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MMR Form

Immunization Requirements for Consolidated Medical Staffing Employees

Due to Consolidated Medical Staffing’s internal policies and procedures, All Acute Care employees no matter what their classification or status, must document their immune status for measles, mumps and rubella (MMR). Proof of two doses of the MMR vaccine; or two doses of measles, mumps and rubella vaccine; or the presence of immune antibody titers for measles, mumps and rubella shall be required Immunization forms shall be available by contacting any Consolidated Medical Staffing office. Employees who fail to provide the required, signed proof of immunization, or fill out an exemption for religious or medical reasons shall not be permitted to work for Consolidated Medical Staffing in an acute care setting.

Immunization Record

Name: ________________________________________________________  Birthdate:__/__/____ Soc Sec#____/___/_____


Last
                      Middle                    
 First
Address: ______________________________________________________________________________________________


Street



City


State

Zip

First Immunization





Second Immunization

Administered on 1st birthday or later



Administered 30 days or more after the first

Immunization prior to 1st birthday is not acceptable)

immunization

MMR (MR)

____/___/____



MMR (MR2)

____/___/____

OR

Measles (Rubeloa) (RO) 
____/___/____



Measles (Rubeloa) (RO2)
____/___/____

(Red Measles)

Rubella (RU)

____/___/____



Rubella (RU2)

____/___/____

(German measles)

Mumps (MU)

____/___/____



Mumps (MU2)

____/___/____

Varicella


____/___/____






OR

Rubeloa Titer (ROT); Positive Results Date :    ____/___/_____  (Please attach lab results)

Or____ Had disease, confirmed by office record:
          Date: ____/___/____

Rubella Titer (RUT); Positive Results Date :     ____/___/_____  (Please attach lab results)


Or____ Had disease, confirmed by office record:
          Date: ____/___/____

Mumps Titer (MUT); Positive Results Date :   ____/___/_____  (Please attach lab results)


Or____ Had disease, confirmed by office record:
          Date: ____/___/____

Varicella Titer (VT); Positive Results Date :   ____/___/_____  (Please attach lab results)


Or____ Had disease, confirmed by office record:
          Date: ____/___/____
Signature:________________________________________  
Date:_____/___/_____

(Must be signed by Physician or Nurse)
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