
STUDENT HEALTH STATEMENT

Name (PRINTED)_______________________________________________________________  SCC ID# or SS# ___________________________

Program ______________________________________________________________________________________________________________

A0045(2/11)

 Tdap (Tetanus, Diphtheria, and Pertussis)    Date: ______________________ (must be within last 10 years)

 Chicken Pox (Varicella-Zoster)  2 doses  Date: ________________________  and  ______________________
    Two doses required before submi   ng. CDC recommends a minimum of  28 days between doses. Indica  ng date of diagnosed disease is not acceptable.
      
 OR  Varicella-Zoster Virus Titer Date: ____________________ Findings:_______________________________

 Mumps (2 doses required before submi   ng or evidence of immunity) Date: _________________ and _____________________

 OR  Mumps Titer  Date: _______________________  Findings:  _____________________________________

 Rubeola (2 doses required before submi   ng or evidence of immunity) Date:_________________ and _____________________
 
 OR  Rubeola Titer  Date: _______________________  Findings: _____________________________________

 Rubella (2 doses required before submi   ng or evidence of immunity) Date:_________________ and _____________________
 
 OR  Rubella Titer  Date:________________________  Findings: _____________________________________

 Hepatitis B Vaccination (Required for all health programs except Human Services) Three doses required: #1 to start, #2 one 
month later, and #3 five months after #2. If the series is in progress, first and second vaccination must be indicated and student 
must submit written proof of third dose as received.

Date:  #1________________________     #2________________________     #3________________________ 
If the series is interrupted, the CDC states you do NOT have to restart the series, just continue to complete the series.

  OR  Hepa   s B An  body (Titer)   Date:___________________  Findings: ______________________________

 Two-step Tuberculosis skin test and/or chest x-ray (within last 12 months)   

 TEST #1   Date:_______________________________ Findings: ______________________________________  

TEST #2   Date:_______________________________ Findings: ______________________________________
If the findings of the TB test #1 and/or #2 are positive, student must have a chest x-ray and provide documentation. With 
documentation of a negative chest x-ray, no further testing is needed.

Southeast Community College   –Beatrice
Attn: Admissions Office

4771 West Scott Road • Beatrice, NE 68310-7042
402-228-8214   or   1-800-233-5027

Distribution:    White Copy – Admissions                  Yellow Copy – Student

NOTE:  THIS FORM WILL NOT BE ACCEPTED IF ANY PORTION IS LEFT BLANK.
If vaccina  on is not indicated for you, immunity must be proven by  ter. If you choose to use Physicians Laboratory Services, Inc. for the  ters, you cannot sub-
mit this form un  l results are received by SCC. Please see a  ached form for explana  on. Day, month, and year MUST be indicated for all documenta  ons.

Southeast Community College   –Lincoln
Attn: Admissions Office

8800 “O” Street • Lincoln, NE 68520-1299
402-437-2600   or   1-800-642-4075

Retain a copy and send original/copy to the Campus you will be attending:

APPLICANT INFORMATION:

Physician, Physician Asst. or Registered Nurse signature and information required. (If it is determined that provider information is 
falsified in any way, the student will be dismissed from the program and will not be eligible for admission to any health program at SCC.)

Name & Title 
(PRINTED): ________________________________________________________________  Signature: ____________________________________________________________________

Clinic/Group Name:___________________________________   Address: ________________________________________________________________________________________

City:__________________________________________________________________  State:_________________________  Zip: ______________________________________

Phone Number: _______________________________________________________________   Date form completed:  ______________________________________________

HEALTH CARE PROVIDER INFORMATION:
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