


All employees who have the potential or who “reasonably anticipate” exposure to patients’ blood and body 
substances while performing duties of their job are offered the Hepatitis B vaccine, free of charge, at 
Parkview.

Hepatitis B vaccine is very safe and effective. It will not cause Hepatitis B infection. The vaccine is not 
developed from human blood products; rather, it is derived from yeast cells.

A series of three intramuscular injections are given into the deltoid (arm) muscle at 0, 1 and 6 months. 
Studies have shown that over 90% of healthy adults developed complete protection against Hepatitis B virus 
after the vaccine was given.

The most common side effects following administration of the vaccine are: soreness and redness at the 
injection site for approximately 48 hours, and a low grade fever. Complaints of feeling tired and joint pain are 
infrequent and, if present, usually last for only a few days. Side effects usually decrease with subsequent 
doses. Hepatitis B vaccine should not be administered to individuals with hypersensitivity to yeast or vaccine 
components. This vaccine would not be expected to be harmful to a developing fetus; however, its safety of 
use for a fetus has not yet been clearly demonstrated.

A statement from your personal doctor will be required if you wish to receive the vaccine and have a 
condition requiring medication, are pregnant or nursing, or have a problem with allergies. You should not 
receive the vaccine when you are currently sick.

Hepatitis B is a viral infection that is caused by Hepatitis B virus (HBV). In the United States, 12,000 to 
18,000 health care workers are infected annually with HBV. Of these health care workers, 200 to 300 die 
each year, while others may become chronic carriers of Hepatitis B, or develop chronic active hepatitis, 
cirrhosis or liver cancer.

Parkview encourages any employee who has exposure to blood and body substances on the job, to protect 
themselves from Hepatitis B by receiving the vaccine.

Please check the appropriate area below:

 HEPBACC (Hepatitis B Vaccine Accepted)
My job may include exposure to blood and body substances. I am interested in receiving the Hepatitis
B vaccine. I will receive the first vaccine today. I understand I need to return to Parkview Occupational
Health/Employee Health Services in 1 month and 6 months in order to complete the 3 dose series. I
will set appointments for those dates today.

 HEPBDEC (Hepatitis B Vaccine Declined)
I understand that due to my occupational exposure to blood and body substances, I may be at risk of
acquiring Hepatitis B virus. I have been given the opportunity to be vaccinated with Hepatitis B vaccine
at no charge to me when my employment at Parkview begins. I decline the Hepatitis B vaccination.
I understand that, by declining this vaccine, I will be at risk of acquiring Hepatitis B, a serious disease.
If, in the future, I continue to have occupational exposure to blood or body substances and I want to be
vaccinated with the Hepatitis B vaccine, I can receive the vaccination series at no charge to me.

I have read the above information and understand its contents.

Employee Signature:____________________________________________ 	 SS#:_____________________

Health Service Nurse:___________________________________________ 	 Date:_____________________
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The purpose of this agreement is to ensure that food employees notify the Nutrition & Dining Services person
in charge of past, current, and future conditions described. The person in charge will take appropriate steps
to preclude the transmission of foodborne illness. This agreement is a legal requirement of the Indiana State
Department of Health.

Applicant Name (print): _________________________________________________________________________

Address: ____________________________________________________________________________________

Telephone (H):_________________________________    (W): _________________________________________

TODAY
Are you suffering from any of the following?

1. Diarrhea q Yes q No

2. Fever q Yes q No

3. Vomiting q Yes q No

4. Jaundice q Yes q No

5. Sore Throat with Fever q Yes q No

6. Lesions on the hand, wrist or exposed
body part such as infected cut or burn q Yes q No

PAST
Diagnosed as being ill with typhoid fever (Salmonella typhi), shiegellosis (Shigella spp.), Escherichia coli (0157:H7
infection), or hepatitis A virus? q Yes q No

If yes, what was the date of diagnosis? ____________________________________________________________

HIGH-RISK CONDITIONS
1. Have you been exposed to or suspected of causing a confirmed outbreak or diagnosed as being ill with

typhoid fever (Salmonella typhi), shiegellosis (Shigella spp.), Escherichia coli (0157:H7 infection), Norwalk
Virus, Norwalk-like Virus or hepatitis A virus? q Yes q No

2. Do you live in the same household with a person diagnosed with typhoid fever (Salmonella typhi),
shiegellosis (Shigella spp.), Escherichia coli (0157:H7 infection), Norwalk Virus, Norwalk-like Virus or
hepatitis A virus? q Yes q No

3. Do you have a household member attending or working in a setting experiencing a confirmed outbreak of
typhoid fever (Salmonella typhi), shiegellosis (Shigella spp.), Escherichia coli (0157:H7 infection), Norwalk
Virus, Norwalk-like Virus or hepatitis A virus? q Yes q No

Do you have a family doctor?       q Yes        q No

  If yes: Name: ______________________________________________________________________________

Address: ____________________________________________________________________________

Telephone:___________________________________________________________________________

Signature of Applicant:_______________________________________________    Date: __________________

A copy of this document will be provided to the Applicant after signature is completed.
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Patient Name: Date of Birth: Date: 

Employer: Position: 

Please note: To comply with GENETIC INFORMATION NONDISCRIMINATION ACT (GINA) OF 2008, please do not provide any genetic information OR 

family history of disease (such as family history of heart attack, diabetes, high blood pressure, etc.) when answering any question on the medical 

history. 

Work History and Readiness 

1. Do you have any temporary or permanent work activity restrictions and/or an impairment rating from a healthcare provider?

(For example: no lifting above a certain weight or being prohibited from certain actions, like kneeling or squatting) 

No Yes, please describe the specific restriction(s) 

2. Have you ever been hurt on the job? No Yes, please provide details and if you still have any ongoing issues from the injury 

3. To your knowledge do you have any physical or mental disease, disorder, defect, handicap, disability, deformity or abnormality, or any other 
condition (including alcohol use disorder or any drug use or dependency) which might affect your ability to safely perform the essential tasks 
and functions of this job?   No   Yes, please describe

Personal Health and Wellness History 

1. Please list any current prescription and over the counter medications, vitamins, and supplements you take, including dosage (if known),

frequency, and how long you have taken them. I don't take any medications, vitamins, or supplements

2. Do you feel a medication/vitamin/supplement you take (or its side effects) will affect your ability to safely do your job?

No Yes, please describe

3. Do you have any allergy, sensitivity, or reaction to a medication/vitamin/supplement/foods/other substance? No Yes, please describe 

4. Are you under the care of a provider for any current medical conditions? No Yes, please describe 

5. Would you like to make and/or learn more about how to make any lifestyle change(s) to improve your health?

(Some examples could be: exercise more, lose weight, eat better, stop smoking, etc.) Not at this time Yes, please describe 

The above medical history information is complete and true to the best of my knowledge. I understand that any misstatement of fact may be, 

depending on employer policy, grounds for disciplinary action up to and including termination. I further understand that any willful 

misrepresentation of any medical condition can serve to bar any future claim for workers' compensation benefits. 

Patient Signature:  

Provider Comments: 

Date: 

Patient attests reviewed medical history is correct. No reported conditions or concerns preventing safe performance of essential job tasks and functions. 

Provider Signature: Date: 

Preplacement Medical History 
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