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Postgraduate Medical Education – Full Immunization Form for New Elective Learners
To register with the PGME office, Visiting Electives must submit proof of immunization and a valid mask fit test. Missing or incomplete documentation may delay your training start date.  Ensure that all applicable fields on the Full Immunization Form are completed before submission. Only the designated PGME Full Immunization Form will be accepted for review and processing.  Other immunization form will NOT be accepted
Immunization Policy 
PGME adheres to the Immunization Policy of the Council of Ontario Faculties of Medicine as outlined in the COFM Immunization Policy.
Mandatory Required Immunizations
You must provide proof of immunization or immunity for all sections below. Click each requirement below for detailed instructions and acceptable documentation and if the link does not open, use “Ctrl+ Click”.
Section A: TUBERCULOSIS (TB) TESTING
Section B: HEPATITIS B (HBV)
Section C: MEASLES, MUMPS & RUBELLA (MMR) & VARICELLA (CHICKEN POX)  
Section D: DIPHTHERIA, TETANUS,  POLIO &  ACELLULAR PERTUSSIS (Tdap)

Important Submission Instructions
· The Full Immunization Form must be completed and submitted at least 30 days prior to your training start date.
· Processing Time: 2–5 business day processing time if all immunization requirements are met.
· Ensure the Clinic/Health Centre Authorization Section at the bottom of the form is fully completed.
· The form may be completed at a walk-in clinic or your family physician’s office
· International learners: The form may be completed by a licensed healthcare provider in your home country.
           Document Submission 
· Refer to: How to submit your Immunization Requirements à New & Returning Visiting Electives    
· Do not email this form to PGME. It contains personal health information and must be submitted via Verified, a secure platform by Synergy Gateway Verified (SGV) a third-party document collection and verification partner. 
· Contact SGV Help Desk for inquiries. 

Costs & Responsibility
· All costs associated with obtaining immunizations, testing, laboratory work, imaging, or related documentation are the responsibility of the learner.
· Learners are responsible for retaining copies of all immunization records and supporting documents.
Tip for completing this form
This is a fillable form. Please use the Tab key to move between fields and complete all required sections before submitting.

Resources
Questions? Contact SGV Help Desk or pgme.immunization@utoronto.ca    
FAQ: Can be found on your student Synergy Dashboard 
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Postgraduate Medical Education – Full Immunization Form for New Elective Learners
	
[bookmark: Text24][bookmark: Text2][bookmark: Text3]First Name:                                       Last Name:                           POWER Trainee No.:                                       

	[bookmark: Check25]Elective Appointment Start Date: Click or tap to enter a date.              Elective Appointment End date: Click or tap to enter a date.

	Disclosure Requirement
Learners with a communicable disease or who are carriers of a bloodborne pathogen (HIV, HBV, HCV) must disclose this to the Administrative Coordinator, Immunization Compliance, for review by the Temerty Faculty of Medicine Expert Panel on Infection Control. 
Learner Authorization, Confidentiality & Communication Acknowledgement
By submitting this form, you confirm that:
· The information provided is complete and accurate. 
· You consent to the information on this form being shared, where appropriate, with university and hospital teaching and administrative staff for registration and clearance purposes.
· You understand that PGME collects your personal information to assess and clear you for entry into your program.
· PGME will not disclose your personal information unless requested by you in writing or as permitted under the Freedom of Information and Protection of Privacy Act (FIPPA).
· All documentation will be maintained in accordance with the University of Toronto’s Policy for Handling Personal Health Information.
· PGME will communicate with you regarding your health screening status and any outstanding requirements.
· Email is the primary method of communication. By submitting your information, you acknowledge and consent to receiving communication by email and understand that email is not a secure method of transmitting confidential information.
· If you choose to send documents by email, you acknowledge that this method is not secure and is at your own discretion.
[bookmark: Check33]|_| I acknowledge and agree to the above Learner Authorization, Confidentiality, and Communication terms.

	Section A:  TUBERCULOSIS (TB) TESTING
1.TB History: Do you have ANY of the following: a previous history of positive Tuberculin Skin Test; a clear history of blistering Tuberculin Skin Test reaction; a positive Interferon Gamma Release Assay (IGRA); a previous diagnosis of TB disease or TB infection; a history of treatment for TB disease or infection? 
[bookmark: Check22]|_| Yes – Enter your positive Tuberculin Skin Test or Interferon Gamma Release Assay (IGRA) results in (2. Tuberculin Skin Test) below and include medical documentation of your blistering Tuberculin Skin Test reaction/TB treatment course. A chest X-ray alone is not sufficient evidence of a positive Tuberculin Skin Test. No further TB Skin testing is required. Once the positive Tuberculin Skin Test or Interferon Gamma Release Assay (IGRA) results have been entered in (2. Tuberculin Skin Test) below, complete (3. If Tuberculin Skin Test or Interferon Gamma Release Assay (IGRA) is positive). 
[bookmark: Check21]|_| No – Enter a two-step Tuberculin Skin Test results in (2. Tuberculin Skin Test) below.
2. Tuberculin Skin Test: Documentation of a Two-step Tuberculin Skin Test is required (two separate skin tests, 1-4 weeks apart). A Two-Step Tuberculin Skin Test given at any time in the past is acceptable and is a one-time requirement. Enter the results below under Two-Step Tuberculin Skin Test. 
If you completed a two-step Tuberculin Skin Test within 12 months of your training start date, no additional TB testing is required to complete your registration. Previous Bacillus Calmette–Guérin (BCG) vaccination is not a contraindication to having a Tuberculin Skin Test. You may not provide a chest X-ray as an alternative to the Tuberculin Skin Test. A Tuberculin Skin Test can be given either before, the same day as, or at least 28 days after a live virus vaccine. Review the TB Infographic for more details.

[image: Lights On outline]This is a fillable form. Please use the Tab key on your keyboard to move between fields
Two-Step Tuberculin Skin Test: 
	
	Date of Implantation (YYYY-MM-DD) 
	Date of Reading 
(YYYY-MM-DD)
	Millimeters of Induration (Negative < 10mm induration; Positive ≥ 10mm induration)

	1st Skin Test
	[bookmark: Text17]     
	     
	     

	2nd Skin Test
	     
	     
	     


If the Two-Step Tuberculin Skin Test added above was completed more than 12 months prior to your start date, complete either the One-step Tuberculin Skin Test or Interferon Gamma Release Assay (IGRA) below.
One-Step Tuberculin Skin Test: complete the below if the two-step was completed more than 12 months prior to training start date). Make sure to provide a previously completed Two-step Tuberculin Skin Test above. 
	
	Date of Implantation (YYYY-MM-DD)
	Date of Reading (YYYY-MM-DD)
	Millimeters of Induration (Negative < 10mm induration; Positive ≥ 10mm induration)

	Recent Tuberculin Skin Test
	     
	     
	     


OR
Interferon Gamma Release Assay (IGRA): Interferon gamma release assay must be within 12 months of your training start date.
	
	Date of Test (YYYY-MM-DD)
	Results 

	IGRA
	[bookmark: Text30]     
	[bookmark: Check31][bookmark: Check32]|_| Positive    |_| Negative 


Have you received the Bacillus Calmette–Guérin (BCG) Vaccine?
	Bacillus Calmette–Guérin (BCG) Vaccine
	[bookmark: Check34][bookmark: Check35]       |_|Yes         |_|No
	Date (YYYY-MM-DD):      


3. If Tuberculin Skin Test or Interferon Gamma Release Assay (IGRA) is positive:  
a) Chest X-ray details: The learner must have a chest X-ray dated subsequent to the positive Tuberculin Skin Test or IGRA. A routine repeat chest X-ray is not required unless there is a medical indication (e.g., symptoms of possible TB disease).
	
	Date of Test (YYYY-MM-DD)
	Results

	Chest X-ray 
	     
	[bookmark: Check19][bookmark: Check20]|_| Normal          |_| Abnormal 


b) Acknowledgment: The acknowledgement below MUST be checked off by another health care provider NOT yourself if you have tested positive for TB and/or completed TB treatment.
[bookmark: Check36]|_| I acknowledge that this learner does not have symptoms or signs of active tuberculosis following their positive TB test or TB treatment.




	Section B: HEPATITIS B (HBV) carefully review each section and provide supporting documents if required. 

1. Provide record of complete vaccination series and provide evidence of Hep B immunity post vaccination.
	Series 1
	HBV 1st Vaccine
	HBV 2nd Vaccine
	HBV 3rd Vaccine (if required)

	Date of Dose (YYYY-MM-DD)
	     
	     
	     



	HBV Lab Evidence of Immunity (anti-HBs/HBsAb)
	|_| Immune (+)   
	|_| Non‐immune (-)    
	Date of Result (YYYY-MM-DD):      


2. Complete if non-immune in (1.) above: *Include your HBsAg report with this form.
	Hepatitis B Antigen (HBsAg) 
	|_| Positive     
	|_| Negative     
	Date of Result (YYYY-MM-DD):      


3. Complete below if identified as non-immune in (1.) and hepatitis antigen (HBsAg) is negative in (2.). A second vaccination series and updated hepatitis antibody test (HBsAb) is REQUIRED in this case.
	Series 2
	HBV 1st Vaccine
	HBV 2nd Vaccine
	HBV 3rd Vaccine

	Date of Dose (YYYY-MM-DD)
	     
	     
	     



	HBV Lab Evidence of Immunity (anti-HBs/HBsAb)
	|_| Immune (+)   
	|_| Non‐immune (-)    
	Date of Result (YYYY-MM-DD):      





	      
	Section C: MEASLES, MUMPS & RUBELLA (MMR) & VARICELLA (Chicken Pox) 
Provide either vaccination dates or proof of positive serology response. Providing both is not required. A history of varicella (chicken pox) or measles in childhood is not sufficient. 

	
	Date Vaccine 1st Dose (YYYY-MM-DD)
	Date Vaccine 2nd Dose (YYYY-MM-DD)
	
	Titre Result
	Result Date (YYYY-MM-DD)

	Measles
	     
	     
	OR
	[bookmark: Check28][bookmark: Check27]|_| Immune         |_| Non-Immune
	     

	Mumps
	     
	     
	OR
	|_| Immune         |_| Non-Immune
	     

	Rubella
	     
	     
	OR
	|_| Immune         |_| Non-Immune
	     

	Varicella
	     
	     
	OR
	|_| Immune         |_| Non-Immune
	     






	Section D: DIPHTHERIA, TETANUS, POLIO & ACELLULAR PERTUSSIS (Tdap)                                                                                
1.Diphtheria, Tetanus, and Polio
Document the last three tetanus/diphtheria and polio containing immunizations (minimum one month between first two doses of a series; minimum six months between last two doses; last tetanus/diphtheria immunization must be within the past ten years). Serology is not accepted for tetanus, diphtheria, and polio. 
	
	Diphtheria
	Tetanus
	Polio 

	Last Dose Received (YYYY-MM-DD)
	     
	     
	     

	Previous Dose (YYYY-MM-DD)
	     
	     
	     

	Previous Dose (YYYY-MM-DD)
	     
	     
	     


2.Pertussis
Document a one-time pertussis vaccine (Tdap or Tdap-Polio) given at age 18 years or older (required even if not due for a booster)
	Vaccination Date (YYYY-MM-DD)
	Type of Vaccine Used*
	Age received (must be 18 years or older)

	     
	     
	     



*The Precise type of vaccine used must be known; if this information is no longer available, repeat the immunization. Typically, tetanus/diphtheria/acellular pertussis (Tdap) or tetanus/ diphtheria/acellular pertussis/olio (Tdap-Polio) will be used.






Clinic/Health Centre Authorization: 
· You may share this document electronically or print it for your clinic or Health Centre to complete.
· This section must be COMPLETED and SIGNED by another healthcare provider, NOT yourself.
 Clinic/Health Care Centre: I certify that the above information is complete and accurate.
	Health Care Professional (HCP) Name:
         
	Profession:
     

	Health Care Address/Telephone:
 Type your office details 

	or Health Care Digital Stamp :(click the image icon in the box below to upload your location stamp


	Signature: Include a handwritten signature (by printing and signing the form)
	or Digital Signature: (click the image icon in the box below to upload your signature).

	Date of Signature (YYYY-MM-DD):      
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