St. Luke's The Woodlands Hospital
Junior Volunteer Health Review Certification Form

Date: Volunteer Program:

Name: Age Male Female

Last Name First Name Middle Name

Social Security #

Date of Birth

Physician’s Name

In case of Emergency, Notify

Relationship

Have you ever had any of the following (please circle answer):
Past History of Disease

Laboratory Testing
Indicating Immunity

Physician’s Phone Number

Home Phone#

Phone Number

Chicken Pox (Varicella) Yes No Unknown Yes No Unknown

Rubella (German Measles) Yes No Unknown Yes No Unknown

Rubeola (Red Measles) Yes No Unknown Yes No Unknown

Mumps Yes No Unknown Yes No Unknown

Polio Yes No Unknown Yes No Unknown
Immunization Records Date of Last Immunization

Polio

DPT (Diphtheria/Pertusis/Tetanus)
Tetanus/Diphtheria Booster

MMR (Measles/Mumps/Rubella
Measles Only

Rubella Only

Mumps Only

PPD (MANTOUX TUBERCUL IN SKIN TEST) DOCUMENTATION FORM OUTSIDE CLINIC

Hospital policy requires a Mantoux Tuberculin Skin test within the last six months. You may go to your physician or to a clinic to have the test administered and
interpreted. The following information must t be documented on this form or your permanent immunization card. If you use your immunization card, a copy must

accompany this form.

Date PPD Placed Date Read Result (Circle One)  Negative Positive (mm induration)
Chest X-Ray Result (Required for Positive PPD, Must be within the last year) Date
Signature & Title of Doctor or Nurse reading PPD Skin Test and/or validating chest x-ray results:
Name Title
(Signature only, No stamp) (RN, LVN, or MD only)
Please List all prescription medications that your are currently taking:
Do you have any health concerns, which might limit your ability to perform your volunteer responsibilities? No Yes

(Over to complete information on other side of form)




Have you ever had or do you now have any of the conditions listed below? For all yes answers, list approximate date/year of treatment and explain treatment briefly.
No Yes Explanation of Answer

Alcoholism

Arthritis

Asthma/Emphysema

Back Trouble

Cancer

Chest Pains

Diabetes

Drug Abuse

Epilepsy/Seizures

Fainting/Dizziness

Hernia

Hearing Problem

Heart Disease

Hepatitis

High Blood Pressure

High Cholesterol

Knee/Foot/Ankle/ Problem

Liver Disease

Nervous Breakdown/
Psychiatric Iliness or treatment

Obesity (> 20 pounds overweight)

Stroke

Surgery

Ulcers

Vision Problem

Other

| hereby declare that my answers to the above questions are complete and true. | agree that any false statements shall be sufficient cause for dismissal. | hereby
grant permission to St. Luke's Episcopal Hospital to investigate any information included in this form, and to contact my personal physician (listed on page 1 of this
form) with regard to the information given. |understand thatany information givento St. Luke's Episcopal Hospital by myself or my physician will remain
confidential.

Signature of Volunteer Date

For Volunteer Less than 18 Years of age the signature of a parent or legal guardian is required:

Signature of Parent/Guardian Date

Printed Name of Parent/Guardian Day Time Phone Parent or Guardian

EMPLOYEE HEALTH:

Date Outside Health Review Received:

Date Volunteer Cleared by Employee Health:

Employee Health Nurse Date




