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PATIENT CARE TECHNICIAN PROGRAM

To be completed by applicant:
Name		______________________________________________________
Address	______________________________________________________
		______________________________________________________
Phone#           Home _______________________ Cell _______________________
Date of birth   ______________________________________________________
==========================================================
 To be completed by healthcare provider:

	VACCINE
	DATES(MONTH,DAY,YEAR)
	DATES OF BOOSTER

	Diphtheria and tetanus
	
	
	
	
	

	Hepatitis B
	
	
	
	

	MMR
	
	
	
	Rubella Titer*

	Varicella
	
	
	
	Varicella Titer*


*If student only has 1 immunization or has had disease, titers are required

Tuberculin Test
Internship Sites require a 2 step PPD
    
	Date Applied
	Arm
	Antigen
	Manufacturer
	Date Read
	Results
Neg/Pos
	Signature

	
	
	
	
	
	
	

	
	
	
	
	
	
	



 To the best of my knowledge, I find this person to be free from communicable disease and able to participate in various clinical settings as a Patient Care Technician student?      Yes       NO

 Does the student have any lifting restrictions?              YES           NO


Print Name ____________________________________________Phone: __________________
Physician’s Signature ____________________________________________________________
Address: ______________________________________________________________________
****ALL QUESTIONS MUST BE ANSWERED BY HEALTHCARE PROVIDER DOING EXAMINATION OR FORM WILL BE RETURNED****

