
 

 
CITY OF WINNIPEG 

 
OCCUPATIONAL HEALTH IMMUNIZATION RECORD 

  
  

 
NAME:        DEPARTMENT:  Winnipeg Fire Paramedic Service  
 
MHSC PHIN:        DATE OF BIRTH:       
 
  

D. REQUIRED IMMUNIZATIONS & ANTIBODY TESTING: 
 

Note:  Vaccinations will be required for all negative antibody titres (excluding Hepatitis C) 
 
 

      
1. MEASLES VIRUS VACCINE: (Red, Rubeola) – No antibody testing required if born before 1970-considered immune. 

  

 Born after 1970 requires one of the following: 
  

 Laboratory evidence of immunity     Titre Date:     
 
                
 

2. MUMPS:  – No antibody testing required if born before 1970 – considered immune. 
 

 Born after 1970 require one of the following: 
  

 Laboratory evidence of immunity     Titre Date:     
 
                
 

3. RUBELLA: (German Measles) – No antibody testing required if born before 1970 – considered immune. 
 

 Born after 1970 require one of the following: 
  

 Laboratory evidence of immunity     Titre Date:     
 
                
 

4. VARICELLA: (Chicken Pox) 
 

 Laboratory evidence of immunity     Titre Date:     
 
                

 
5. HEPATITIS A & B VACCINE (Twinrix) : 

 
 Dose #1     Dose #2      Dose #3____________________ 
 ( Titre levels to be drawn 6 weeks after Dose #3) 
 
 Titre Date: ____________________   Results: Hepatitis A antibody     
 

 Titre Date: ____________________   Results: Hepatitis B antibody     
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B. TUBERCULOSIS:  (2-step Mantoux testing only, vaccination not required) 

 
Please answer all questions. If yes to any questions, Mantoux testing no required. 
  
 

 1.  History of Disease   No    Yes   Date of diagnosis:     
  
 2.  History of BCG vaccination  No    Yes   Date of immunization:     
    
 3.  Documented positive Mantoux test No    Yes   Date and reading:     
 
 

 Mantoux Test #1   Date:_______________________ Result:______________________ 
 Mantoux Test #2   Date:_______________________ Result:______________________ 

 
 
(Mantoux testing results must be within ONE YEAR and Chest x-ray results do not replace Mantoux testing) 

                
 

 
C. HEPATITIS C SCREENING: (antibody to Hepatitis C virus) 
 

 

Titre Date: ____________________  Result: ____________________ 
 
(RESULTS MUST BE WITHIN PAST YEAR) 

 
                
 
 

D. RECOMMENDED IMMUNIZATIONS: (Available through family or other physician) 
 

 
1. Tetanus and Diphtheria Toxoids Absorbed  Date:      

(reinforcing dose to be given every ten years) 
       
 
 

2. Inactivated Polio Virus Vaccine   Primary Series    Booster 
(booster only required if primary series not received)   

      Date:___________________ Date:      
 
 

3. Influenza Vaccine 
 

Date:          
 
  
 
 
 
 
 
 
 
       
Health Care Provider signature and stamp (if available) 
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