


Nebraska Medicine  
 

IMMUNIZATION AND ALLERGY VERIFICATION AUTHORIZATION 
 

   Name:           Birth date:      _______ 
 

   Address:             Daytime Telephone:      
 

As part of your post-offer medical assessment and/or initial animal contact clearance and renewals (as needed), we require 
verification of certain immunizations and allergies.  Employee Health requests your permission to access your Immunization and 
Allergy Records within your medical record at Nebraska Medicine and disclose your Immunization and Allergy Records to Nebraska 
Medicine to verify required immunizations in connection with your employment.  Access to your Immunization and Allergy Records 
would include any immunizations and allergies documented in your record, which would include the required employment 
immunizations as well as any additional immunizations you may have had.  The following is a non-exclusive list of immunizations that 
may be included in your Immunization Record: 
 

Hepatitis B Surface Antibody 
(HBsAB) 
Mumps IGG (MumpG) 
Q Fever antibody (QFEVAB) 
Rast mouse (Rast; mouse) 
Rast Rat (Rast; rat) 
Rubella IGG (RUBG) 
Rubeola IGG (MEAT) 
TB interferon (TBINF) 
Varicella IGG (VZVT) 
Influenza 
Hepatitis B vaccine - series (3) 
Tetanus 
Td (Tetanus, diptheria) 

Tdap (Tetanus, diptheria, pertussis) 
MMR (Measles, Mumps, 
Rubella) - series (2) 
Varicella - series (2) 
Varicella - zoster 
Meningococcal 
Mumps 
TB skin test 
Hepatitis B Immune Globulin 
Q Fever 
Rabies (series) 
Adenovirus 
Anthrax 
Cholera 

Hib 
Human papillomavirus 
Polio 
Japanese encephalitis 
Lyme disease 
Plague 
Pneumococcal 
Rotavirus 
Respiratory syncytial virus 
Smallpox 
Typhoid 
Yellow Fever 
Zoster 
PPD Test 

 
Employee Health will only have access to the Immunization and Allergy Records portions of your medical record.  In accordance with 
HIPAA, all other health information in your medical record is not viewable by Employee Health staff when documenting or retrieving 
your Immunization and Allergy Records.   No genetic information will be accessed as part of this Immunization and Allergy Record 
access. 
 
AUTHORIZATION: 

 I authorize Employee Health to access my Immunization and Allergy Records and disclose it to Nebraska Medicine for post-
offer immunization verification. 

 I decline Employee Health accessing my Immunization and Allergy Records.  I understand I am still required to separately 
provide verification of required immunizations as part of the post-offer medical assessment. 

    
EXPIRATION: This authorization shall remain in effect from the date signed until termination of employment and/or revoked by me. 
 
I UNDERSTAND: 

 I may refuse to sign this authorization and my refusal will not affect my ability to obtain treatment at Nebraska Medicine. 

 Once disclosed to Nebraska Medicine for employment purposes, immunization information included in employment files may 
be subject to re-disclosure if allowed under the laws applicable to Nebraska Medicine as an employer but are not protected by 
HIPAA.    

 I may revoke this authorization at any time.  My revocation must be in writing, signed by me and delivered to Nebraska 
Medicine Employee Health.  

 My revocation will be effective upon receipt, but will not impact on uses or disclosures made while my authorization was valid. 

 I have a right to receive a copy of this authorization. 
 
    
Signature of Individual Signature of parent, guardian, or authorized Representative 

    
Date Relationship of above person to individual 



   Nebraska Medicine 
 
 
 

 
EMPLOYEE HEALTH AUTHORIZATION 

 

   Name:           Birth date:    ________   
 

   Address:             Daytime Telephone:      
 

At Nebraska Medicine, we believe the electronic integration of health information ensures greater access to important medical 
information at the time of care.  Nebraska Medicine Employee Health requests your permission to integrate your Employee Health 
treatment record into your medical record at Nebraska Medicine so that it is viewable by the providers and staff that may become 
involved in providing care to you.  The information that would be viewable by staff includes: 

 
Employee information: 
Results of the pre-employment physical 
Tuberculosis screening and test documentation 
Respirator medical evaluation questionnaire 
Respirator training and fit test record 
Immunizations 
Lab work 
Social Security number 
Employer and Employee ID  
Interpreter needs 
Preferred language 
Travel history 

Emergency Contact information:  
Name and demographic information 
Status as legal guardian or healthcare agent 
Status as hearing impaired or visually impaired 
Spoken language 
Preferred language 
Written language  
Special needs or hearing-visual needs 
Requirement for an interpreter  
Directions for notification on admission 
Comments provided by employee 

With your authorization, providers and staff with assigned job responsibilities will have access to this information from your 
Employee Health Record in the course of providing treatment to you.  This authorization does not authorize Employee Health to 
access your medical record.  
 
AUTHORIZATION: 

 I authorize Employee Health to disclose the above information from my Employee Health record to Nebraska Medicine for 
incorporating into my medical record. 

 I decline incorporating my Employee Health into my Nebraska Medicine medical record.   
    

EXPIRATION: This authorization shall remain in effect from the date signed until termination of employment and/or until revoked by 
me. 
 
I UNDERSTAND: 

 I may refuse to sign this authorization and my refusal will not affect my ability to obtain treatment at Nebraska Medicine.    

 I may revoke this authorization at any time.  My revocation must be in writing, signed by me and delivered to Nebraska 
Medicine Employee Health.  

 My revocation will be effective upon receipt, but will have no impact on uses or disclosures made while my authorization was 
valid. 

 I have a right to receive a copy of this authorization. 
 

    
Signature of Individual Signature of parent, guardian, or authorized Representative 

    
Date Relationship of above person to individual 
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