
 

PHYSICIAN’S FORM 
 

This form needs to be entirely filled out by a licensed healthcare provider for the Volunteer Program's approval, along with the necessary 
supporting documents. Or, documentation of all current immunizations/vaccinations must be provided* 

 
Volunteer Applicant’s Name ______________________________________  DOB___________ 

 

Physician Name_________________________________________Tel# ____________________ 
 
Physicians full Address ___________________________________________________________ 

                                         
Immunizations      Date given                                                                  Date Given 

MMR      #1   ___________________        MMR      #2     _____________________                 
Varicella #1    ___________________       Varicella #2     _____________________                     
Tdap               ___________________                          
*Proof of positive blood titer test results is accepted in lieu of:  Measles (Rubeola), Mumps, Rubella, Varicella 
immunization date 
 
Tdap is required to volunteer in areas that care for newborns and children. If < 21 years, at least 1 Tdap is 
needed within the past 10 years; if 21 and older, at least one dose of Tdap is needed after the 19th birthday 
 

QFT/2 Step Tuberculin Skin Test        Date given               Date read                 RIGHT / LEFT forearm. 
 

QuantiFERON Plus Test    
TB Skin Test 1    
TB Skin Test 2 (if required)    

QFT/Tuberculin Skin Test must be completed within 3 Months of Volunteer Program Start Date 

Chest X-Ray (Required if tested +PPD)                                                 Date of chest X-Ray results 

Provide chest x-ray report (if within one year)  
 

Flu Vaccine (applicable during Flu season Dec 1-Mar 31)                                Date  

Attach copy of documentation as proof  
 

COVID-19 Vaccination Record                                                        Date      
(For Monovalent Vaccine fully vaccinated is defined as complete base vaccine dose with 1 Booster 
For Bivalent only 1 dose is required)                              

1st Dose        ⬚ Moderna    ⬚ Pfizer BioNTech     ⬚ J&J 
⬚ Monovalent ⬚ Bivalent       

 

2nd Dose      ⬚ Moderna   ⬚ Pfizer BioNTech     ⬚ J&J 
⬚ Monovalent ⬚ Bivalent 

 

Booster       ⬚ Moderna   ⬚ Pfizer Bio NTech   
⬚ Novavax 
⬚ Monovalent ⬚ Bivalent 

 

As of 8/1/23 HMH does not require COVID vaccination, but it is encouraged. Proof of immunization is requested if vaccinated 
 

Physician’s Signature_______________________________________ Date: _______________ 
 

RETURN THIS FORM VIA: 
MAIL TO: Michael Rafter 
Attention: Volunteer Services Department 
1945 Route 33, Netprune, NJ 07753     EMAIL:jsumc.volunteers@hmhn.org 
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