
New Medical Students



COOK COUNTY HEALTH (CCH)- INFECTION CONTROL SCREENING COMPLIANCE FORM 
MEDICAL EDUCATION 

_____________________________________________________________________________________________ 
Last Name                                                 First Name                                          Date of Birth 

_____________________________________________________________________________________________ 
Program/School                                     Start Date                                                  End Date 

Below you will find the CCH health infection control screening requirements. All students must meet the requirements listed before 
starting a rotation at CCH. Annual updates are required.   

• Tuberculosis (TB) Screening: All rotators must complete a TB questionnaire (below). Those who have no history of
TB should provide a negative Quantiferon TB test from the past 12 months (preferred) or negative two-step TB skin
test within the past 12 months. If you have a history of TB or test positive for TB, please provide a copy of your TB
result and chest x-ray within the past 6 months.

TB Symptom Screen: Have you had any of these problems in the past 2 months without a known cause? 

1. Fever that lasted 7 days or longer?  Yes___   No____ 
2. Cough lasting more than 3 weeks?  Yes___  No____ 
3. Increased or excessive sweating at night?  Yes___  No____ 
4. Bloody sputum?  Yes___  No____ 
5. Weight loss of 10 pounds or more without trying?   Yes___     No____

Vaccination or Titers 
• Hepatitis B titers: Positive surface antibody testing after completion of 3 doses is recommended. If antibody testing

is negative, Hepatitis B surface antigen testing must be completed.
• Measles immunity: 2 doses of MMR vaccine or positive titers (required)
• Mumps immunity: 2 doses of MMR vaccine or positive titers (recommended)
• Rubella immunity: 1 dose of MMR vaccine or positive titers (required)
• Varicella immunity: 2 doses of varicella vaccine or positive titers (recommended)
• Influenza vaccine: Required between 10/1-3/31 of each year
• COVID-19 vaccine: please bring a copy of your vaccination record (if available). No exemption letter is necessary if

you are unvaccinated.

Urine Drug Screen 
Negative urine drug screen test (testing for amphetamines, cocaine, opiates, PCP) within 90 days of start date 

**************************************Staff Only****************************************************** 
TB: TB negative TB positive with negative CXR & symptom questionnaire TB Other: eval needed    

Measles    Mumps   Rubella   Varicella  Hepatitis B   Influenza (in season)  COVID-19 UDS 



CONFIDENTIALITY ACKNOWLEDGEMENT 

The Cook County Health and Hospitals System, doing business as Cook County Health (CCH) has an ethical and legal 
responsibility to protect the privacy of its patients and to maintain the confidentiality of protected health information 
(PHI). CCH workforce members, including but not limited to employees, volunteers, interns, residents, and vendors, must 
make every effort to prevent unauthorized use or disclosure of medical, personal, financial, and other data pertaining to 
patients, employees, and hospital operations. Therefore, it is imperative that each individual with access to any such 
information be familiar with and adhere to the CCH HIPAA: Privacy Management policy, No. CC.012.01, and all other 
applicable CCH and departmental policies and procedures relating to the privacy, security and confidentiality of CCH and 
patient data. Under no circumstances shall any person access, release or disclose PHI, employee information, or information 
that is proprietary to CCH to anyone unless it falls within the performance of one's legitimate CCH duties. To ensure that all 
individuals with access to such information acknowledge their responsibility to protect the privacy and confidentiality of 
said information, please read the following statements and sign your acknowledgement below: 

1. I acknowledge that all medical, financial, and personal information is confidential and protected against 
unauthorized viewing, discussion, and disclosure. 
2. I further understand that all such information is privileged and confidential regardless of its format: electronic, 
written, overheard, or observed.
3. I agree to use the CCH computer-based information systems for the sole purpose of performing my legitimate job 
duties. 
4. I agree NOT to use the CCH computer-based information systems to access information on myself, my family, or 
any other person outside the performance of my job duties. 
5. I agree to follow all established policies and procedures in relation to changing, deleting, and destroying 
information in any form. 
6. I understand that the passwords assigned to me to access CCH computer-based information systems are 
confidential and may not be shared with anyone under any circumstance, nor will I allow any other individual to document 
under my login or password. 
7. I understand that any actions I take in the CCH computer-based information systems are tagged with my unique 
identifier as established in my user profile, and such actions can be traced back to me. I further understand that I am solely 
responsible for all activity logged under my username.
8. I acknowledge that my signature on this Confidentiality Agreement signifies I have read, understand, and am 
committed to its principles.
9. I understand that this signed and dated document will become a part of my permanent personnel record.

I understand that I may view, use, disclose, or copy information only as it relates to the performance of my duties. Any 
unauthorized viewing, discussion, or disclosure of this information is a violation of CCH policy and may be a violation of 
state and federal law. Any such violation may lead to my immediate termination and possible civil liability and/or criminal 
charges. 

______________________________________________________________________________________________

Print Name Department/Title

_________________________________________________________________________________________________

Signature Date

_________________________________________________________________________________________________

Witness by- Signature Date

PLEASE SELECT YOUR HOME LOCATION 

ACHN □ CERMAK □ CORE □ OAK FOREST □ PROVIDENT □ STROGER



HIPAA/FIRE/SAFETY ACKNOWLEDGEMENT AND AGREEMENT FORM 

AGREEMENT FOR_____________________________________________________________________________ 
(Rotation/Site) I.e. Stroger, Provident, Cermak

I, ______________________________________________________________________________________________

(First Name/Last Name)

A, _________________________________ STUDENT AT __________________________________________________

(Type of Student) (Institution)

Upon approval by the department, I hereby agree to accept the position of student at Cook County Health 

location for the period starting  __________________________ and ending _________________________________.

I hereby agree to return ID Badge to the Department of Medical Education and , if relevant, library books, at the end 
of my rotation. I further agree to abide by the rules and regulations of Cook County Health & Hospitals System while 
here on my rotation. 

I affirm that I have received basic HIPAA training at my home institution. _____________

Initial Here

___________

Initial Here

___________

Initial Here

I affirm that I have received basic fire safety training at my home institution.

I affirmed that i reviewed, and agree to abide by the HIPAA and fire safety 
Materials provided to me by the Department of Medical Administration.

If I have a blood-borne pathogens exposure, I agree that it is my responsibility 
to report it to my clinical supervisor, and immediately report to Stroger’s 
employee Health Service (EHS 3rd Floor, Harrison Square, 8:00 am – 3:30 pm) 
or if after hours, to the Emergency Room. If EHS is closed at the time of 
exposure, I agree to report to EHS the following business today. 

______________

Initial Here

Signature: ________________________________________ Date: ________________________________

Current Address: __________________________________________________________________________

Current Phone Number: _____________________________________________________________________



COOK COUNTY 
HEALT 

Educational Modules 

Greetings from Cook County Health Department of Professional Education. Below you will find 
instructions on how to complete the required annual training modules. 

1. Go to www.cookcountyhealth.org
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Graduate Medical Education 
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More Programs 

RE$1DENCY PROGRAMS 
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https://drive.google.com/file/d/1_nzTjN8XCkUbItFngGF1ZT9QWX_aT3gO/view

 
  

 
 

 
 

 

CCHGME-ProfessionalEducation@cookcountyhhs.org




