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 Volunteer Resources

TB and Vaccination Surveillance (Updated January 2024)

Vaccination is an additional layer of protection that helps keep CHEO, our patients, and our community safe, and is part of our commitment to each other, to the kids and caregivers we serve and to the broader community. 


Prior to starting an assignment at CHEO, applicants for the volunteer and Co-operative Education programs must comply with the Immunization and Surveillance Policy as directed by the Ontario Hospital Association and Ontario Medical Association’s Communicable Disease Surveillance Protocols for Ontario Hospitals.

Where a healthcare provider ( i.e.: family physician, walk-in clinic, College or University Health Services) administers any of the following services of vaccinations and / or Tuberculosis testing results, please use this form.
Where vaccination records exist, copies will be accepted. Please attach them to this form.

In the absence of vaccination records, a blood test will be required to confirm immunity status. A copy of serology reports will be accepted. Please attach to this form. 

Name of applicant: ______________________________________    Date of Birth: ______________________________

                        (Please print)


     
                        (Month / Day / Year) 
Phone #:  (_____)  ________________________







 

	COVID –19 Vaccination:   
Knowing the proportion of our team members who are vaccinated is important, as it will help us understand our ongoing collective risk and how we will manage COVID-19 as it evolves. 

Provide vaccine receipts for doses 1 and 2, issued by the Ministry, by attaching them to this form.


	Tuberculin testing: 2 Step required: two injections, 2 examinations readings for a total of 4 visits:

Date of Step 1: _________________   Reading 48 – 72 hours after 1st injection: (pos/neg) ____________Induration ____________mm
When the initial test (Step 1) is negative (lesser than 10 mm induration), a second test (Step 2) is performed one to four weeks after the initial test and read 48 to 72 hours later.

Date of Step 2 (no sooner that one week to no later that four weeks after Step 1) _________________   
Reading 48 – 72 hours after 2nd injection (pos/neg) ____________Induration ____________mm

Prior negative two-step test: requires a single-step test within the last 12 months: 
Date of test _________________   Result: (pos/neg) _____________  Induration ____________mm


Chest x-ray required when TB skin test is positive (greater than 10 mm induration). X-ray must have been conducted within the last 5 years. Physician documentation must be described.

X-ray date: _______________________  Result: _________________________________________
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Immunizations
	Measles:  two vaccinations required: 

MMR #1 Date: ________________________    MMR #2 Date: _______________________


Where vaccination records are absent, serology results (blood test) are required:  

Results (pos/neg) _______________  Date of results: ______________________________

Where results are non-reactive, a booster is required: Date of vaccination: _________________________



	Mumps: two vaccinations required: 

MMR #1 Date: ________________________    MMR #2 Date: _______________________


Where vaccination records are absent, serology results (blood test) are required:  


Results (pos/neg) _______________  Date of results: ______________________________


Where results are non-reactive, a booster is required: Date of vaccination: _________________________




	Rubella: one vaccination required: 

MMR #1 Date: ________________________    


Where vaccination records are absent, serology results (blood test) is required:  


Results (pos/neg) _______________  Date of results: ______________________________


Where results are non-reactive, a booster is required: Date of vaccination: _________________________



	Varicella (Chicken Pox): two doses required:

Vaccine #1 date: _____________  Vaccine #2 Date: ______________

Where vaccination records are absent, serology results (blood test) is required:  


Results (pos/neg) _______________  Date of results: ______________________________

Where results are non-reactive, a booster is required: Date of vaccination: _________________________
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	Hepatitis B status – good to know yet not required:

Date vaccine given: ___________________  Date of last Immunization: _________________  



	Tetanus / Diphtheria / Pertussis status – good to know yet not required:

Date vaccine given: ___________________  Date of last immunization: _________________  



	Influenza – highly recommended:

Date vaccine given: ___________________  Date of last immunization: _________________  



Health Care Provider administering any of above services for vaccinations and / or Tuberculosis testing results, please complete the following: 

Name (print or  stamp) of HCP: _____________________________________

Signature: _____________________________________________________ 

Date form completed : ___________________________________________
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