RWJBarnabas

HEALTH

Corporate Care
Employee Health and Wellness

REGISTRATION FORM
Fax : 908-994-5623
Phone: 908-994-5368

COMPANY: DEPARTMENT:
POSITION:
PATIENT NAME :
SOCIAL SECURITY # DATE OF BIRTH:
ADDRESS:
CITY: STATE: ZIP CODE:
HOME PHONE: CELL PHONE:
SEX: wm [ | F[ ] MARITAL STATUS: RELIGION:
PLACE OF BIRTH:
(IF FOREIGN COUNTRY, NAME - IF USA, STATE NAME)
RACE: ETHNICITY:
PRIMARY LANGUAGE: Are you a Veteran? Yes NO

EMAIL:

Do you have any medication or food allergies? No or Yes
If yes please list:
EMERGENCY CONTACT
NAME :
RELATIONSHIP:
ADDRESS : HOME PHONE:
CELL PHONE:

CITY ZIP CODE

This information will be entered in our ADT system.

Please review for accuracy.

Updated 04/26/2024 (TRMC)

SIGNATURE



Corporate Care

RWJBarnabas

HEALTH

Employee Health and Wellness

Attachment #1 Volunteer Application Medical Clearance Checklist

Name: Phone Number:
ADULT (18 y/o or older) OR TEEN (17 y/o or younger): Date of Birth:
Email:

Department: VOLUNTEER SERVICES / RESOURCES Social Security #:

For Medical Professional (MD, DO, APN, PA)

Task

€  Physical exam within past 12 months

€  Tuberculosis (TB) screening via blood or two skin tests

¥ | Proof of immunity to all the following viruses:

Rubella (German Measles)
Rubeola (Measles)

Mumps

G @ Qo

Varicella (Chicken Pox)

Hepatitis B (Blood test required regardless of
vaccination status)
Teen Volunteer: Has three (3) Hepatitis B vaccinations

Proof of vaccine for TDaP (Tetanus, Diphtheria,
pertussis)

Proof of Influenza (Flu) vaccine

Notes

By PCP with vaccine and titer documentation
attached

TB blood or two skin tests (e.g. QFTG,
QFTplus4T, or TSPOT) collected within the past 3
months (documentation must be attached — see
attachment #2)

Documentation must be attached

A positive IgG titer or proof of 1 MMR vaccine

A positive IgG titer or proof of 2 MMR vaccines,
given > 4 weeks apart

A positive IgG titer or proof of 2 MMR vaccines,
given > 4 weeks apart

A positive IgG titer or 2 VARIVAX vaccines,
given > 4 weeks apart

A positive hepatitis B surface Antibody titer BLOOD
TEST for immunity (HepBsAb); If negative (not
immune), then either a Hepatitis B vaccine series
started or a signed declination form at your final
appointment.

Must be the ADULT version of the vaccine — Adacel
or Boostrix. (The childhood DTAP is not
acceptable).

Flu season only: Approx. Sept — April

For Volunteer Applicants:

¥ Ensure both pages of the medical attestation forms are
completed by your provider, and signed/dated.

€ Make your appointment with Employee Health to submit
your Medical Attestation form, vaccination
documentation, and blood test results

€ You will be cleared to volunteer after submitting all
requisite medical information above and completing a
urine drug screening at your appointment.

Medical Provider:

If you are 17 or younger, you must be
accompanied by a parent or legal guardian with
their valid photo ID.

Call Employee Health to make your appointment.
Please do not send any medical forms or
paperwork to the Volunteer Department.

All appointments must be no later than 2 PM,
Monday-Friday, to accommodate the drug
screening process.

(MD, DO, APN, PA)  PRINT Name, Title
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Sign Date




RWJBarnabas

HEALTH

Attachment #2 Tuberculosis (TB) Screening/Respiratory Assessment: ALL must complete Parts A, B, C

NAME: DOB Dept: Volunteer

A. RISK assessment:

1. Do you have any history of a Positive Tuberculosis Test (Skin (PPD/TST) or Blood)?
If Yes: When was your FIRST Positive TB test? . Do you have proof?
Did you take a complete course of medication for TB (usually 4 - 12 months)?
If yes, what did you take? , for how many months?

2. Have you lived in another Country? Where?: How many years?

3. Are you currently Immune Suppressed? If yes, how?

4. Have you had prolonged close contact with someone with Tuberculosis?

B. SYMPTOM evaluation: Do you have any of these symptoms of contagious TB? Circle Yes or No

LoFever / ChillS......uoei i Yes / No
2. L0SS OF @PPELILE. ..ttt ittt e e Yes / No
3. Coughing up blood.......oeeuini i Yes / No
4. Unexplained Weight LoSs........ouvuiniiiiiiiieis s Yes / No
5. Tires easily (WithOUt @ T€ASOMN). .. ...verieintitititet ettt e e Yes / No
6. Night Sweats (other than menopause)...........oevvvviviiiiiiniiriiiiniieennnn. Yes / No
7. Coughing frequently for greater than 3 weeks. ... Yes / No
Volunteer SIGNATURE: DATE:

C. TB Testing (must be with in past 3 months):

TB Blood test: (QFTG/QFTplus4T/TSPOT) Date Collected- Result:

TB Sl:i)rFtest: (2 Step PPD/TST tuberculosis test):
PPD#1: Date plant- Date read- Reading (mm)
PPD#2: Date plant- Date read- Reading (mm)

D. Respiratory Assessment: Required for Positive Symptoms or Positive TB test (or history of positive test).

1. CXR (PA, w/in 1 year) Date: Result:
2. TB blood test (if not already done): Date: Result:
3. Exam: Coughing: Temp: BMI: Lung Exam (Spec Atten Upper Lobes):

I attest the above-named Individual has completed ALL medical requirements listed above in Attachments I and II, is
free of communicable disease, and if any of their viral antibodies are negative/equivocal, they are currently compliant
with the associated vaccine series schedule. All documentation is retained in my Medical Facility and will be provided if
requested.

Medical Provider:
(MD, DO, APN, PA) PRINT Name, Title Sign Date

Phonett: License# Address:

RWJBH Employee Health Only:
Reviewed by: TB Risk category: ENTER into AGILITY:




