[bookmark: _GoBack]Employee Medical Record

Facility Name				____________________________________
Address				____________________________________
						____________________________________
Employee’s Name			____________________________________
Address				____________________________________
						____________________________________
SS #					____________________________________
Hepatitis B Immunization Status:	☐ Immunized		☐ Not Immunized

Dates of Immunization
[bookmark: OLE_LINK48][bookmark: OLE_LINK51]First series				____________________________________
Second					____________________________________
Third					____________________________________
If not immunized, the reason for that:
· Blood test shows immunity (include copy of test results)
· Immunizations contraindicated medically (include documentation)
· Had been immunized previously (include documentation)
· Employee refuses immunization (include signed HBV declination form)

	Have you been exposed to bloodborne pathogens in the past?
	☐ Yes
	☐ No

	Have you been exposed to hazardous chemicals in the past?  
	☐ Yes
	☐ No

	Have you been exposed to Tuberculosis in the past?  
	☐ Yes
	☐ No

	Past or present medical problems:
	☐ Yes
	☐ No

	Do you have any allergies?  	
	☐ Yes
	☐ No



Describe:__________________________________________________.________________________________________________________________________________________________________________________________________________________________________________ 



Following items should be included in the medical record if applicable

· Results of post exposure evaluation
· Copy of evaluating healthcare professional’s report
· Copy of information provided to the evaluating healthcare professional

This confidential medical record will be kept separate from all other records pertaining to the employee and will not be revealed to anybody without the written consent of the employee.  The medical record will be retained for 30 years after employee’s separation from his employment.


Employee’s Name				Employee’s Signature



______________________			____________________________

							Date

							____________________________	
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