UCI Health

Scientific Clinical Research Internship Program (SCRIP) Medical Clearance Form

Individual’s Full Name Date of Birth / /

Address

Home Phone Cell Phone

To ensure the safety of individuals, patients, clients, and staff, all individuals working at UC Irvine Health System must be
screened for potentially infectious diseases and conditions, as recommended by the Centers for Disease Control and
Prevention.

Individuals must obtain medical clearance for the following conditions, as delineated on this form, by a licensed healthcare
provider prior to working on UC Irvine Health System premises:

1. 0O Measles Mumps Rubella
e O Documentation of 2 doses of Measles, Mumps, Rubella (MMR) vaccine, 28 days apart OR
e O Positive Measles, Mumps, Rubella IgG titers (must include reference ranges if numerical)

2. O Varicella
e O Documentation of 2 doses of Varicella vaccine, 28 days apart OR
e O Positive Varicella IgG titer (must include reference ranges if numerical)

3. 0O Hepatitis B
e O Documentation of 3 doses of Hepatitis B vaccine and Positive Hep B Surface Antibody titer OR
e [ Positive Hepatitis B Surface Antibody titer (must include reference ranges if numerical) OR
« O Signed declination of Hepatitis B vaccination

4. O Tetanus Diphtheria Pertussis (Tdap) vaccine documentation within 10 years

5. 0O Tuberculosis (Tb) screening: (Individuals will be required to participate in annual TB assessments)
e O Documentation of negative QuantiFERON blood test within the past year (needs reference ranges) OR
e O Documentation of positive QuantiFERON blood test (needs reference ranges) and a negative Chest X ray
within the past year.
6. O Please note any work restrictions or work accommodations on the back of this form.

This information, including work restrictions, is used to determine potential accommodation. The information is not utilized to
discriminate.

Licensed Healthcare Provider’s Statement: I certify this individual, , has met UC Irvine Health
immunization and TB requirements as delineated on this form, and I certify the individual does not represent a safety risk in a
medical hospital environment, except as noted on the back of this form. I have included copies of this individual’s

documentation to support my certification.

Clinician Full Name/Title Office Phone

Address License Number

Clinician Signature Date






