


    
Vertebrate Animal Studies 
Medical Form 
In accordance with the Institutional Animal Care and Use Committee (IACUC) and Occupational Health and Safety Program (OHSP).

Use this form if you need to obtain medical clearance for an animal research/teaching project. This form is to be re-submitted at any time there is a change to your health status and/or animal exposure(s).

Students: Further health concerns/services may be addressed at CWU’s Student Health Services.
Faculty/Staff: Further health concerns/services may have to be addressed at your personal healthcare provider. 


	Date:
	
	Last Name:
	
	First Name:
	
	M.I.
	



	Date of Birth:
	
	Age:
	
	Sex:
	☐ Male ☐ Female ☐ Transgender



	CWU ID#:
	
	Phone:
	
	Email:
	


If you have not yet logged into the IACUC protocol submission database (IRBManager), your medical clearance cannot be updated. Please visit cwu.my.irbmanager.com, log in using your CWU credentials, and log out.
	Address:
	
	City:
	
	State:
	
	Zip Code:
	



	Role: 
	☐ Student ☐  Faculty ☐ Staff
	University Volunteer:
	☐ Yes ☐ No



	Department Name:
	




	Please list all IACUC protocols on which you are active or plan to become active. Add more rows if necessary.

	Title of Protocol:
	
	Role:
	
	Faculty Supervisor:
	

	Title of Protocol:
	
	Role:
	
	Faculty Supervisor:
	

	Title of Protocol:
	
	Role:
	
	Faculty Supervisor:
	



	Have you received prior medical clearance from the CWU OHSP?     ☐ Yes   ☐ No



	Is this a resubmission for an existing animal research project due to changes in your health status and/or animal exposure(s)?    ☐ Yes   ☐ No



	Is this a resubmission as required for annual medical clearance renewal?    ☐ Yes   ☐ No



Instructions:
· Questionnaire Part A (pages 2-3) is to be completed by the researcher and faculty supervisor. 

· Questionnaire Part B (pages 4-7) is confidential information to be completed by the researcher only. 

Submit form (Pages 1-7) to the CWU Student Health Services – Attn: Kerri Larson, ARNP
1. In person at the corner of 11th Avenue and Poplar Street
OR
2. By mail: CWU Student Health Services, Attn: OHSP – Kerri Larson
400 E. University Way, Ellensburg, WA 98926-7585

Medical clearance forms cannot be accepted over email!

Vertebrate Animal Studies Medical Questionnaire: Part A

Please Note: Sections 1 through 3 are to be completed by the animal researcher and faculty supervisor (if applicable). Faculty Supervisor signature will be required on Page 3 for students.

Section 1

	Check the boxes below if the statement is applicable to your status in animal research and explain in the space provided (check all that apply). 

	☐ I will not be directly contacting animals.

	☐ I will not be directly contacting animals but will be working (e.g. cleaning or maintenance duties) in areas where animals are housed, and may be in contact with animal blood or tissue.

	        Please Explain:

	☐ I will handle animals as part of a research/teaching assignment.

	        Please Explain:

	☐ I will be working in animal pathogens/disease areas (Biosafety Level 2).

	        Please Explain:

	☐ I will be involved with veterinary care or animal husbandry.

	         Please Explain:

	☐ I will be working with human specimens (cells, body fluids, etc., in conjunction with animal studies).

	        Please Explain:

	☐ I will work with animal carcasses, tissues, or specimens (not formalin-fixed or sterilized).

	        Please Explain:

	☐ I will handle animals as part of a volunteer service.

	        Please Explain: 

	☐ None of the above.

	        Please Explain:



Section 2

	Which animals, tissues, and/or body fluids could you contact or be exposed to (living or deceased that are not formalin-fixed or sterilized)? (Check all that apply).

	Indicate Estimated Contact Hours per Week:  

	☐ Domesticated (lab) small mammals: ☐Mice ☐Rats ☐Rabbits ☐Guinea Pigs ☐Other  
        Specify:

	☐ Domesticated pets: ☐Dogs  ☐Cats  ☐Other 
        Specify:

	☐ Domesticated livestock  
         Specify:

	☐ Non-human primates 
        Specify:

	☐ Wild rodents and small mammals  
        Specify:

	☐ Big game wildlife: ☐Deer ☐Elk ☐Bears ☐Wolves ☐Mountain Lions ☐Other 
        Specify:

	☐ Non-mammalian vertebrate animals: ☐Reptiles ☐Amphibians ☐Birds ☐Fish ☐Other
        Specify:




  Section 3 
	
Biological and Physical Health Hazards

	1) Will you be exposed to infectious agents/recombinant DNA?  ☐ Yes    ☐ No
       If yes, specify: 

	2) Will you be exposed to loud noises (e.g. housing areas for vocal species)?  ☐ Yes    ☐ No
       If yes, specify:


 
Personal Protective Equipment

	3) When working with animals or animal materials/tissues do you wear the following (check all that apply)? 
     ☐ Gloves ☐Goggles/glasses ☐Gown ☐Face shield ☐ Fit-tested elastomeric respirator
     ☐ Rated dust mask (e.g. N-95 type) - specify type: 
     ☐ Hearing Protection - specify type:   

	4) If you are wearing a respirator (half, full face or N95 mask) have you received training and fit testing?
     ☐ Yes    ☐ No      If yes, date: 

	5) If you are required to wear hearing protection (i.e. enrolled in a Hearing Conservation Program), is your hearing checked annually? ☐ Yes    ☐ No      If yes, date:



Active IACUC Protocol

	6) Do you have an animal research protocol approved through the Institutional Animal Care and Use Committee (IACUC)?    ☐ Yes  ☐ Pending Approval   ☐ No




Note: Medical clearance must be renewed on an annual basis. At that time, please resubmit this form.


	Faculty Supervisor Signature
	
	Date:
	



Note: This signature is only required if you are a student. Does not apply to faculty researchers.



See Next Page for Part B of this Questionnaire.


Vertebrate Animal Studies Medical Questionnaire: Part B

Please Note: Section 4 is confidential and is to be completed by the animal researcher. If you would like to talk with a member of the Occupational Health and Safety Program staff concerning any of these questions, you may contact Student Health Services at 509-963-1881.

  Section 4

Immunization and Infectious Disease History

You must provide the most recent year for immunization and titers. Also, you must provide proof of previous rabies series and/or titers. 

	1) Have you ever had or do you now have any of the following immunizations or diseases? If yes, you must provide a date.  Incomplete forms will be returned.

	Disease Type
	I have immunization(s) for ….
	Last Year Immunized
	I have had the following disease …

	Flu
	☐ Yes    ☐ No
	Year: 
	

	Tetanus 
	☐ Yes    ☐ No
	Year: 
	☐ Yes    ☐ No    If yes, year:  

	Rabies (Series of 3)
	☐ Yes    ☐ No
	Year:
	☐ Yes    ☐ No    If yes, year:

	Rabies Titer 
	☐ Yes    ☐ No
	Year: 
	☐ Yes    ☐ No    If yes, year:

	Hepatitis A (Series of 2) 
	☐ Yes    ☐ No
	Year:
	☐ Yes    ☐ No    If yes, year:

	Hepatitis B (Series of 2 or 3) 
	☐ Yes    ☐ No
	Year:
	☐ Yes    ☐ No    If yes, year:

	COVID19 (Series of 1 or 2)
	☐ Yes    ☐ No
	Year: 
	☐ Yes    ☐ No    If yes, year: 

	2) Have you ever received a rabies vaccination after a rabies exposure or suspected rabies exposure?          ☐ Yes    ☐ No

	3) Have you ever been diagnosed with an infectious, viral, bacterial or parasitic illness that had been confirmed to have come from an animal and was associated with your research/studies/work at CWU or elsewhere?   ☐ Yes    ☐ No 
   If yes, please explain:

	4) Have you ever suspected that you have acquired an illness from an animal, animal materials/tissue at CWU or elsewhere, but were unable to confirm this?   ☐ Yes    ☐ No 
        If yes, please explain:



Tuberculosis Surveillance

	5) Have you had a Tuberculin (TB) skin test?  ☐ Yes    ☐ No       
        If yes, most recent year:
        Results of TB test:  ☐ Positive   ☐ Negative

	6) If the TB test was positive, did you receive medical treatment?   ☐ Yes    ☐ No      
   If yes, list year and description of treatment:

	7) Have you ever lived in countries other than the United States?   ☐ Yes    ☐ No
  If yes, list countries:

	8) Have you received the tuberculosis vaccine, Bacillus Calmette Guerin (BCG)?   ☐ Yes    ☐ No      
       If you have received BCG, have you had a tuberculin (TB) skin test since the vaccination? ☐ Yes ☐ No      
       If yes, year of TB skin test:

	9) Have you ever had a chest x-ray? ☐ Yes    ☐ No      
       If yes, date of last chest x-ray:
       Reason chest x-ray was taken:




Medical History

	10) Do you have any ongoing medical problems?  ☐ Yes    ☐ No
   If yes, please explain and/or select from below:

	☐ Heart Disease 
	☐ Rheumatic Fever
	☐ Heart Murmur/ Valve Disease

	☐ Diabetes
	☐ Kidney Disease
	☐ Liver Disease

	☐ Cancer
	☐ Gastrointestinal Disorder
	☐ Loss of Consciousness

	☐ Seizures	
	☐ Arthritis
	☐ Chronic Back or Joint Pain

	☐ Cystic Fibrosis
	☐ Emphysema/Chronic Lung Condition
	☐ Trouble Smelling Odors

	☐ Visual Problems
	☐ Hearing Problems
	☐ History of Injuries

	☐ Allergic Reaction Impacting Breathing 
	☐ Other - Please explain:

	11) Have you been told by a physician that you have an immune compromising medical condition or are you taking medications that impair your immune system (steroids, immunosuppressive drugs, or chemotherapy)? ☐ Yes    ☐ No
    If yes, please explain:

	12) Are you currently taking any other medication(s)?   ☐ Yes    ☐ No
    If yes, please list medication(s):



Allergies/Asthma 

	13) Are you allergic to any animal(s)?    ☐ Yes    ☐ No       
           If yes, list the animal(s) that cause your allergy symptoms:

	14) Do you have any other known allergies?   ☐ Yes    ☐ No      
      If yes, please explain:

	15) List the symptoms that occur when you are suffering from your allergies: 

	16) List the treatment that you receive to relieve your allergies:

	17) Have you been treated for asthma?   ☐ Yes    ☐ No      
   If yes, please list the following:
   The cause(s) of your asthma:
   The number of asthma attacks per month:
   The medication you take for your asthma:

	18) Do you have skin problems (e.g. reactions to latex gloves, dry cracked skin, rashes)? 
   ☐ Yes    ☐ No      
   If yes, please explain:

	19) Do you experience shortness of breath?   ☐ Yes    ☐ No     
   If yes, please explain: 

	20) Is there family history of hay fever, asthma, allergic skin problems or eczema?   ☐ Yes    ☐ No      
   If yes, please explain:

	21) Outside of your research, do you have any exposure to animals?  ☐ Yes    ☐ No      
   If yes, please specify:

	22)  Please use this space to explain or make additional comments: 





Exposure to Sheep, Cows, and/or Goats

	23) Do you work with sheep, cows, and/or goats?   ☐ Yes    ☐ No  
   If yes, please complete the questions below.     

	24) Do you have a history of valvular disease (heart murmurs) or congenital heart disease? 
            ☐ Yes    ☐ No       
           If yes, date of diagnosis:
           Type of disease:
           Treatment:

	25) Do you now have or have you ever had Q-fever?    ☐ Yes    ☐ No  



Reproduction

	26) Are you or anyone in your family pregnant, suspect you are pregnant or contemplating pregnancy?    ☐ Yes    ☐ No       

	27) Do you have questions concerning pregnancy that you would like to discuss with Occupational Health and Safety Program staff?   ☐ Yes    ☐ No      



Additional Questions and Concerns

	28) Do you have any questions and/or do you wish to talk to a medical provider concerning laboratory/client animal hazards?    ☐ Yes    ☐ No    
Note: Students may go to the CWU Student Health Services at any time to discuss health concerns.  Faculty/staff may be required to follow up with their personal healthcare provider.



	Researcher Signature
	
	Date:
	


See Next Page for the Privacy Protection Policy (signature required).


For Official Use Only


Cleared:   ☐ Yes    ☐ No    ☐ Conditional


	Comments: 
	




	OHSP Signature(s)
	
	Date:
	





[bookmark: _Hlk83648574]Privacy Protection Policy

I, (print your name) __________________________________, hereby authorize the use and/or disclosure of my individually identifiable protected health information (PHI) as described below. I understand that the purpose of my visit is for the purpose of creating protected health information for disclosure to Central Washington University. Should I refuse to sign this authorization, the medical evaluation requested will not be conducted, and certain tasks cannot be performed because they require a medical evaluation. If this task is an essential part of the research, lack of performance may result in termination or non-participation from the project. I further understand that if the person(s) or organization authorized to receive the information is not a health plan or health care provider, the released information could be re-disclosed and would no longer be protected by federal privacy regulations.

1. Protected health information to be disclosed to other health providers: All medical information obtained as a result of the medical evaluation identified above.

2. Health Providers (or class of persons) or organization authorized to provide the information: CWU Occupational Health and Safety Program, CWU Student Health Services, and _____________________________________________ (write in name of health care provider if not listed above or N/A for not applicable).

3. Purpose of the requested disclosure: A medical clearance report will be provided to those listed in item #4.  The report will indicate if the student/faculty/staff is physically healthy or has a condition which may interfere with his/her participation in the identified research project or activity.  This medical report will not disclose Protected Health Information (PHI) without the written consent of the student/faculty/staff.  This report is provided to comply with OSHA and other state and federal regulations.

4. Person(s) or organization authorized to receive medical clearance information: The IACUC Program Coordinator, my supervisor, safety manager and if necessary the primary investigator for project documentation and compliance and/or Environmental Health and Safety Program will receive only summarized information as described in item #3 above.

5. I understand that I have a right to revoke this authorization at any time. My revocation must be in writing provided to CWU Student Health Services/Occupational Health and Safety Program. I am aware that my revocation is not effective to the extent that the persons I have authorized to use and/or disclose my protected health information have acted in reliance upon this authorization.

6. A copy of Central Washington University's Notice of Privacy Practice is available at the clinic, as well as posted on the clinic website.

7. This authorization expires in one year.

	Researcher Signature
	
	Date:
	






Student Health Services   400 East University Way   Mailstop 7585   Ellensburg, WA 98926-7585
Office: (509) 963-1881  Fax: (509) 963-1886  Email: Kerri.Larson@cwu.edu
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