
Employee Acknowledgement of Non-Immune Status

It is the policy of Your Company Name to restrict the work of employees and volunteers with specific communicable illnesses or diseases, or after exposure to such, in order to reduce the infection and transmission of those communicable diseases.

In accordance with Your Company Name policy on Work Restrictions for Employee Illness and Exposure and/or due to my non-immune status, I acknowledge that I will be restricted from direct patient care and may be relieved of duty in accordance to the duration guidelines set forth in the policy in the event of illness or exposure.

______________________________           _____________________________
Print Name




      Signature

______________________________           _____________________________
SS # or Employee #



       Date

______________________________           _____________________________
Witness Signature



       Date

Original: Employee Health Record

Copy:     Employee
