
 
MNH Health and Clinical Requirements Attestation Form 
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Updated 12/24 

Academic Institution  Dates of rotation   
Clinical Instructor Name  

Phone number  Email address  
The following student(s) and clinical instructor(s) have verified that they have met the health and clinical 
requirements to participate in a clinical experience at Montefiore Nyack Hospital. The school will maintain these 
records, and the required health documents will be provided to MNH within 48 hours of request.  

1. Background check—date from entry into the program, repeated if there has been a lapse in service of one year 
or more.  

2. Annual physical examination within the past twelve (12) months, including no restrictions 
3. Record of annual Tuberculosis screening: 2 step TST or Quantiferon TB Gold annually. If the results are 

positive, follow up with a chest X-ray.    
4. Record of positive titers Measles (Rubeola), Mumps, Rubella and Varicella. 
5. Record of Hepatitis B immunization or Reactive (positive) Hepatitis B Surface Antibody Titer or signed 

Hepatitis B declination.  
6. Record of Tetanus Diptheria acellular Pertussis (Tdap) within the past ten (10) years.  
7. Record a Negative 10-panel urine drug screen upon entry to the program and repeat it if there is a lapse in 

service of one year or more.  
8. Active American Heart Association: Basic Life Support certification    
9. Annual N95 fit test – based on MNH requirements 
10. Record of initial series of Covid Vaccination indicating Moderna, Pfizer, or Janssen and date.  
11. Record of annual Influenza vaccination for the current season. 
12. Prof of NY State Nursing License (for Instructors). 
13. Received, reviewed, and understood the MNH Orientation & Training Manual and completed the quiz. 
14. MNH reserves the right to audit instructor and student files. 

 Name Signature Date 

1    

2    

3    

4    

5    
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8    

9    

10    

The instructor must attest to the requirements above for the student(s) and a college representative for the instructor.  

____________________________ _____________________________          _________________ 
Print Name              Signature   Date 
 
____________________________          ______________________________ 
Title of Institution Representative           Telephone number  
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