OSHA GUIDELINES and/or REQUIREMENTS

HEPATITIS B CERTIFICATION


Select any of the following paragraphs as it applies to your personal situation:

(  )
I certify that I have been inoculated for the Hepatitis B virus on_________________________










     (Date)

at ___________________________________________.                           

                                     (Place)

(  )
I certify that I have been retested for the Hepatitis B virus on___________________________










     (Date)

at ___________________________________________.                           

                                     (Place)

(  )
I decline the Hepatitis B vaccination at this time.  I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring Hepatitis B virus infection.  I understand that by declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.  If, in the future, I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated, I can receive the vaccination series at a local health department, my private physician’s office or at, no charge, through my permanent employer.

INFECTION CONTROL CERTIFICATION


Select the paragraph that applies to your personal situation:

(  )
I certify that I have participated in FORMAL TRAINING in infection control procedures and practices.  I understand the basic principles of disease transmission and the application of universal precautions as defined by the Center for Disease Control.

(  )
I certify that I have participated in ON-THE-JOB TRAINING in infection control procedures and practices.  I understand the basic principles of disease transmission and the application of universal precautions as defined by the Center for Disease Control.

CPR CERTIFICATION

(  )
I certify that I am current in Basic Life Support and Cardio-Pulmonary Resuscitation.

FIRST AID COURSE-WISHA CERTIFIED

(  )
I certify that I am current in First Aid which qualifies under OSHA regulations

HEALTH STATEMENT
(  )
I certify that I am in good health and am able to perform the duties required of me in the dental/medical office.

IN CASE OF EMERGENCY PLEASE NOTIFY: 

(name/address/telephone number of closest relative easily contacted)
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

SIGNATURE________________________________________________________DATE____________

PRINT NAME_______________________________________________________

