Doa

02/07/}GG

fCandidate Name
Etoria Davenport

Position/lab Title
pot washerffood service

Onty required for Environment Services
and positions requising Dirgct Patient Care

O

month 0, month 1, and month 6

Site . Contracting Agen .
Baylor St. Luke's Medical Center 8O8Y Majesty Staffing
ired? . . " F .

Hep Brequired? 1 not exposed to specimens during daily wark luSeason? ves October through Aprit

Vacclng Prevgntable Diseases - The above-named individual must demonstrated immunity from each of the following vaccine p able d based on the form of evidence indicated in

either Calumn A or B below, Medical contraindicationis] and refgious objectionis) to any vaccine must be evidenced by a signed Declination Form on file with the referring Agency/source,

Conditional clearance will be given for individuals who have started the necessary vaccine serles.

. A. Titer B. Vaccination Record
Disease
v Test Dote Required Dose Administrotion v Dose 1 Date Dose 2 Date Dose 3 Date
2 doses MMR vaocring odministered at least

MMR Positive Titer 22 days apart ®16/1/2016
b 2 dases live Varicelia vaccine administered
+ Varicella Positive Titer O at least 28 days apart ®|6/1/2016
ﬂu; d d

Tdap Dat Td Beoster Date
Tetanus / Diphtheria Tdap vaccination and Td boaster if Tdap O e —
Pertussis administered more than 10+ years 6 I1 12 01 6
1 dose current season’s influenza vaccine
jinfluenza ‘ormulotion if hired dunng octive flu seasan E]
HepB Positive Titer

3 doses hepatitis 8 vaccine administered at

WI 6/1/2016

E T8 Disease Exposure Control You are required to test negative for T8 and complete the T8
|sreening Questionnaire

—
Date T5Q administared:

6/1/2016

completed ond the date(s)

|A. For Those witha Negative TB Screen History, please indicate whether a T8 Biood Test or 2 negative TB Skin Tests were

B. ror Those with Documented Prior Positive T8 Test, please
indicote the dote negative chest x-roy

Questionnaire {MEQ] and pass a respiratory fit test. Please indicate the date you completed the MEQ, and complete the appropriate fields in Section 3 below.

[+ ] Test Requlired Test v Testing Date Test Reguired Test ¥ | Clearance Date

.t Test Administered Test Results

|@'| TeBlood Test [Cuantiferon Gold or T-Spat { N Chest X-Ray |Negative chest X-Ray O

[- 5 O 6/1/2016 Negative

T8 Skin Test 2 Megative TA Skin Tests within the last 12 maonths, @ 134 TST wiln last 12 manths |20 TST win List 80 days
with at least 2 weeks between the 13t and 2nd test
Date Placad forearm Negalive
| Date Read ery2036 i
— Negalive
Resplratory Fit Testing Program If you will be assigned to a Direct Patient Care or Environmental Services position, you are required to have completed an O5HA Respl Medical Evaluation

o
t' O Yes If yes, date MEQ administered:
= Fit Test Reguired? —
g' ® No
I v |Manufacturer and Style Model Test Date
[ Respiratory Fit Test  |Passed test using mask indicated ﬁ
—
< Drug 5¢ ing - The above d individual has fully p d a 12-panel drug screen within 30 days of employment with Contracting Agency, in accordance with CHI 5t. Luke's pre-
employment drug screening policy.
E Screening Description v |Cearance Date
-5 Drug S5creen 12-Panel Urinary Drug Screen O 6’2/201 6

IAgeng Representative Attestation
knowingly fa'sifying this form may impact the agency's contract with CHI 5t. Luke's Health.

| certify that | have reviewed the records of the above named individual, and that they information contained In Sections 1-4 above are a true reflection of the medical records. 1 understand that

YT TE Ty Ty Y CYR T Yy TSt % ety
IAGENCY/COMPANY REPRESENTATIVE SIGNATURE

Chandra Thompson

Date

6/2/2016

OHD Non empleycee attestation v15 05032016



