To:		All Nursing Students

Subject:	Yearly Physical Exam, Current CPR Card,
   		Personal Health Insurance, 
Malpractice Insurance (Graduate Students only)



All nursing students must meet the following criteria for the clinical component of nursing theory courses.  These requirements are mandated by the clinical agencies.

Nursing Students will:

· Submit the original completed physical to the School of Nursing’s office personnel two weeks prior to beginning of the semester.

· Submit a copy of the completed physical to your clinical instructor for each course that has a clinical component on the first day of class.  

· Proof of personal health insurance (copy of insurance card) attached to each physical.  

· CPR Certification (CPR for Professional Rescuers–Red Cross or Basic Cardiac Life Support Course (CAHA):  Copy of CPR Card attached to each physical.  If you do not have CPR certification, a class is offered at the beginning of the Fall Semester through the School of Nursing. An announcement will be made during the first week of classes.  You will be required to show your original CPR card to each of your clinical instructors.

· A copy of the laboratory titer results must be attached to each physical.  The words positive or negative are unacceptable.  

· Drug Screening Results are to ensure that the student is free from “habituation or addiction to alcohol or other drugs.” (Section 10 NYCRR of the NYS Department of Health Regulation).

· Malpractice Insurance Certificate is required for master level students only.

No student will be admitted to any clinical agency unless these requirements are met.  Students will be dropped from registration if they fail to comply with these requirements.  Your clinical preference will not be reserved.

*** Reminder *** Please keep extra copies of your physical.  You will need them for the Spring Semester.  Once the physical has been submitted to the School of Nursing, it will not be given back to the student for any reason.  



Guidelines for Nursing Clinical Clearance

All nursing students entering a clinical component must submit a completed Wagner College nursing physical exam form signed, stamped and dated by a healthcare provider clearing the student to participate in clinical placement/s (clearance obtained from chiropractors not accepted).

· Physical exams must be dated within a year.

· Only forms completed in full will be accepted.

· Measles, Mumps, Rubella (MMR) and Varicella-proof of measles, mumps, rubella and varicella titers must consist of a number value and constitute immunity (positive).  Equivocal titers are considered negative. Negative titer results will require one or two booster doses with the respective vaccine.  If two doses are required they must be separated by 28 days.  Titers must be repeated no fewer than 30 days after the last vaccination and submitted no later than 6-8 weeks after the last booster dose. Copies of the original lab results must be attached. A copy of repeated lab results must also be submitted.

· Tetanus-proof of one tetanus vaccine within 10 years must be documented.

· Polio-proof of childhood vaccination accepted. If no record of childhood vaccine is available your healthcare provider may write in “childhood immunization” if vaccinated as a child.

· Hepatitis B- the 3 dose vaccination series is recommended. Doses are administered on a 0, 1month, 6months schedule. Titers are also recommended to verify immunity but only if all three doses have been received 30 days prior to the blood test. Dates of vaccine or positive titer results must be documented on the nursing physical exam form.  A copy of the original lab results must be attached if documenting positive titer results.  A declination form may be signed in lieu of vaccination.  
	
· Tuberculin Skin Test- Proof of a negative tuberculin skin test must be documented and dated within one year.  If a positive test is documented a copy of a negative chest x-ray report must be attached. Once a person is PPD positive, they no longer should be tested with the Mantoux skin test. There is no DOH policy on repeat chest x-ray, except if there is a known re-exposure. It is not unreasonable to request a new chest x-ray if it is more than 10yrs old.

· Urine drug screen- a negative urine drug screen which includes all recreational drugs must be documented with a copy of the original lab results attached.  If a prescribed drug is identified the healthcare provider must include a note of validation.

When all the above is satisfied the student should make a copy of the exam for their records and submit the original to the office personnel in the School of Nursing.  


	
  
	
One Campus Road
Campus Hall, Room 302
Staten Island, NY  10301

Telephone:  1(718) 390-3440
           Fax:  1(718) 420-4009



**** USE BLACK INK ONLY ****

Name (please print) 	Last					First				

Address				City			State		Zip

Date of Birth (Month/Day/Year)		Phone (home)		      (cell phone number)

 Sex:  □ Male    □ Female

	HT (in.)                        
	WT (lbs.)
	TEMP:
	PULSE:
	RESP:
	BP:

	VISION-Right Eye: 
	VISION-Left Eye:

	ALLERGIES:
	CURRENT MEDS:

	
	NORMAL
	ABNORMAL
	COMMENTS

	HEAD, NOSE, SINUSES, NECK, THYROID
	□
	□
	

	MOUTH, THROAT, TEETH and GUMS
	□
	□
	

	EYES
	□
	□
	

	EARS
	□
	□
	

	SKIN
	□
	□
	

	CHEST, BREASTS, LUNGS
	□
	□
	

	HEART and VASCULAR SYSTEM
	□
	□
	

	ABDOMEN
	□
	□
	

	MUSCULAR/SKELETAL 
	□
	□
	

	NEURO
	□
	□
	



COMMENTS:	_________________________________________________________________________

_____________________________________________________________________________________

______________________________________________       Affix Healthcare Provider’s Stamp here:
Healthcare Provider’s Name and Title (Please Print)

______________________________________________
Healthcare Provider’s Signature                      Date




Student Name: ___________________________________  Date:________________________________

	TEST
	RESULT

	PPD Date Implanted:
___________
	Negative	_______________MM
Positive  	_______________MM
Date Read	_____________________
If positive, date of last chest x-ray  ______________
Results of Chest x-ray    _______________________(attach copy of report)


	dTap
	Date of last dTap Booster    ______________      (Within the last 10 years)

	Polio Immunization
	Date of Polio Immunization ___________

	Varicella
	Titer Value ____________ Does this titer constitute immunity to Varicella?                                  	                                □ Yes	 	□ No		

	Measles
	Titer Value  ____________ Does this titer constitute immunity to Measles?
                                         	□ Yes	 	□ No	

	Mumps
	Titer Value ____________  Does this titer constitute immunity to Mumps?
		   □ Yes	 □ No

	Rubella
	Titer Value ____________  Does this titer constitute immunity to Rubella?
                                      	□ Yes	 	□ No

	Hepatitis B Vaccine

	Date of Hepatitis B Vaccines
1. _________________________________________
2. _________________________________________
3. _________________________________________

***I choose to decline the Hepatitis B Vaccine at this time:

Signature: ______________________________Date:___________________
  

	Meningitis 
	Date of Meningitis Vaccine:______________________

***I choose to decline the Meningitis Vaccine at this time:

Signature:______________________________Date:____________________


	Drug (Urine) Result:   □ Positive	□ Negative	                  Date Tested: ____________________
Comments:_______________________________________________________________
_______________________________________________________________________



***A copy of Lab Report must be attached for titer drawn and for urine drug screen.***

______________________________________________       Affix Healthcare Provider’s Stamp here:
Healthcare Provider’s Name and Title (Please Print)

______________________________________________
Healthcare Provider’s Signature                      Date





Student Name:__________________________________________ Date:_________________________







I,____________________________________, have given a complete physical examination to:

_____________________________________, and in my opinion feel that she/he is in: 

_________________________ health and is capable of participating, without hazard, in clinical 

practice settings.


______________________________________________________________________________
Healthcare Providers  Name and Title (please print) 					

_____________________________________________________________________________
Healthcare Providers  Signature and Stamp		Date
		 	
Affix Healthcare Providers Stamp here: 









Student   :  I, the undersigned, give my permission to have my medical records released to the
                   affiliating agency as requested.
                            
                   Student Signature:__________________________ Date:__________________


                   I understand that the School of Nursing strongly recommends that I be vaccinated for 
                    Hepatitis B and Meningitis.

                    Student Signature:______________________________ Date:____________________                    
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