Immunisation Declaration Form
	Staff details

	Name
	     
	Employee Number
	     

	Date of declaration
	     
	Reviewer
	     


	Immunisation status
	Yes
	No

	1
	I have received the BCG vaccination
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	I have had chicken pox – OR –
I have received the chicken pox/varicella vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	I have received the full course of Hepatitis B vaccination
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3a
	I have received confirmation of immunity to Hepatitis B
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	I have received the most recent influenza vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	I have received the full course of coronavirus vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Declaration
Please read these carefully, and check ONE declaration statement below

	 FORMCHECKBOX 

	I have received all relevant vaccinations as outlined above, in compliance with the company policy on prevention of occupational infection.

	
	

	 FORMCHECKBOX 

	I have received all relevant vaccinations, but have not yet received confirmation of immunity.  I still wish to work within the clinical environment, and understand that this places me at increased risk of communicable infection, but am willing to accept this increased risk.  I understand that the company is not liable in the event of my catching one of these infections.

	
	

	 FORMCHECKBOX 

	I am not able to receive all relevant vaccinations, or courses of those vaccinations have been ineffective.  I still wish to work within the clinical environment, and understand that this places me at increased risk of communicable infection, but am willing to accept this increased risk.  I understand that the company is not liable in the event of my catching one of these infections.

	
	

	 FORMCHECKBOX 

	I do not wish to receive all the relevant vaccinations above.  I still wish to work within the clinical environment, and understand that this places me at increased risk of communicable infection, but am willing to accept this increased risk.  I understand that the company is not liable in the event of my catching one of these infections.


Now please complete the personal details below.  This must be physically signed, and returned to the office.
	Signed:
	

	Name:
	     

	Date:
	     
	


	Outcome (Office Use Only)

	Authorised
	 FORMCHECKBOX 

	
	
	Rejected
	 FORMCHECKBOX 


	Authorisation considered by:
	     
	Signed:
	


