WALWORTH AMBULANCE, INC.

HEPATITIS B IMMUNIZATION

NAME:______________________________________ 

PLEASE READ THE INFORMATION ON THE ATTACHED SHEET BEFORE SIGNING THIS FORM (ENTER “NA” IN BLANK IF NOT APPLICABLE TO YOU.)

The need for the Hepatitis B Vaccination has been explained to me.








____________________________________

                                                                                                     (Signature)
                (Date)

**************************************************************************************

I have already received the complete series of Hepatitis B vaccination previously

 on____________________________ given by___________________________________________.


(Approx. Date) 



(Name of provider, dr. or nurse)








____________________________________

                                                                                                     (Signature)
                (Date)

**************************************************************************************

I have been tested (by titer) and determined immune 

on____________________________ given by___________________________________________.


(Approx. Date) 



(Name of provider, dr. or nurse)








____________________________________

                                                                                                     (Signature)
                (Date)

**************************************************************************************

I wish to receive the series of three injections of the Hepatitis B vaccine ‑ 1st dose, 2nd dose one month later, 3rd dose (5) live months after the 2nd dose.


DOSE
VACCINE TYPE
SIGNATURE OF PROVIDER
DATE



[image: image1]
**************************************************************************************


Walworth Ambulance, Inc. has offered to me a pre ‑ exposure Hepatitis B vaccination per OSHA regulations and I have voluntarily DECLINED such vaccination. I understand that if I am exposed to Hepatitis B, I may request a post ‑ exposure vaccination.








____________________________________

                                                                                                     (Signature)
                (Date)

