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Job Shadow Orientation & Application 

Thank you for your interest in the healthcare field and shadowing a healthcare professional at 
Meeker Memorial Hospital & Clinics. We are proud to support students with an interest in 
healthcare. During the job shadow, students will follow a healthcare professional and observe how 
health services are provided (please note, direct patient contact is NOT allowed).  

1. Complete the forms at the end of this document in a pdf format and arrange a time for 
the shadow experience with Human Resources or Shadow Coordinator.  

2. Email your application (pages 12-16) and required vaccination records to Anna Litzau, 
Human Resources Generalist (alitzau@meekermemorial.org) or to Jill Smith, Human 
Resources Manager (jnsmith@meekermemorial.org).  

3. A signature is required for each section (indicated for that section), and a parent’s signature 
is required for students under the age of 18. These guidelines are designed to give a quality 
job shadowing experience while ensuring that Meeker Memorial continues to provide the 
highest level of care and safety to patients.  

4. Students must be at least 16 years of age to shadow. 

 

Please review all the information in the packet carefully. Students, volunteers, staff and medical 
staff are all required to understand and follow Meeker Memorial Hospital & Clinics compliance 
standards. 

 

Please note that if a job shadow does not meet MMHC standards, the job shadow experience can 
be cancelled at any time. 

 

 

 

 

 

 

mailto:alitzau@meekermemorial.org
mailto:jnsmith@meekermemorial.org
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Meeker Memorial Hospital & Clinics Job Shadow Application and Orientation Packet 

 
Applicants should keep pages 1 – 11 

• Pages 4 – 5 : Mission / Values, Dress Code, Illness, Parking, Drug/Cannabis/Alcohol Free 
Workplace and Smoking/Tobacco Prohibited 

• Page 5 – 6 : Confidentiality and Patient Rights 
• Page 6 – 7 : Standard Precautions and Hand Hygiene 
• Page 7 – 8 : Diversity and Healthcare Workers, Vulnerable Adults and Child Abuse and 

Safety 
• Page 9 – 10 : MMHC Emergency Codes 
• Page 11 : Campus Parking Map 

The applicant should complete, in a pdf format, and return pages 12 - 16 

• Page 12 : Application Form 
• Page 13 : Compliance Form and Required Vaccination Records 
• Page 14 : Meeker Memorial Student Shadow/Observation 
• Page 15 : TB Questionnaire 
• Page 16 : Declination of Influenza Vaccine (only needed October to April) 

 

Please return completed forms to: 
 
Anna Litzau, Human Resources Generalist 
alitzau@meekermemorial.org   320.693.4521 
 
Jill Smith, Human Resources Manager 
jnsmith@meekermemorial.org  320.693.4571 
 
Human Resources 
Meeker Memorial Hospital & Clinics 
612 S Sibley Avenue 
Litchfield, MN 55355 
 

 

mailto:alitzau@meekermemorial.org
mailto:jnsmith@meekermemorial.org
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Mission & Values 

MMHC is a county owned, critical access rural hospital with a 
provider-based clinic. Our MISSION is to provide 
compassionate care for each person, supporting community 
health and wellness. We strive to be know as an organization 
that provides state-of-the-art health care services 
accompanied by outstanding personalized care. Our GOAL at 
Meeker Memorial is to give our patients an experience that is 
beyond their expectations – that is Service Excellence. Our 
patients and co-workers expect and deserve the highest 
quality of care and support – our pledge is to represent a 
positive attitude in a culture of teamwork towards continuous 
improvement in our delivery of quality healthcare.  
 
Our Mission :  
Compassionate care for each person. Supporting community 
health and wellness. 
 
Our Values (ICARE) :  

• Integrity : Adherence to strong, moral and ethical principles. Demonstrating honesty, 
fairness and consistency in actions and decisions. 

• Compassion : Genuine empathy and concern for others, accompanied by a strong desire to 
help and provide support to all. 

• Accountability : Willingness to take responsibility for actions, decisions and 
consequences, ensuring transparency and trustworthiness. 

• Resourceful : Ability to creatively and efficiently work as a team, solve problems, and 
overcome challenges together.  

• Excellence : Pursuit of the highest standard in actions, behaviors and outcomes, striving to 
consistently exceed expectations. 
 

Dress Code 
While on duty, proper dress and personal cleanliness is expected of all employees, volunteers, 
interns, students and contract staff to ensure that our staff’s appearance gives a favorable 
impression to patients, visitors and guests. Each person is responsible for following the guidelines 
below :  

1. Clothing should be clean, neat and appropriate for work being performed.  
2. Shoes should be clean and quiet. There is no wearing of flip-flop/thong style sandals.  
3. Hair, beards and mustaches should be clean, neat and trim. 
4. Piercings and tattoos will be judged by good taste, safety, and practicality. Nose piercings ¼ 

stud or less can be worn. NO hanging hoops, gauges or large earrings allowed. NO tongue 
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studs or rings are allowed. Piercings and tattoos that DO NOT meet these requirements 
must be covered or will be asked to be removed.  

5. The use of perfumes, lotions, aftershave, or other scents must be avoided while at MMHC. 
6. The following are not allowed: 

a. Blue jeans, shorts, see-through clothing, sweatpants/jogging suits, miniskirts 
and clothing showing a bare midriff, tank or sleeveless tops. Undergarments 
must not be visible. 

 
Illness 

In the case of an illness or emergency, you are asked to call your shadow coordinator or preceptor. 
To prevent problems with this, it is suggested you have numbers available at your home.  
 

Parking 
Please park in employee designated parking areas only. See the campus map on page 11. 
 

Illegal Drug / Cannabis / Alcohol-Free Workplace 
MMHC is committed to maintaining a work environment free from the influence of alcohol, 
cannabis and/or illegal drugs to protect the health, safety and well-being of our patients, employees 
and visitors. MMHC prohibits the use, possession, transfer and sale of alcohol, cannabis or illegal 
drugs by all applicants during the learning experience(s). 
 

Smoking / Tobacco Prohibited 
The use of tobacco products (cigarettes, cigars, chewing tobacco, pipes and electronic cigarettes) 
is prohibited within and outside all Meeker Memorial Hospital & Clinics buildings, grounds, parking 
lots and vehicles. 
 

Confidentiality and Patient Rights 
HIPAA (Health Insurance Portability and Accountability Act) is a federal law that specifies the 
types of measures required to protect the security and privacy of medical information or protected 
health information. 
 
Protected Health Information (PHI) is a collection of health information that is created or received 
by a health care provider or health plan and relates to the past, present and future physical or 
mental health or condition of the individual. HIPAA regulations address PHI that is written, 
electronic or oral. As a student performing activities at MMHC, there may be times when you may 
have to access PHI. Federal and state laws as well as our policies protect PHI. It is against the law 
for you to use or disclose PHI outside the scope of your student duties at MMHC. This includes 
verbal, written and oral disclosure. Even just the fact that a patient is at the facility is considered 
PHI. Intentional or involuntary violation of patients’ confidentiality may result in punitive action 
including a possible fine or imprisonment. 
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Cell phone use is PROHIBITED during a job shadow experience. DO NOT take any pictures. 
 
Guidelines for use of this information: 

• You may use PHI as necessary in the context of following your preceptor. DO NOT 
photocopy patient information. 

• DO NOT discuss any PHI you see or hear about with family or friends. 
o For example → It is not appropriate to tell your family members who you saw or 

heard has a procedure or was hospitalized or is a patient at any of our facilities. 
• You may access only the minimum necessary amount of information that is necessary to 

carry out your student assignment. 
• Do not record any PHI or patient information including but not limited to, patient names, 

dates of birth, address, phone number, social security number, pictures, etc. on reports you 
may need to turn into your organization / school or on forms you may need to take home 
with you. 

• Be aware of your surroundings when discussing PHI. It is inappropriate to discuss clients or 
patients in elevators, the cafeteria, waiting rooms, etc. 

• Discussing information with other students or employees who are not assisting with a 
patient is prohibited. 

• When disposing of any documents with PHI, do not put them into wastebasket. Instead, 
place it into one of the shredding (Shred-It) containers located throughout the facilities. 

 
Patient Rights are posted at the entrances of all facilities and are available through patient care 
staff. 
 
If you have questions about the use or disclosure of PHI, other confidentiality issues or patient 
rights, ask your preceptor or the job shadow coordinator. You will be required to watch a video on 
HIPAA / Confidentiality prior to your time at MMHC. 
 

Standard Precautions 
Standard precautions are a set of infection control practices used in healthcare settings to prevent 
the transmission of infections, based on the thought that every patient could potentially carry an 
infectious disease. Standard precautions are essential practices that healthcare providers must 
follow to ensure safety for both patients and themselves. These precautions are based on the 
principle that all blood, body fluids, secretions, and excretions (except sweat) should be treated as 
potentially infectious, regardless of the patient's known health status. Glove use is mandatory for 
direct contact with blood and body fluids or when the personnel have skin breaks on their hands. 
The wearing of gowns, gloves and goggles is required when encountering large amounts of blood, 
bloody body fluids or tissues. 

Bloodborne pathogens are microorganisms such as viruses, bacteria, or parasites that are present 
in human blood and other potentially infectious materials (OPIM) that can cause disease when they 
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enter another person’s body like HIV, HBV, and HCV. An exposure happens when blood or OPIM 
contacts another person’s broken skin by a puncture, scratch, laceration, splash into mucous 
membranes (eyes, nose, mouth), or prolonged contact with broken skin. OPIM includes body fluids 
such as blood, urine, saliva, semen, vaginal secretions, breast milk, and any fluid visibly 
contaminated with blood. If you have a potential exposure to blood or a bloody body fluid notify 
your preceptor immediately. Wash the area immediately with soap and water or rinse eyes with 
clean water if they are splashed. Your preceptor will send you to the Emergency Department for 
further evaluation. 

Proper Hand Hygiene is the single most effective step we can take in preventing the spread of 
infection.  Follow these good hand-washing steps: 

1. Use warm water and plenty of soap. 
2. Clean the whole hand, under your nails, between your fingers and up the wrists. 
3. Wash for at least 20 seconds (2 full rounds of the Happy Birthday song). TIME MATTERS. 

Scrub well. 
4. Rinse, letting the water run down your fingers, not up your wrists. 
5. Dry your hands well. Use a paper towel to turn off the faucet and open the door. 

Soap and water and alcohol-based foam/gel cleansers are effective to help prevent infection, 
wash/cleanse your hands often, especially:  

• After using the bathroom, and before and after eating. 
• After coughing, sneezing or using a tissue. 
• After touching dressings, bed linens or towels. 
• After touching any object or surface that may be contaminated. 
• Before entering and after leaving a patient’s room. 
• As soon as you remove gloves or other protective clothing. 
• After any contact with blood or other body fluids. 
• Leaving an enteric precaution isolation room. 

Using an Alcohol-Based Hand Foam/Gel Cleanser will kill germs but, sometimes only soap and 
water are effective so watch for signs. An Alcohol-Based Hand Foam/Gel Cleanser can be used 
when your hands aren’t visibly soiled/dirty. Follow these steps:  

1. Spread a tablespoon of cleaner in the palm of your hand. 
2. Rub your hands together briskly, cleaning the backs of your hands, the palms, between your 

fingers and up the wrists. 
3. Rub until the cleanser is gone and your hands are completely dry. 

Transmission-Based Precautions are used when an infection is spread by contact, droplet or 
airborne transmission. Watch for signs and the staff person you are observing will explain those if 
necessary. 
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Diversity and Healthcare Workers 
Diversity is the natural difference among people that stem from different frames of reference. 
Meeker Memorial Hospital & Clinics is committed to creating an inclusive environment where all 
employees, patients and patients’ family members, as well as physicians, volunteers, students and 
business partners are treated with fairness, dignity and respect without regard to race, color, creed, 
religion, national origin, gender, sexual orientation, gender identity, disability, age, marital status or 
veteran status. Healthcare staff must recognize and attend to each patient’s daily and religious 
customs, dietary needs and other ethnic or cultural needs. Listen carefully to patients, family 
members and your preceptor. Learn as much as possible about different cultures. MMHC is 
required to have an interpreter available for any non-English speaking or hearing-impaired patients. 
MMHC has contracted with an online system with a screen to communicate between the 
interpreter and the patient and staff person (including sign language) and a language phone line. 
Religion often plays a large role in the patient’s culture and medical decisions. Due to infection 
control concerns, copies of religious resources can be requested.  
 
Think of it this way – treat patients the way they would like to be treated. 
 
Vulnerable Adult or Child Abuse, MMHC has specific policies for reporting abuse/neglect of 
children or adults. If you observe or receive information that causes you to suspect abuse/neglect, 
please report the situation directly to your preceptor. 
Safety, MMHC takes every reasonable precaution to ensure that facilities are safe for employees, 
patients, visitors and others. We ask you to do the same, and your cooperation is essential in this 
effort. If you spot any action or any condition that appears unsafe, please report it to your preceptor 
immediately. During your observation, use safety devices and wear protective apparel such as 
goggles, gloves or gowns when appropriate. Failure to do so could cause accident, injury or 
disaster. In the event you are injured or become ill during your observation experience, emergency 
care may be received in the emergency department (PLEASE NOTE THAT ALL CHARGES 
ASSOCIATED WITH THIS CARE ARE YOUR PERSONAL RESPONSIBILITY). 
 
Please review the Meeker Memorial Hospital & Clinics Emergency Codes found on the next 
page of this packet. 
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Emergency Codes 

Emergency What Should Be Announced Who to Call 
Repeat 

Announcement 
Until Cleared 

Behavioral 
Emergency 

Behavioral Emergency 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

Activate Panic 
Button 
 
Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

As Requested 

Bomb Threat Bomb Threat. Start search procedures. Report 
search status to extension ________. 

Dial 911 
 
Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

Every 15 Minutes 

CODE Blue Code Blue Activated. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

Hospital Dial 6000 As Requested 

External Active 
Threat 

External Active Threat. Shelter in Place. Dial 911 / Activate 
Panic Button 
 
Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

As Requested 
 

Fire  
Reception to 
notify 911 

Fire Alarm Activated. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

As Requested 
 

Hazardous 
Materials 

Internal Emergency. Hazardous Materials 
Release. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closes point of 
Reference)____________________________ 
 
Cleanup initiated, please avoid the area. 

  

Internal Active 
Threat 

Internal Active Threat. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

Dial 911 / Activate 
Panic Button 
 
Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

As Frequently As 
Possible 

IS Outage IS Outage Affecting the (Internal System 
Failure) 

 As Requested 
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______________ System.  
 
IS is working on the problem. Switch to 
downtime procedures. 

Mass Casualty 
Incident 

Mass Casualty Incident. Prepare for patient 
surge. (Insert description of event) 
________________________________ 

 As Requested 

Medical 
Emergency 

Medical Emergency Activated. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

 As Requested 

Missing Person Missing (infant/child/adult). 
Description (age, gender, clothing, hair color, 
race, last known location) 

 As Requested 

Level 1 MI Level 1 MI Activation. 
(Floor) _______________________________ 
(Dept) _______________________________ 
(Room # OR Closest Point of Reference) 
_____________________________________ 

 As Requested 

Severe 
Weather 
Hospital and 
Clinic 
Registration 
Staff will 
Activate with 
Announcement 

A severe thunderstorm/tornado watch is now 
in effect until (time). 
 
A severe thunderstorm/tornado warning is 
now in effect until (time). 
 
Announce when sirens are ACTIVATED :  
A severe thunderstorm/tornado warning has 
now in effect until (time). Please go to an area 
of Safety. 

Hospital – 
Admitting will 
announce 
 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

Upon Request and 
hourly after initial 
announcement. 
 
 
Every 30 minutes 
until warning is 
expired. 

Trauma Trauma Team activation (Assistance / No 
Assistance) needed. 

Dial 6000 As Requested 

Stroke Stroke Code Activation. 
(Floor) ________________________________ 
(Dept) ________________________________ 
(Room # OR Closest Point of Reference) 
______________________________________ 

Dial 6000 As Requested 

Utility Failure Utility Failure affecting the (insert the utility 
that has failed). Facilities is working on the 
problem now. Follow downtime procedures.  

Hospital Dial 6000 
West Dial *6001 
East Dial *6002 
Dassel Dial *6003 

As Requested 
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Parking 
Students are asked to park in the Employee Parking Areas. North Parking Lot by the West Clinic (red 
circled), leaving marked designated patient parking open, or the far South Parking Lot (red circled), 
keeping the closest spaces to the main entrance open for patient use. Street parking is also 
available on W. Lockerbie or S. Ramsey. 
 
Students will enter through the main (South) entrance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

North Parking 
Lot 

South Parking 
Lot 

Main (South) entrance – 
says emergency (in red) 

above door. 
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Student Job Shadow Form 

Applicant Name (Printed):  _________________________________ Date of Birth & Age: _____________ 

Address (St/City/State/Zip): ________________________________________________________________ 

Phone: ___________________________ Email: _________________________________________________ 

Date Application Completed: ________________________ 

Career Interest(s)/Type of healthcare worker(s) you wish to shadow: _________________________ 

____________________________________________________________________________________________ 

Which Department do you wish to shadow in: _______________________________________________ 

Date Request for Job Shadow (including options): ___________________________________________ 

Dates that will not work to shadow: _________________________________________________________ 

What are your goals/objectives for this job shadow experience: 
____________________________________________________________________________________________ 

What related classes/experiences have you taken part in? If none, do you plan on taking other 
experiences?: ______________________________________________________________________________ 

High School: ________________________________Grade/Expected Grad Date: ___________________ 

College/University: _______________________________________Academic Year: _________________ 

Area of Study: ______________________________________________________________________________ 

Previous Healthcare Experience: ___________________________________________________________ 

 

Emergency Contact (at least one is required for all applicants): 

Name: __________________________   Name: ___________________________ 

Phone: _________________________   Phone: ___________________________ 

Relationship to Applicant: _________________ Relationship to Applicant: _______________ 
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Meeker Memorial Student Shadow / Observation  

Compliance Form 
 

The following must be provided at the same time the application is submitted. Please INITIAL 
for each item to indicate that you have submitted health documentation with your application 
and agree with our Job Shadow requirements below. 
 

Part A (check one box): 
 

 Applicants doing a ONE-TIME job shadow (8 hours or less), must complete Student 
 Shadow Form, Part A, Part B, and TB Screening Tool (pg. 12-15 possible pg.16). 

 Applicants doing TWO or MORE job shadow days (greater than 8 hours over 
multiple days/weeks), must provide documentation from a healthcare provider for the 

following and complete pgs. 12-15, possible pg.16: 
o If the shadow experience spans longer than 14 days, regardless of hours 

completed, a 2nd Mantoux test is required with negative results done within 90 
days before start date. A TB blood test (QuantiFERON-TB Gold or T-SPOT) may 
be utilized in place of the Mantoux. If applicant has a positive Mantoux history, 
chest x-ray results within the last two years will be accepted.  

o Tdap (Tetanus/Diphtheria/Pertussis) OR Td (Diphtheria/Tetanus): One dose 
after the age of 11 and the most current dose being within the last 10 years. 

o MMR (Measles, Mumps & Rubella) Two doses of vaccine at least 28 days 
apart, OR blood drawn to prove immunity to all 3. 

o Varicella (Chicken pox), Two doses at least 28 days apart OR blood drawn 
proving immunity, OR medical statement from healthcare provider when 
applicant was seen and diagnosed with Varicella or Zoster (shingles). 

o COVID-19: Proof of receiving 2 doses OR completed Declination of 
Vaccination form completed (pg. 16). 

o Influenza (Only needed October 1-March 31): Proof of receiving the influenza 
vaccine during the current flu season OR completed Declination of Influenza 
Vaccination completed (pg. 16). 

Part B (Initial each item): 
_____ 1. I have read and will follow all requirements within the Job Shadow orientation packet. 
_____ 2. I understand this shadow experience is observation only. 
_____ 3. If I need medical attention during my shadow experience, I shall notify my preceptor. All 
costs incurred shall be my sole responsibility. 
_____ 4. I recognize that I am in a work setting that may result in unintentional exposure to 
bloodborne pathogens and understand and agree that all medical/emergency costs incurred 
during the observational experience are the applicant’s and/or parent’s responsibility (or 
unexpected medical treatment required due to illness or injury). 
_____ 5. In accordance with state law, MMHC policy and the Health Insurance Portability and 
Accountability Act (HIPAA), I understand and agree that in the performance of my observation 
at Meeker Memorial Hospital & Clinics, I must hold all protected health information (PHI) in 
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confidence. I understand that intentional or involuntary violations of our patients’ 
confidentiality may result in punitive action, including possible fines or imprisonment. 
_____ 6. I agree to follow the MMHC Mission and Values and dress professionally during my 
shadow experience. 
_____ 7. I understand that cell phone use during the observation period is strictly prohibited. 
_____ 8. I further understand that MMHC may need to share the results of tests and other 
information with appropriate MMHC personnel to verify results. 
_____9.  I agree to not be under the influence of illegal drugs, cannabis or alcohol during my 
time at MMHC and will refrain from use of tobacco products within or on MMHC property. 
_____10. I acknowledge that I am free of all the following symptoms: nausea, vomiting, diarrhea, 
draining skin lesions, coughing, sore throat, fever, rash, abnormal itching, conjunctivitis, cold 
sores, Covid-19 symptoms, or recent Covid-19 exposure. 
_____11. To the best of my knowledge, I have not been exposed to chicken pox, measles, mumps, 
rubella, whooping cough (pertussis) or tuberculosis within 21 days of my shadow experience. 
_____12. My vaccinations are up to date, including diphtheria, tetanus, measles, mumps, and 
rubella (MMR). I am immune to chicken pox through having the disease or vaccinations. 

 
I have read, initialed, and understood the requirements listed above.  
 
Applicant Signature: ____________________________________________ Date: ______________________ 
 
Printed Name: ______________________________________________________________________________ 
 
 
 

For Individuals Under the Age of 18 
 

I have read the above requirements and agree that my son or daughter meets the requirements 
listed. I give my son or daughter permission to participate in the shadow / observation program at 
Meeker Memorial Hospital and Clinics. 
 
Parent / Guardian Signature: _________________________________________ Date: __________________ 
 
Printed Name: ______________________________________________________________________________
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Tuberculosis (TB) Screening Tool 

Printed Last Name, First Name, Middle Initial:  ______________________________________________ 

Date of Birth: ________ / _______ / ______________ 

 
Symptoms of active TB disease (check all that are present): 
 

 Coughing (>3 weeks)    Chest Pain    Fatigue 

 Night Sweats     Coughing Up Blood     Fever / Chills 

 Weight Loss / Poor Appetite        None 
NOTE: If TB symptoms are present, promptly contact your primary healthcare provider for a chest x-
ray and medical evaluation. Do not wait for the TST or TB blood test result. 
History (check the appropriate box): 
Have you ever had a positive reaction to a TB skin test or TB blood test?    Yes    No   
If yes: Date _____________________Number of Millimeters of Induration _______________________ 
 

Have you ever had a TB skin test in the past 12 months?    Yes    No    
If yes: Date ___________   Number of Millimeters of Induration ____________   Result _______________ 
 

 Yes No Comments 
Have you ever had the BCG vaccine (born outside of USA)?    

Have you ever had a TB blood test?    

Have you ever been treated for latent TB infection?    

Have you ever been treated for active TB disease?    

Have you received a live-virus vaccine within the past 6 
weeks? 

   

Have you recently had contact/exposure to a person with TB 
disease? 

   

Were you born outside the US or travelled outside the US in 
past 2 years? 

   

Have you ever had an adverse reaction to a TB skin test?    

 
Applicant or Parent Signature: _________________________________________ Date: ______________ 
 
Reviewed by: _________________________________________________________ Date: _______________ 

Serial TB Screening Includes Three Components: 
1. Assessing for current symptoms of active TB disease *and* 
2. Assessing Applicant’s history *and* 
3. Testing for the presence of infection with Mycobacterium tuberculosis by 

administering either a single TB blood test or a two-step TST Mantoux. 
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Meeker Memorial Hospital and Clinics 

 Declination of Influenza and/or COVID-19 Vaccination 
 

My employer or affiliated health facility, Meeker Memorial Hospital & Clinics, has recommended 
that I receive the Influenza and COVID-19 vaccination to protect the patients I serve and my fellow 
coworkers. 
 
I acknowledge that I am aware of the following facts:  

1. Influenza and COVID-19 are serious respiratory diseases. 
2. Influenza and COVID-19 vaccination is recommended for me and all other healthcare 

workers to protect this facility’s patients, its complications and death. 
3. I understand that the strains of viruses that cause influenza infection change almost every 

year and, even if they don’t change, my immunity declines over time. This is why vaccination 
against influenza is recommended each year. 

4. I understand that I cannot get Influenza or COVID-19 from the vaccines. 
5. The consequences of my refusing to be vaccinated could have life-threatening 

consequences to my health and the health of those with whom I have contact. 
 

Despite these facts, I am currently choosing to decline the following checked vaccinations: 
  

   Influenza vaccine for the current season. 

 COVID-19 vaccine initial series and/or boosters. 
 

I understand that I may rescind this declination and receive vaccination at any time of my choosing, 
and that I may be subject to additional mitigation measures in addition to continuing to self-assess 
for any signs or symptoms of illness. 
 

I have read and fully understand the information on this declination form. 
 
Applicant Signature: ___________________________________________ Date: ________________________ 
 
Name (print): _________________________________________________ Position: ____________________ 
 

For Individuals Under the Age of 18 
I have read and fully understand the information on this declination form for my son or daughter. 
 
Parent / Guardian Signature: _________________________________________ Date: __________________ 
 
Printed Name: ______________________________________________________________________________ 
 
 
Reference: CDC. Prevention and Control Vaccine Guidance— Recommendations of ACIP at www.cdc.gov/vaccines/hcp/acip-recs/vacc-
specific/flu.html and www.cdc.gov/covid/hcp/vaccine-considerations/routine-guidance.html 

http://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html
http://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/flu.html

