
Associates	
  in	
  Emergency	
  Care,	
  LLC	
  |	
  Confidential	
  

	
  
	
  

	
  
Fall	
  Semester	
  2010	
  Immunization/Titer	
  Guidelines	
  

Name:	
  ______________________________________________________________________________	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  _____________	
  
	
   Last	
   	
   	
   	
   	
   First	
   	
   	
   	
   M	
   	
  	
  	
  Date	
  of	
  Birth	
  

Address:	
  ______________________________________________________________________________________________	
  
	
   	
  	
  	
  Street	
   	
   	
   	
   	
   Apt.	
   	
   	
   	
   City,	
  State,	
  Zip	
  Code	
  

Program:	
  __________________________	
   Class	
  Location:	
  ______________________________	
   	
  

MANDATORY	
  IMMUNIZATION	
  REQUIREMENTS,	
  DRUG	
  SCREEN,	
  AND	
  BACKGROUND	
  
ALL	
  STUDENTS	
  MUST	
  HAVE:	
  

Hepatitis	
  B:	
  Must	
  show	
  proof	
  of	
  having	
  completed	
  the	
  entire	
  
Hep-­‐B,	
  3	
  dose	
  series	
  or	
  must	
  have	
  started	
  the	
  series	
  with	
  at	
  
least	
  one	
  dose	
  completed	
  prior	
  to	
  August	
  16,	
  2010.	
  	
  If	
  the	
  3	
  
dose	
  series	
  has	
  been	
  completed	
  within	
  2	
  months	
  of	
  August	
  
1st	
  then	
  a	
  positive	
  antibody	
  titer	
  is	
  required.	
  

Antibody	
  Titer	
  Date:_____________	
  	
  	
  	
  Result:	
  ____________	
  
	
  
3	
  Dose	
  Series	
  
#1	
  Date:	
  __________	
  #2	
  Date:	
  _________	
  #3	
  Date:	
  ________	
  

Measles,	
  Mumps,	
  and	
  Rubella	
  (MMR):	
  Positive	
  antibody	
  titer	
  
between	
  August	
  1,	
  2008	
  and	
  August	
  16,	
  2010	
  is	
  REQUIRED.	
  
	
  
NO	
  SUBSTITUTE	
  WILL	
  BE	
  MADE	
  FOR	
  ANTIBODY	
  TITERS	
  
WITHIN	
  THE	
  GIVEN	
  TIME	
  FRAME.	
  

	
  
Measles	
  Antibody	
  Titer	
  Date:_____________Result________	
  
	
  
Mumps	
  Antibody	
  Titer	
  Date:_____________Result________	
  
	
  
Rubella	
  Antibody	
  Titer	
  Date:_____________Result________	
  
	
  
	
  

Tetanus/diphtheria/Pertussis	
  
Tdap	
  Vaccine	
  –	
  ONLY	
  THE	
  Tdap	
  VACCINE	
  WILL	
  BE	
  ACCEPTED	
  
Must	
  show	
  proof	
  within	
  the	
  last	
  5	
  years	
  of	
  the	
  start	
  date	
  of	
  
class:	
  
Between	
  August	
  1,	
  2005	
  and	
  August	
  16,	
  2010	
  

	
  
Tdap	
  Vaccine	
  Date:	
  ______________________	
  

Varicella:	
  Positive	
  antibody	
  titer	
  showing	
  proof	
  of	
  immunity	
  
to	
  Varicella	
  Zoster.	
  	
  If	
  antibody	
  titer	
  is	
  negative	
  2	
  doses	
  of	
  
varicella	
  vaccine	
  are	
  required.	
  	
  Both	
  of	
  these	
  must	
  be	
  current	
  
within	
  2	
  years	
  of	
  the	
  start	
  date	
  of	
  the	
  class.	
  	
  Between	
  August	
  
1,	
  2008	
  and	
  August	
  16,	
  2010.	
  

Antibody	
  Titer	
  Date:	
  _________________	
  Result:_________	
  
	
  
Vaccine	
  Dates	
  if	
  negative	
  antibody	
  titer:	
  
#1	
  Date:	
  _____________	
  	
  #2	
  Date:_____________	
  

Tuberculosis:	
  Skin	
  test	
  or	
  blood	
  test	
  must	
  have	
  been	
  
performed	
  after	
  February	
  1,	
  2010.	
  

Test	
  Date:	
  ________________	
  
If	
  TB	
  (PPD)	
  positive,	
  a	
  negative	
  Chest	
  X-­‐ray	
  is	
  required	
  within	
  
6	
  months	
  of	
  the	
  start	
  date	
  of	
  class.	
  	
  	
  
Between	
  February	
  1,	
  2010	
  and	
  August	
  16,	
  2010.	
  

NATIONAL	
  BACKGROUND	
  CHECK	
  –	
  Print	
  2	
  copies	
  of	
  results	
  
MUST	
  BE	
  COMPLETED	
  ONLY	
  THROUGH	
  
CERTIFIEDBACKGROUND.COM	
  AND	
  BETWEEN	
  THE	
  DATES	
  OF	
  
MAY	
  1,	
  2010	
  –	
  AUGUST	
  16,	
  2010.	
  

Password:	
  _____________	
  	
  Last	
  4	
  Digits	
  of	
  SSN	
  ___________	
  
Date	
  of	
  Completion:	
  ______________________	
  

FIVE-­‐PANEL	
  DRUG	
  SCREEN	
  
MUST	
  BE	
  COMPLETED	
  ONLY	
  THROUGH	
  
CERTIFIEDBACKGROUND.COM	
  AND	
  BETWEEN	
  THE	
  DATES	
  OF	
  
MAY	
  1,	
  2010	
  –	
  AUGUST	
  16,	
  2010.	
  

Date	
  Submitted	
  Background	
  Check	
  Confirmation	
  Page	
  to	
  
Shaun	
  Marini:	
  ____________________	
  
	
  
Date	
  of	
  Completion	
  at	
  Quest:	
  ______________________	
  



Associates	
  in	
  Emergency	
  Care,	
  LLC	
  |	
  Confidential	
  

	
  
	
  

	
  

	
  

OTHER	
  REQUIRED	
  PAPERWORK:	
  
	
  

Submit	
  2	
  copies	
  of	
  current	
  EMT-­‐B	
  or	
  VA	
  State	
  EMT-­‐I	
  
Certification:	
  	
  present	
  certification	
  MUST	
  stay	
  current	
  and	
  
NOT	
  expire	
  throughout	
  the	
  course	
  

EMT-­‐B	
  Expiration	
  Date:	
  ______________________	
  
VA	
  EMT-­‐I	
  Expiration	
  Date:	
  ____________________	
  
Present	
  Certification	
  must	
  remain	
  valid	
  through	
  Jan.	
  30,	
  2011	
  

Submit	
  2	
  copies	
  of	
  current	
  CPR	
  Card	
  (AHA	
  BLS	
  Healthcare	
  
Provider)	
  

BLS	
  Healthcare	
  Provider	
  Expiration	
  Date:	
  ________________	
  
Present	
  Certification	
  must	
  remain	
  valid	
  through	
  Jan.	
  30,	
  2011	
  

Copy	
  of	
  Valid	
  Driver’s	
  License	
   Must	
  be	
  18	
  years	
  of	
  age	
  before	
  July	
  31,	
  2010	
  
Copy	
  of	
  Health	
  Insurance	
  Card:	
  It’s	
  mandatory	
  at	
  Mary	
  
Washington	
  Hospital	
  but	
  recommended	
  everywhere	
  else.	
  

Name	
  of	
  Insurance	
  Company:	
  _________________________	
  
Expiration	
  Date:	
  ______________________________	
  	
  

High	
  School	
  Diploma/GED/or	
  proof	
  of	
  higher	
  education	
   	
  

	
  

1. Please	
  turn	
  in	
  all	
  proof	
  of	
  immunization/titer	
  documentation	
  with	
  this	
  form.	
  
2. Please	
  turn	
  in	
  both	
  national	
  background	
  and	
  drug	
  screen	
  results	
  with	
  this	
  form.	
  
3. Please	
  turn	
  in	
  all	
  other	
  required	
  documentation	
  with	
  this	
  form.	
  

Do	
  not	
  staple	
  anything	
  to	
  this	
  form.	
  	
  Please	
  send	
  everything	
  at	
  one	
  time!	
  

ALL	
  required	
  documentation	
  must	
  be	
  submitted	
  BEFORE	
  August	
  16,	
  2010	
  or	
  the	
  student	
  will	
  	
  	
  	
  	
  	
  	
  	
  
be	
  dismissed	
  from	
  the	
  program	
  including	
  forfeiture	
  of	
  paid	
  tuition.	
  

	
  

Please	
  fax,	
  scan,	
  or	
  mail	
  all	
  of	
  the	
  above	
  documentation	
  to:	
  	
  
Fax:	
  301-­‐865-­‐8881;	
  

Email:	
  shaunmarini@aecare911.org	
  	
  
P.O.	
  Box	
  490,	
  Damascus,	
  MD	
  20872	
  

	
  


