NURSE AIDE STATE LAW MANDATED IMMUNIZATIONS
Texas Administrative Code

Title 25, Part 1, Chapter 97, Subchapter B, Rule §97.64

          Name:______________________________________________________________________________









ADDITIONAL

CERTIFIED NURSE AIDE REQUIREMENTS

1. Text book is required and can be purchased at GCC bookstore, price $58.00 plus tax.



A.  Study the 1st four chapters and complete the 1st four chapters in workbook.  This is due the  


      first day of class.  (At the end of each chapter there are additional assignments, do not start 


      these)

2. Must have money order made out to NACES for state exam by the end of the first week of class.


Amount $83.00

3. Must have Student ID prior to first day of class.  Get this at GCC Student Center located in the Baptist       

      Student Union (BSU) building next to the gymnasium.

4. Driver’s license and social security card must have legal name.

5. Must have current Tuberculosis Test.  Bring proof  the first day of class.  TB tests are given at Sherman or Denison Health Departments.  Price $20.00 (Tuesday in Denison or Wednesday in Sherman)

6. Must have gait belt and navy or royal blue scrubs (scrubs are to be worn the second week during clinicals).  Discounts are given with Student ID at Scrub World.

7. Must have watch with second hand………… (Wal-Mart)

8. Encouraged to buy your own stethoscope. Can also be purchased at a discount price at Scrub World with  

      Student ID.
HEPATITS B


MUST SHOW PROOF OF:





Three doses of vaccine		Date #1 ______________________________________


	administered over a period of 	


      6 months.  Initial vaccine 		Date #2 ______________________________________


	followed by 1 and 6 months 


	vaccines respectively OR		Date #3 ______________________________________








Serologic test positive for		Date __________________	Result _______________


      Hepatitis B antibody	








VARICELLA


MUST SHOW PROOF OF:





 Two doses of Varicella vaccine


       administered 4-8 weeks apart    	Date ___________________	Date #2 ______________


       OR





Serologic test positive 		


      Varicella antibody OR		Date ___________________ Result ________________





C.   Physician documented history		


       or diagnosis of Varicella		Date____________________ Result________________





                                                                                                                                                                


DIPHTHERIA


 TETANUS (TD):			Date _________________________________________


One dose within past 10 years		





TB Tine Test				


Test within the past year			Date____________________ Result________________





     





PRIMARY CARE PROVIDER INFORMATION





          


Printed Name

















Address








Signature								Date


                         							





MEASLES (RUBEOLA):


THOSE BORN ON OR AFTER JANUARY 1, 1957, MUST SHOW PROOF OF EITHER:





  Two doses of measles 			


        vaccine on or after their first


        birthday and at least 30 days		Date #1_________________	 Date #2______________


        apart  OR


*See note.








 Record of physician-			Date_________________________________________


       diagnosed measles OR	








Serologic test positive for		Date ___________________ 	Result________________


       measles antibody	


			





MUMPS


THOSE  BORN ON OR AFTER JANUARY 1, 1957, MUST SHOW PROOF OF EITHER:





 One dose of mumps vaccine		


       on or after their first birthday    	Date _________________________________________


       OR








Record of physician-			Date _________________________________________


      diagnosed mumps OR		





C.   Serologic test positive for		


       mumps antibody			Date___________________	Result________________





                                                                                                                                                                


RUBELLA


THOSE BORN ON OR AFTER JANUARY 1, 1957, MUST SHOW PROOF OF EITHER:





  One dose of Rubella vaccine


        on or after their first birthday	Date_________________________________________


	  OR





Record of physician-			


      diagnosed Rubella OR		Date _________________________________________





Serologic test positive for		


       Rubella antibody			Date___________________	Result________________





*Combined MMR Vaccine is vaccine of choice if recipients are likely to be susceptible.                                        
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