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3. All immunizations must be current and completed prior to the start of the Allied Health  
    Program (or as instructed by each program). 
 
Immunizations Immunity Date and Result of Titer

(Immunity is required)
 Yes No
Measles (Rubeola)  
German Measles (Rubella)  
Mumps  
Chicken Pox (Varicella)  
Tdap  
Flu (seasonal)  
*Hepatitis B - Dates vaccine administered #1                             #2                             #3  
10 Panel Urine Drug Test (Not required for 
Dental Assisting) 

Date:                             Result: 
Copy of Personal Health Insurance  

 
N.J.A.C. 8: 39-19.5(b) mandates that “each new employee shall,” receive a two-step Mantoux tuberculin test with five units of 
purified protein derivative.  The only exceptions shall be documented negative two-step Mantoux skin test results (zero to nine 
millimeters of induration) within a year, a documented positive Mantoux skin test (10mm or more of induration), those having 
received appropriate medical treatment for tuberculosis, if medically indicated. 
 *This mandate is interpreted to include those students who give direct care to those patients who are frail and elderly.  Therefore, 
students must have a two-step Mantoux tuberculin skin test.  If the first is negative then the second should be administered one to 
three weeks later; these will be documented on their physical form. 
 
This test must be completed within one month prior to the start of the program. 
Two Step Mantoux Tuberculin Skin Test  #1 Date _____________ Results _______________ 
      #2 Date _____________ Results _______________ 
Chest X-Ray (if indicated)  Date _______________ Results _______________ 
 
* Mantoux Tuberculin Skin Test is required annually while in a program that is longer than 1 year. 
 
________________________________________________________________________________________________ 
 
4. The health physical must be completed within the last six months prior to the start of the 
class. If completed prior to 6 months a new physical will be required. 
 
I have completed a physical examination for  ______________________________ on __________ 
and found her/him to be in ________________health.  She/he is able to participate in all activities 
and clinical components of the allied health course/program without restrictions. 
 
______________________________________________ Phone No. ______________________ 
Print Name (Physician/Nurse Practitioner) 
 
______________________________________________________________________________ 
Address 
 
Physician’s/Nurse Practitioner’s Signature ____________________________________________ 
 
Date________________________________ 
 
If you have any questions regarding this form, please contact BCIT, Adult Education Division,  
at 609-267-4226, ext. 8214 or 8231. 
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To be completed by BCIT’s Official 
 
Reviewed by ___________________________________              Date ________________ 
                              Program Administrator/Instructor/Staff 
 


