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How to Obtain Clinical Clearance

for Health Professions Programs
2020 SUNY Orange Wellness Center

SUNY ORANGE

WELLNESS CENTER
Mind ~ Body ~ Spirit
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Welcome to the SUNY Orange
Health Professions Programs!

In this presentation, you will learn how to
successfully complete the process to
receive your clinical clearance aka

“The Golden Ticket.”
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bout the Wellhess Center

The Wellnhess Center processes and maintains all
medical records and clinical clearances for health
professions students.

Your health information is protected under federal

law and will not be shared with anyone unless it is
absolutely necessary.

Our address: Wellhess Center, SUNY Orange, 115
South Street, Middletown, NY 10940

Our office is closed due to the COVID-19 pandemic.
Phone: (845) 341-4870. Leave a voice message.
email:

A nurse will return your query within 24-72 business
hours. Note: In June and July the College is closed


http://sunyorange.edu

Why do you need a clinical clearance?

e New York State Health Laws require all healthcare
professionals and students enrolled in health
professions programs to meet specific standards of
health and fitness, and immunity to several
communicable diseases.

e These requirements are more stringent than those
affecting general college admission.

e All students enrolled in a SUNY Orange Health
Professions program must receive a clinical clearance
in order to attend classes and clinical.

e The clearance is good for one year.

e Second year students must be re-issued a new
clearance for the following year.
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First Steps
e At this point, the Urine Drug Screen and
Background Check should already be completed
through castlebranch.com.
— If you have not done this yet do so

Y

IMMEDIATELY. Failure to comply could resulit
in the loss of your seat in the program.
e The Wellness Center has access to this

information so there is no need to provide us
with copies of your test results.
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Important Dates

e Your clinical clearance must cover you for the
entirety of your academic year.

e Therefore, the date of your physical and most recent
tuberculosis test may not be prior to May 14th.
— Exceptions:

e PHYSICAL THERAPIST ASSISTANT students
may not complete their physical forms and
tuberculosis screening prior to June 11th.

e RADIOLOGIC TECHNOLOGY students may not
complete their physical forms and tuberculosis
screening prior to July 31st.

e Physicals and tuberculosis tests completed before
these dates will NOT be accepted.



Important Dates

Deadlines to submit physicals are as follows:

PROGRAM NO SOONER THAN NO LATER THAN

MEDICAL LABORATORY TECHNICIAN

Incoming
Second Years

May 14th June 17th
July 1st July 31st

PHLEBOTOMY May 14th June 17th

NURSING
Semester 3&4 May 14th June 24th

Semester 1&2 May 14th July 9th




Importan Dtes

Deadlines to submit physicals are as follows:

PROGRAM NO SOONER THAN NO LATER THAN

OCCUPATIONAL THERAPY ASSISTANT May 14th July 2nd

DENTAL HYGIENE
Incoming May 14th July 31st
Second Years July 31st August 15th

PHYSICAL THERAPIST ASSISTANT June 11th August 4th

RADIOLOGY TECHNOLOGY July 31st August 13th




The Official College Physical Form

e We consider completion of the physical form your
first test as a health professions student.

e We understand that many of our students may not
have completed such an extensive form before,
and it can be intimidating and confusing.

e We have done our best to simplify the form, but
sometimes students have questions.

e Do not hesitate to call or email us with your
questions.
- Phone: (845) 341-4870. Leave a voice mail.
- Email: wellnesscenter@sunyorange.edu

e A nurse will respond to your query in 24-72
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The Official College Physical Form

e The Wellness Center onIY accepts physicals
submitted on the Official College Physical Form.

e Photocopies or faxes are NOT accepted.

e ALL sections of the form must be addressed and
completed.

e Make sure your name is clearly written at the top
of each page.

e Use black ink only.
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The Official College Physical Form

e You may choose your own healthcare provider to
complete your form.

e This may be a medical doctor, doctor of osteopathy,
nurse practitioner, or physician’s assistant.

e If you do not have a healthcare provider or health
insurance, your packet includes a list of
practitioners who offer our students a discount.



Orange County Community College
HEALTH PROFESSIONS STUDENT
Physical Examination for Clinical Participation

NOTE: ONLY THIS PHYSICAL EXAMINATION FORM WILL BE ACCEPTED — USE BLACK INK ONLY

SECTION I: Student Information

Program Semester 1 2 & iz
Last Name
Street Mddruss
Home Phose Nxbas £ Cll Phine Numbee E-Mad Mddress
ashiy of Person to be Nagidieg in Case of Emergency Home or Cel Phose Business Phone

Adéress

Tobacco Usage
10. Chest Pains Are you pregrant?
Figh Blood Pressare EOC
12 Neurclogc Impairment
13. Seizure Disaeder
M. Dizzimess/Fanting
5. Nigraime Headach
isaal Disturbasces
7 Eeaeng lvzairment Mobirty lmpmrmest

Surgeries
Hospitalizations

Daily Medcations
Otear Nedcal Londitons

Please comment cn mext page on all items checked “YES”. Specify mumber and give details.

lege s an egaal sppertanty/ ffimvatie scticn aatision. i azzandarce th Federal regulibines e New Yook Tate Kuman Pights Liw aod Jection S04 of the Petaitaton Lt of
eallge does o3t dsiminate on the 1355 of age. 3 elgion, Sreed, Gsakile wartsl it veevan it watonal orgievice, gencer or senal srertation in ewployest o0
e efuetiond pregrums ind asiubies abch £ egersies

Page One

Section I: Student
information

— Be sure to include
your Program.

— Be sure to include
which semester
you’re enrolled in.

e If you are starting
your program, you're
In semester 1.



Orange County Community College
HEALTH PROFESSIONS STUDENT
Physical Examination for Clinical Participation
Please retuem completed form to: Orange County Commonity College
NESS CEDTEG. Shegard Stodent Center - 2 Flsor
Street. Niddetows, NY 10340
470

ONLY THIS PHYSICAL EXAMINATION FORM WILL BE ACCEPTE! BLACK INK ONLY
SECTION I Student Information

Program. 73 & Crdecss) A2
LastName Nidde lntal
Street Mdrass
Hame Plose Nshan £ Cll Phone Numbee ul Mdress
Home or Cel Prose sess Phone

ane

Immuse Diszeder
Skin Conditons
Drthopedic Problams

Mobidty lmpmrmest

Please comment cx mext page o all items checked "YES”. Specify mumber and give details.

ertasty/imeatie sctcn astidicn. i azsandurce ath Tederal regulibaes the New Yo Tate Homae Fights Liw and Section S04 of the Pettitaton Lt of
fage does ost Gservminste on the 1355 o age taer, elgine sreed, Gy, warksl s, seieran stes azbensl g, vace, Gecer or seal rertabion it evploywest o

i the efutstionsd pegrams ied schnbies ahich £ epersies

Page One

— Be sure to include your
email address and cell
phone number.

— Be sure to include the
name and cell phone
number of an
emergency contact.




Orange County Community College
HEALTH PROFESSIONS STUDENT
Physical Examination for Clinical Participation

Please et completed form ta: Orange County Commesity College

WELLNESS CENTER., Shepard Stadert Center - 27 Flace
1S Sauth Street, Niddetawn, NY 10940

NOTE: ONLY THIS PHYSICAL EXAMINATION FORM WILL BE ACCEPTED — USE BLACK INK ONLY

SECTION |- Student Information

Semester 1 1 3 4 [rcecss) A

Number
relstionshy of Persoa to in Case of Emergency Home e Cel Phgsme Busiass Phone

Persanal Plysican Adéress Pagne

i€ youeave or ever had any

SECTION II: Personal Health History - to be completed by student

Lang Disease S : Paysical Oisabiity
2 Ckronic Coogh

Food/Drug Alierges
Latex Alergy Drog/Acohsl Dependency
Eadocring Disorders Tobacco Usage
Thyrsid Probiems Are you preguant?
EOC

Immuse Disceder
Stin Conditions
Urthopedic Problems
Back Probless

Hospitalizations

Daily Medcations
Otiar Nedeal Conditions

by Telege s an equal sppertanty/ ivvatie ssin watdicn. n sssanduce wbh Federa regulibuns the New Vo Tate Foman Pghts Liw and Section S04 cf aton Lt of
 Tringe Caurty Commesnd exlege coes ost st on he 2355 of age, taer, relgion, sreed, Gaskiie, warksl stus seieran sttt adtensl irgie ice, Gender o sevsal erertabi s evployweet oo
in e efuestiond pregries ind aciubes ahch £ gersies

Page One

e Section II: Personal
Health Information

- Review all potential
health conditions and
answer “yes” or "'no.”

— Do not draw a line
down either column.

- If you answer “yes” to
any of these concerns
you must explain why
on the top of page 2.



NAME., Page?

Personal Health History continued: Use the space befow to explam any items to which you answered "YES” on page | Be sere to list all medications you
take regularly, inficate amy acute or chronic medical condibons, allergies to medicabons, food, Latex, or other substances, and past history of
surgical/medical lness. if currently under 3 doctor's care, give reason and name of provider.

AUTHORIZATION FOR RELEASE OF INFORMATION

| understand that the mformation contamed herem is for the purpose of determinmng my eligibdity to participate in the clinical practice portion of my Health
Professions program. | gve permission for release of this imformation to Orange County Community College Wellmess Center, and authorize Drange County
Commurity College Wellness Center to release tis mformation to my Department chair, and to the climical sites where | am assigned, if requested. | certify
that the imformation contained hersim is true and correct to the best of my knowiedge

SIEna
{Parent signature  shadent is under 13 years

SECTION NI -TUBERCULOSIS SCREENMG. » Anaval Tuberculosis screeming is required. This can comsist of 3 QuantiFERON-TE Gold blood test

(BFT-5) [sttach 2 copy of blood test*] ar Z FFD's.

A1 "NEW.. Profy bodents require Tuberoyl ing. Thit congist of boogting with b nsecutive P e 3t least ome w
art i student peovides proof of 2 megative PPD in the past I2 months, only one mew PPD is needed mow. Your most recent PPD must extend throsgh

#nd of the semester to be acceptsble 2™ year students meed “one” PPD or if Quanbferon was done year one, student needs amsther Quantifersm or 2

PED's

PPO 81 Mwiristered_/_/ Praduct Wi

Méminstered by Sigature)

Date Ieterpreted / Repeat radiograghs are not required for those with a history of
positive PPD and recent negative chest X-ray on file. However, an
Annual Clinical Evaluation by 2 health care professional for signs and
Seca L - symptoms of actve T6 is required.

NOTE: Lter baselo i

(o scbsequest years. Clinician should medically assess and counsel for the following signs

CLINICAL EVALUATION FOR THOSE WITH HISTORY OF
POSITIVE PPD or POSITIVE Quantiferon-Gold (QFT-5)

Induration,

PPO 82 Adwimistersd_ /. and symptoms of actwe TE:

Mdministered by (Sigeators)
Date Interpreted Signae. in 4672 howrs)

Induration, me  Interpretation,
Or
QantiFERON.TE Bold Blocd (QFT6) TestResule

*PLEASE ATTACH A COPY OF LAB REPORT | have performad the sbove evaluation and find no evidence of sctive
Tuberculosis at s tme. Anegative CIR is on file.
IfPPD or QuantFERON-TE Gold Blood (UFT-E) is Pesitive, 3 negate ch
xray report is requeed. PLEASE ATTACH A COPY OF X-RAY REPORT.
Signature of Examsiming Physician, NP or PA

Page Two

e Be sure to SIGN where
indicated.

— Note: Your sighature
gives the Wellness Center
permission to release

our medical information

immunizations and TB
screening) to the chair of
your department and to
clinical sites where you
are assigned.



NAME, Pagel

Personal Health History continued: Use the space below o explam any items to whick you answered "YES” on page |, Be sere to list all medications you
take regularly i onic medical condiions, allergies to medications, food, Latex, or other substances, and past history of
der 3 doctor's care, give reason and name of provider

AUTHORIZATION FOR RELEASE OF INFORMATION

I understand that the imfoematicn cantaimed here s far the purpose of determining my eigledty t participate in the clinical ractice portion of my Healtn
Brafessioes progeam. | gve permission for release of s imformation to Qrange County Community Callege Wellmess Center. and authorize Drange County
Commurity College Welness Center to release this informaton to my Depariment chair, and o the clnical stes where | am assigned, i requested. | certify
that the informabon contained hersm s true and correct t the best of my knowiedge

{Parent signature # shadent is under 15 years of »;

SECTION Il -TUBERCULOSIS SCREENUG. » dnmual Tubercolosis screeming is required. This can consist of 2 QuantiFERON-TE Gold blood test

(FT-5) [sttack 3 copy of bload test*]ar 2 FFD's,

0°NEw
£nd of the semester 1o be acceptable. ™ yea- studants nzed “one” PPD or  Quambferon was dove year one, shudent zeds amsther uantferoa or 1
PP

CLINICAL EVALUATION FOR THOSE WITH HISTORY OF

PPO2I st Praduct 8

PO 81 dmisared_ —FrodutUy___ POSITIVE PPD or POSITIVE Quantiferon-Gold (2FT-5).
Limisstered by (Sgeatre

Dste leterpreted Tignat. ) Repeat radiograghs are not required for those with a histary of
gositive PO and recent negative chastX-ray on file. Howsver, 3
Aenual Clinical Evaluation by 3 heaith care professional for and
¢ so0m8r thge o waeh afier frst symptoems of active TE is required
= tablshed, only ose amasal PP is required for conts
(o sebisequest years Clinician should medically assess and counsel for the following signs
PO 22 Mmiriared . y and symptoms of actve T

Mdministered by Sigature]

Oate lnterpreted _/__/__ Sigratare,

Ieduration,

Teduration, mm Intergretaton
OF
QastiFERON.TE Beld Blood (QFT.6) TestResule

*PLEASE ATTACH A COPY OF LAB REPORT I have performed the ssove evalustion and find no endence of sctive
Tuberculosis at s tme. A negative CR is on file.

IfPPO or QuantiFt
xray report s requeed. PLEASE ATTACH A COPY OF X-RAY REPORT.

IR Date Signature of Exassiming Physician, NP or PA

Page Two

Section III: Tuberculosis
Screening

All students must submit proof of
tuberculosis screening.

You may obtain 2 PPDs a minimum
of one week apart, or a
Quantiferon TB Gold Test.

The Orange County Health
Department’s TB Clinic offers PPD
testing for $10 each (see schedule
included in your packet.)




NAME, Page2

Personal Health History continued: Use the space befow t explam any items to whick you answered "TES” on page |, Be sore to list all medications you
take regularly, indicate amy acute or chronic medical condibons, allergies to medicabons, food, Latex, or other substances, and past history of
surgical/medical illness. If currently under 3 doctor's care, give reason and name of provider.

AUTHORIZATION FOR RELEASE OF INFORMATION
| understand that the imformation comtaimed herem is for the purpose of determinng my eligikdity to participate in the climizal practice portion of my Health
Professions program. | gve permission for release of this isformation to Orange County Community College Wellmess Center, and authorize Drange County
Community College Wellness Center to release this mformation to my Department chair, and to the chnical sites where | am assigned, if requested. | certify
that the imformabon contained herem is true and correct to the best of my knowledge.
STUQENT SIBNATURE,

{Parent signature i shadent is under 15 years of age)

SECTION NI -TUBERCULOSIS SCREENMG. » dmnwal Tuberculosis screening is required. This can consist of 2 QuawtFERON-TE Gold blood test

(BFT-5) [attack 2 capy of blood test*Jor 2 FFD's.
A NEWL, Brok bodents require Tubercyl ing. Thi ting with two consecutive P

#nd of the semester to be acceptable 2" year students need “one” PPD or if Quanbferon was done year one, student needs amsther Quantifersm or 2
PED's,

PPD 21 Mmimistered__/. Praduct Mg Lt ¥,
Mdministered by CSigeature)

Dste leterpreted _ /_ /_ Siguature (i 8.7 ) Repeat radiograghs are not required for those with a history of

positive PPD and rec gative chest X-ray on file. However, an

fenual Clinical Evaluation by 2 health care professiceal for signs and

omp w0 so0mr g aee waek afier fist symptoms of active T is required
seling s establiched, odly ome ameual PP is requined for continuing stodests

(o scbsequest years Clinician should medically assess and counsel for the following signs

PO 22 Adinistered /St ProdutMiy Lt and symptoms of actve T8:

Miinstardby Sopatral,_____ I

Oate eterpreted __/__/__ Sign (win £5.72 howrs)
[Fover |

Induration, me  Interpretation,

CLINICAL EVALUATION FOR THOSE WITH HISTORY OF
POSITIVE PPD or POSITIVE Quantiferon-Gold (QFT-5)

me Intergretaion

| ]

R
QsaetPERON.TE Bold Blocd (UFT.6) TestRessb

*PLEASE ATTACH A COPY OF LAB REPORT | have performad the sbove evalustion and find no evidence of sctive
- Tuberculosis at Bis tme. A negative CIR s on fle.
1fPPO or QuantFERON-TE Gold Blood (QFT-G) is Positive, 2 negative chest
xray reportis requeed. PLEASE ATTACH A COPY OF X-RAY REPORT.

R Dite Resdt Signature of Examiving Physician, NP or PA

Was Chemagraghyianis cedared?

Flaase coplete cimical evaluation f i

Page Two

Note: If you have a
Quantiferon TB Gold Test in
year one, you will need to do
the same test the following
year or obtain 2 PPDs.

If you have 2 PPDs in year
one you only need one PPD
(or a Quantiferon TB Gold
Test) in year two.



Personal Health History contimued: Use the space below &2 wplam dey items &2 which you answered YES" 0n page | Besere s
take regularly. indicate amy acute or cheoaic medical conditics, allergies to medicatioas, food. Latex, er other substances, and
surgical/medical diness. f currently under 3 docter’s care, give reasen and rame of provider.

AUTHORIZATION FOR RELEASE OF INFORMATION

| understand that the imformation contaimed herem is for ¢ of determinng my elgbiity ts parSicipate in the clmical practice portion of my Health

Professicas program. | gve permission for release of this inf 1o Orange Coon

Camemurity Callege Wellness Cester, and authorize Orange County

Comemurity College Wellness Center  release tis infarmation to mry Department chai. and s the chmcal stes where | am assigned, if requested. | certiy

that the mformation cantained herem is true and correct to the best of my nowledge

STUQENT SIEN.

art I t peovides proof of 2 megativ in the past

most it PPD myst extend the

nd of the semester to be acceptable 2™ year studests need “one” PPO or f Ouanbferoe was done year one, stodent needs ansther Quantifersn or 2
BED's

NOTE Lter baseloe
o ssbsequest years

PPO 82 Admimistered

Mdmisstered by (

Oate Interpreted

Induration, mm Intergretatos

or

QsaetFERON.TE Bold Blocd (QFT6) TestResuhe
*PLEASE ATTACH A COPY OF LAB REPORT

1§PPO ce QuantFERON-TE Gold Elood (OFT-5) is Pesitive. 2 regati
xray report s requred. PLEASE ATTACH A COPY OF X-RAY REPORT.

CLINICAL EVALUATION FOR THOSE WITH HISTORY OF
POSITIVE PPD or POSITIVE Suantiferon-Gold (QFT-5).

Repeat radiograghs are not required for those with a history of
positve PP and recest negative chest X-ray on file. However.an
Lewal Climical Evaluation by 2 heaith care professiceal for Signs and
symptoms of actve TE is required

Dhmiian thasld medcally a55ess and coumsel for the Sslowng signs
a0 symptoms of actve T

[ w T v ]
(PersstertOooh 1 1 |
(Feer T T 1

| have performed the sbove evalustion and find no evidence of active
Tuberculosis at s tme. Amegative IR is on file

Tigeatire of Exawiing Physicion, W0 o FA

our PPD or
Gold test is POSITIVE or if have a
HISTORY of a positive PPD:

 Your healthcare provider

Page Two

Quantiferon TB

must order a chest X-Ray and
you must attach a cop¥‘ of the
X-Ray report to your physical.

Your healthcare provider
must complete the clinical
evaluation on the bottom
right of page 2.

Be sure your healthcare
provider signs and dates this
section.




SECTION 1¥: REQUIRED IMMUNIZATIONS and SEROLOGIES
This dosument must be signed below by a Boensed Health Care Practifioner. Proof of immunity is required regardless of age and previous

immunization history. Mso acceptable is an attached sigred/stamped bnmes
- vhmit N0 note indicating

Mumps - 7 doses requred

Rubella (Serman Neasie:

Tetanus (TDAP, (recommended within past 10 years) Immunization Date:

Meningitis (A or B): (recommended every S years) Immmization Date and Type

Hepatitis B:  Vaccine series either completed, started, or signed waiver required.
If waiving vaccine, waiver must be signed each year. Hepatits € Vaccine is strongly recommended for 3ll Health Professions students
Students who DO NOT wish to receive the Hepatitis B vaccine are REQUIRED to sign the waiver below.

Hepatitis B Vaccine: Dose #1 Dose Dose #3,
Hepatitis B Ambbody Trter: Date, R
(NOTE: The COC recommends healthcare workers kave Hea B antibody titer B8 waeks after dose three) -OR-
B Waiver: As 3 student in cne of the Health Professions programs, | am aware of my mcreased risk of exposure to Blood and other
infections materials. | understand that tis may place me 3t increased risk of scquiing Hepatis B, 3 vaccime preventable disease
Nometheless, | declime to be vaccinated at this bme. | understand that | may revoke this waiver and begn the vaccme senes at any future date.

Student Signature, Date,

PRINT NAME OF HEALTHCARE PROYIDER COMPLETING THIS FORM,,.
HEALTHCARE PROVIDER'S SIGNATURE,, DATE,

Page Three

e Required Immunizations:

— All health professions
students are required to
submit proof of 2 MMRs
(Measles, Mumps, Rubella)
and 2 Varicella
(Chickenpox) vaccines

— OR proof of POSITIVE
titers (a blood test.)

» If using titers, you must
submit the lab report.




Page &

SECTION Iv: REQUIRED IMMUNIZATIONS and SEROLOGIES

This document must be sigmed below by a Bcensed Health Care Practitioner. Proof of inmunity is required regardless of age and previous

immunization history. 450 acceptable is an attached signed/stamped Immunization record from your peactitioner. Aregnant women SEOULONOT ke
+ smmunized and must subesit M0, note indicating E0C (dve date)

[ REQUIRED INMONZATIONS DO03E R D0SERT TIERS
Date « Ressits

WA (Measles, Mumps, Rubella) 2 Dozes requred ON or AFTER 11 ATACH AL LB RESULTS |

st o, T MR et s It is recommended but not

,.,W“T , required that students receive
o ' the Hepatitis B series.

T : Please submit proof of three
vaccines or a positive titer.

If you have not received this
e : vaccine and do not intend to
S —— you must signh the Hepatitis B
T — waiver at the bottom of page 3.

Hepatitis B Vaccine series either completed, started, or signed waiver required.
If waiving vaccine, waiver must be signed each year. Hepatits € Vaccine is stromgly recommended for sl Health Professions students.

T Vaccines are available at the
e ——— Orange County Department

(NOTE: The COC recommends kealthcare workers kave Hea B antibody titer B-8 weeks after dose three) <OR<

Hepatitis B Waiver: As 3 studest in one of the Health Professions programs, | am aware of my mcreased risk of exposure to blood and other — $ 6 5 ea C h 14 G os h e n C I I n I C o n Iy

Rubella (Serman Neasies) - /cose required’

potenbally infections materials. | understand that tus may place me at increased nisk of acquiring Hepatibs B, a vaccme preventable disease

Nometheless, | declime to be vaccinated at tus bme. | understand that | may revoke this waiver and begin the vacome senes at any future date — Yo u m u St SC h ed u Ie a n a p poi ntm e nt:
Stodent Sigaature Date (845) 360-6587

PRINT NAME OF HEALTHCARE PROYIDER COMPLETING THIS FORM.

HEALTHCARE PROYVIDER'S SIGNATURE, .




SECTION Iv: REQUIRED INMUNIZATIONS and SEROLOGIES
This document must be signed below by 3 hoensed Health Cace Practitoner. Proof of immunity is required regardless of age and previous

immonization kistory. 850 3cceptable i an attached Digned/stamped Immuncation record from your practiSoser. Frapeant women SERL0 AT de

S e i - e Recommended immunizations

O e, W Bbela) sz resored B o IFEA Y TR AL 8 PSS
months of age. The second WMR vaccime mast be 28 days sfter the
frstvacome NNR requiremest is only for those borm o or after
QUBUST. e DUOUES - vaccimes must be “LIVE"

— It is recommended but not
required that students
receive a TDAP vaccine
within the last ten years.

Measles Ebalp) - < doses regured

Robella Cermas Neases) - /o2t regured l

VARICELLA (Chickempar) - 2 dezes regurtd | |
| | -
U — — Students are required to

R complete the Meningitis

Hegatitis B Vaccine series either completed, started, or signed waiver required.

B b R Response Form which is

Hepatitis B Vaccime: Dose 21 Dose 22 Dese 23

i available on our website:

(NOTE: The COC recommends heaithcare workers kave Hep B antbody Ster 6-8 weeks after dose three ) R

T ———— htts 1/ /su nyorange. edu/we

potentally imfectons materals. | understand that ths may place me ot mcreased nek of scqunng Hepatts €, 3 vaccme preventable dsease

Nomethaless, | dechine iz be vaccumated at ths tme. | understand $hat | may revoke ths waiver and begm the vacome semes at any future date f
- - liness/forms.html

PRINT NAME OF HEALTHCARE PROVIOER COMPLETING THIS FORM,
WEALTHCARE PROVIDER'S SIGNATURE,

§F 85 [8F (85



https://sunyorange.edu/wellness/forms.html

———
— 1}
e

The Flu Vaccine

e Seasonal Flu Vaccine is strongly recommended as
most clinical sites require it.

e The flu vaccine is the best way to prevent influenza.
Vaccines become available in late August-early
September, long after most physicals are due.

e The Wellness Center will host flu clinics in
Middletown and Newburgh in September if classes
resume on campus. If not, you will be able to obtain
the vaccine from your healthcare provider or
pharmacy.
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The Flu Vaccine

e NURSING STUDENTS: Please provide documentation

of flu vaccine for the 2020-2021 flu season to the
Wellness Center by October 1st, 2020.
)

e Failure to do so will result in a $25 late fee, a hold
laced on your student account, and possibly lost
clinical time.

e All other Health Professions students: Please provide
documentation of immunization by November 1st,

o Keep a copy of your flu vaccine for your own records



SECTION I¥: REQUIRED IMMUNIZATIONS and SEROLOGIES
This document must be .ugnad below by 3 lizensed Health Care Practitioner. Frnnl of immunity is raqmred rzgariless of age and previous
mmunumnl history. Yso acceptable is san ittinhzd ;Iqt'ﬂi/ S

g 0L (dl

7 ATTlEHAI.I.u RESULTS
o R &
stvaccine. NNR requiremest is anly far those b e
il Ater DU/D1/ES - vaccines must be "LIVE"

Measles fate

Tetanus (TOAP):  (recommended within past 10 years) kmmurization Date:

Meningitis (A or B): (recommendad every 3 years) Immaunization Date and Type:

Hepatitis B:  Vaccine series either completed, started, or signed waiver reguired,
If waiving vaccine, waiver must be signed each year. Hzps Vaccine is strongly recommended for 3ll Health Professions students.
Students wha DO NOT wish to receive the Hepatitis E vaccine are REQUIRED to sign the waiver below.

Hepatitis B Yaccing 2 # Dose
Hepatitis B Aabkody Trter:  Dateg, Results:

(NOTE: The COC recommends healthcare workers kave Hea B antibody titer B-8 weeks after dose three ) -OR-
Hepatitis B Waiver: As 3 student in one of the Health Professions programs. | am aware of my increased risk of expesure to blood and other
potentially infections materials. | understand that this may place me atimcreas i s B, e preventable disease

Noretheless, | decline to be vaccinated at tus tme. | understand that | may aiver and begin the vaccine series at any futurs date.

Student Signature, Date,

PRINT NAME OF HEALTHCARE PROVIDER COMPLETING THIS FORM.,.

HEALTHCARE PROVIDER'S SIGNATURE.. DATE,

Page Three

e If your healthcare
provider writes
anywhere on this
page, make sure he or
she signs off and
dates at the bottom.




SECTION ¥: PHYSICAL EXAMINATION and CLINICAL CLEARANCE FOR HEALTH PROFESSIONS STUDENTS

SEX: CIMERIF
LAST NAME FIRST KA MIDDLE

NOTE: Eoth Page 3 and & of this form must be completed and signed by examining Physician, NP or PA

- Uncorrected 2 Height inches  Weight
- Correcte tight 20/ z Overwsight Undzrwaight Eating Disorder,

Gross Hearig: Elood Pressure. /. Pulse.

HEENT HEART,

SKIN LUNGS

MOUTH.

NEURD DOMEN
MUSCULOSKELETAL U - KIDNEYS
EXTREMITIES ENDOCRINE
MEDICAL HISTORY (Chronic llinesses/Hospitalizations: SURGICAL HISTORY:

REQUIRED EVALUATION FOR CLINICAL PARTICIPATION - To be campleted by examiner:
® s there loss or serious impairmant of any paired organ? [ INO [ YES,

® s there any limitation in mormal activity? [ JNO [ ]YES (e.g., ability to ift, walk, sit or stand for prolongzd periods). If “YES", please clearly

cate the nature of the limitation and the length of time you estmate it will 2xist, using specific dates

® Iz thers any evidence of mental health disorder? [ INO [ 1YES. If *YES®, please describe nature of disorder. Do you recomemend further

iimestigation o treatment?

[ 1YES, | have performed a complete medical examination a5 mdicated on the above ramed studznt and found to the best of my knowledgs that he/s?
free from any physical or mental impairment which would impose 3 potential risk to patients or might interfere with the performance of bis/her dutie:

ding the habituation or addiction to depressants, stmulants, narcotics, alcokel or other drugs or “substances” which may alter the individual's
behavior.

[ IND, the folowing active problems were identified which may mterfere with the performance of his/her duties.

SIENATURE and STAMP OF EXAMINING PHYSICIAN, NURSE PRACTITIONER OR FA.
Signature,
Address;

City, State, ZipCodee
Phon

L —

FOR OFFICE USE ONL'
Date Received

Page Four

Section V: Physical Examination
and Clinical Clearance

 Your healthcare provider
completes this section.

- Be sure each area is
addressed.

- Be sure each of the four
questions in the center of the
form are addressed.

- Be sure your provider signs,
dates, and stamps the form.
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Submitting your Physical Form

- When your physical form is complete, MAKE A COPY
OF EACH DOCUMENT FOR YOUR OWN RECORDS.

 Put the original documents in an envelope.
- Make sure your mailing address is on the envelope.

« Make sure you affix sufficient postage to your
envelope.

« MAIL the entire packet to:
Wellnhess Center
SUNY Orange
115 South Street
Middletown, NY 10940



Submitting your Physical Form

e NOTE: The Wellness Center and the College
are not responsible for documents lost or
damaged in transit, thus having a copy is
imperative.

e You do not want to be the student who's
physical was destroyed or “lost in the mail”
and there’s no copy.



Submitting your Physical Form

e Do NOT wait until the deadline to submit your
form in case there are discrepancies or errors
which may delay your clinical clearance and

interfere with starting the program or attending
clinical.

e A $25 late fee will be imposed on any physicals
submitted after the deadline.

e Call or email the Wellnhess Center IMMEDIATELY if
you experience any difficulties or delays meeting
your deadline or completing the form. A nurse will
respond to your query within 24-72 hours.
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Submitting your Physical Form

e A Wellness Center Nurse will visit the mailroom on
Mondays to pick up and process the physicals.

o If there are any discrepancies with your physical or
accompanying paperwork you will be notified
either by email or phone.

e The nurse may request a phone interview or a
Zoom session to discuss any issues.

o If your physical is incomplete, unsi?ned, or missing
components the entire package will be mailed back
to you.
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Receiving Your Clinical Clearance

« Once your physical form and other documents are
received, reviewed, accepted, and documented in
your student record the nurse will EMAIL you your
clinical clearance. This may take 7-10 business
days.

 We recommend you print a copy and carry it with
you to class and clinical. Save the digital document
in a safe place on your computer, phone, tablet,
etc. You may need to produce this form throughout
your academic year.
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Reasons Forms Are Rejected

e Student did not put their name and/or personal
identifying information on page one.

e Student did not complete the Personal Health History
on pages one and two.

e Student did not sign the form on page two.

e Student did not attach supporting documentation, i.e.
lab reports or immunization records.

e Student was not reimmunized after negative titers.
e Lines on page four are left blank.
e The provider did not sign, date, or stamp on page four.



—
‘
<.
N

Latex Allergies and Sensitivity

e Students with a history of Latex AIIergn/ or
Sensitivity must complete the Latex Allergy
Action Plan.

o ﬁtudents may obtain this form on our website:
ttps://s

unvorange.edu/wellness/forms.htm
e Nursing students: Your healthcare provider
must complete and sign this form

latex-rich environment in the simulation lab.

ue to the
e All other Health Professions students may
complete this form independently.



https://sunyorange.edu/wellness/forms.html
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Change in Health Status

o If for any reason you experience a change in
health status during your program (i.e. illness,
accident, pregnancy) you must be re-evaluated b
your healthcare provider and the Wellness Center.

e Obtain a Change in Health Status Form from your
progr_atm chair, Wellness Center, or on our
website:

https://sunyorange.edu/wellness/forms.html.
e See your healthcare provider ASAP.

e Failure to comply in a timely manner may result
in lost class and/or clinical time.


https://sunyorange.edu/wellness/forms.html

Tips

e Schedule your physical immediately.
Procrastinating may result in difficulty
securing an appointment within the
prescribed timeframe.

e You may get your first PPD at any time. The
second one must be within the prescribed
timeframe.

e Use the checklist I|1:rovided to monitor your
progress during this process. This helps
ensure your form is completed as required

prior to submission.
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Tips

o Before you leave your healthcare provider’s
office make sure all areas of your physical form
are properly addressed.

e Make copies of all records! You may need them
during your program and after graduation.

e Call or email the Wellness Center if you
encounter any issues ASAP! We want to help.

e Phone: (845) 341-4870. Leave a voice message.
e Email:

e A nurse will return your call or email within 24-
72 business hours.


http://sunyorange.edu

