs:testing upoh hire
or matriculation. See references 2 and 3 for details.

influenza

All HCP; including students and valunteers, in any
healthcare sétting should recéive annual influenza
vaccination, Live attenuated influenza vaccine
(LAIV) may only be given to non-pregnant healthy
HCP age 49 years and younger. HCP who receive
LAV shottld avoid close contact with severely tmmu-
nosuppressed patients (6.g., stem cell transplant
recipients) who require protective isolation for
at least 7 days after vaccine administration,
Measles, Mumps, Rubella [MMR)
HCP who work in rriedical facllitles should be
immune to measles, mumps, and rubelia.
= HCP born in 1957 or ater can be considered
mmuné to measles, mumps, or'ribella only if
they have documentation of (a}.laboratory con-
firmation of disease or immunity or {b} appiopri-
ate vaccination against measles, mumps, and
rubella (i.e;, 2 doses of live measles and mumps
vactines given on or after the first birthday and
separated by 28 days or more, and at least 1 dose
of live rubelia vaccine). HCP with 2 docu-
mented doses of MMR are not recommended
te be serologically tested for immunity; but if

they are tested and resuits are negative or
equivacal for measles, mumps, and for fubella,
these HCP should be considered to have pre-
sutnptive evidence of Immunity to measles,
rnimmps, andfar rubella and are not in need of
additional MMR doses.

Although bisth before 1957 is considered accept-
able evidence.of measles, mumps, and rubefla:
immunity, 2 doses of MMR vaccine should

ba considered for unvaccinated HCP botri before
1957 who do not have laboratory evidence of dis-
ease or immunity to measles andfor mumps.
One dose of MMR vaccine should be considered
for HCP with no laboratory evidence of disease
orimmunity to rubella, For these same HCP
who do not have evidence:of immunity, 2 doses
of MMR vaccine are recommended during an
outbrealk of measles or mumps and 1 dose dur-
ing an outbreak of rubella, HCP who have had

2 doses of MMR and are identified by public
health authorities as being at increased risk for
mumps because of an outbreak should receive
a third dose of MMR to improve protection.

Varicella

All HCP should be Immune to varicella, Evidence
of immunity In HCP.includes documentation of
2 doses of varicella vaccine given at Jeast 28 days
apart, laboratory.evidence of immiunity, fabora.
tory confirmation of disease, or diagnosis or veri-
fication of a history of varicella or herpes zoster
{shingles) by a healthcare provider.

Tetanus/Diphtheria/Pertussis (Td/Tdap).

All HCPs who have not ar are unsure if they have
previously recéived.a dose of Tdap should receive
a dose of Tdap as soon as feasible, without
regatd to the interval since the previous dase of
Td. Pregnant HCPs shouild be.revaccinated dur-.
ingz each pregnancy. All HCPs should then receive
Td of Tdap boosters every 10 years thereafter.

Meningococcal

Microbiofogists who are routinely exposed to
isolates of N. meningitidis should be vaccinated
with both MenACWY and MenB vaccines: The
two.vaccines may be given concomitantly but at
different anatomic sites, if feasible.
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For additions| specific ACIP recommendations, visit CDC's web-
site at wwnv.cdegoviviceinesthepfacip-récs fvacespecificfindes,
html or visit immunze.org's website at www.Immunize.orgfacip,

FOR PROFESSIONALS WWw.immunize.org / For THE pusLic www.vaccineinfarmatlon.org

www.Immumnize.orgfcatg.d/p2017.pdf « ltem #P2017 (7/22)




