
Grossmont College  
Nursing Program 

 
Immunization Record and Statement of Health 

          
                          Date: _____________________ 

 
Name__________________________________________________________ Birthdate:_____________________ 
            Last                            First                                Middle                     Month/ Day/ Year 
 
Address______________________________________________________________________________________ 
                         Street         City, State                Zip Code 
 
Telephone: (______) ________________________ Email Address: _______________________________________ 
 
CONSENT FOR RELEASE OF HEALTH REPORT 
 
I realize that the various health agencies where Health Professions’ students gain experience may wish these students 
to be certified in good health.  I hereby consent to the communication of my health record from Grossmont College to 
those cooperating agencies as they may request. 
 
SIGNATURE x_____________________________________________________  DATE: _____________________ 
 
 
HEALTH QUESTIONNAIRE (To be completed by applicant.  Please respond to each question). 
 
1. Do you have any physical limitations which would affect your ability to lift, turn or transfer patients or otherwise restrict 
you from participating fully in the RN training program? 

 
Yes __________ No ___________ (check one only) 

 
2. Do you have any limitation in use of your senses, such as in sight or hearing which would limit your ability to practice a 
health profession? 

Yes __________ No ___________ (check one only) 
 

3. Do you have any other condition which might interfere with your ability to practice a health profession safely? 
 

Yes __________ No ___________ (check one only) 
 

If you have answered yes to any of the above, please explain your limitations in detail on a separate sheet of paper. 
 
Please list any medications you have been taking on a regular or frequent basis during the past year. 
 
 
 
 

 
 
 

GROSSMONT COLLEGE HEALTH PROFESSIONS 



IMMUNIZATION REQUIREMENTS 
 
Name ______________________________________________________ student ID# _______________________ 
 
DOCUMENTATION MUST BE SUBMITTED TO THE NURSING OFFICE IN ORDER TO ENTER THE PROGRAM.   
(A signature and stamp must be documented at each date.  A valid signature is that of a physician, nurse 
practitioner, physician’s assistant, or Grossmont College Student Health Services nurse). 
 
IMMUNIZATIONS REQUIRED; 
 
 
MMR (Measles, Mumps, Rubella)          Date #1 _________________  Signature ____________________________ 
                                                                                                                                               and stamp 
                                                               Date #2 _________________  Signature_____________________________ 
                                                                                                                                     and stamp                                       
 
 or Seropositivity                                    Date ___________________   Signature_____________________________ 
                                                                                                                                      and stamp 
If born before January 1, 1957 only 1 dose of MMR or proof of seropositivity is required.  
If birthdate is after January 1, 1957, 2 doses of the vaccine are required or proof of seropositivity. 
 
 
Hepatitis B                                             Date #1 __________________  Signature ___________________________ 
                                                                                                                                      and stamp                                       
                                                                Date #2 __________________  Signature ___________________________ 
                                                                                                                                      and stamp                                       
                                                                Date #3 __________________  Signature ___________________________ 
                                                                                                                                      and stamp         
 or Seropositivity                                     Date   ____________________ Signature ___________________________ 
  Post vaccination testing must be done                                                                                        and stamp  
  6 weeks after last dose of vaccine.         
 
 
Tetanus/Diphtheria                                  Date  ___________________ Signature ___________________________ 
and Acellular Pertussis                                                                                               and stamp  
(new vaccination required every 10 years) 
 
 
Varicella (chickenpox)                          Date #1 __________________  Signature ____________________________ 
                                                                                                                                               and stamp 
                                                               Date #2 __________________  Signature ___________________________ 
                                                                                                                                     and stamp                                       
  
or Seropositivity                                     Date ____________________   Signature ___________________________ 
                                                                                                                                     and stamp 
 
 
Note:  If you have documentation of these vaccinations and tests, you may bring them to the Student Health Services 
Office to have them signed off. 
 
                     10/05/10 cg 


