






 Employee Personal Data Form  -  Section Two - Education  (05/20/02) 

NOTE: Complete this side  only if you hold a teaching or research appointment with the University of 
Oklahoma. This includes staff personnel who also hold a part-time teaching or research appointment. 

Employee Information 

Mr. Mrs. Ms. Dr. First: 
      

MI: 
   

Last: 
      

 

Education  - Please attach your academic vita or resume   
Name and Location. Full address.  

Include country if located outside the USA. 
Dates Attended 

From - To 
Graduated 

MM / DD / YY 
Degree 
 Earned 

Major 

High School:  
      
      
      
      
      

                  Not Applicable 

Undergraduate college or university: 
      
      
      
      
      

                              

Graduate school or other education:  
      
      
      
      

                              

NOTE: If you earn additional degrees after completing  this document, please remember to amend this form  by re-submitting this 
 page to the Office of the Provost - Evans Hall, RM 104 - Att: Records. Personnel files will be updated upon verification. 

 

Employment History 
Position held or title Employment Dates  

From - To 
Employer's Name and Location. Full address.  
Include country if located outside the USA. 

                        
      
      

                        
      
      

                        
      
      

Prior Employment with OU 

Have you ever worked for the University of 
Oklahoma?  Yes  No 

If so, under what name? 
      

In what capacity? 
      

When? 
      

 

Professional References 
Name  and Title Full address. Include country if located outside the USA. 

      
      

      
      

      
      

      
      

      
      

      
      

 





B-3

Vaccine History Form for OUHSC/OU-Tulsa Employees and Students

Name                                                                      Dept                                             SSN          /         /              Date                                                  
Job Title                                                                                                                       Date of Birth                                                                               
Department Address                                                                                                     Dept. Phone                                                                               
Do your job duties ever require work in patient contact areas? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    “ Yes  “ No    ____ Initial

If you answered Yes, please provide the records requested in 1, 2, 3, 4, 5, and 7 (for non-hospital dental personnel and non-pediatric dental
personnel, 1 only ) below.

Do your duties have the potential for exposure to human blood, blood products, or other body fluids? . . . . . . . . . . . . . “ Yes  “ No    ____ Initial
If you answered Yes, please provide the records requested in 6 below.

Do your job duties ever require work in hospital areas, or are you a student? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . “ Yes  “ No    ____ Initial
If you answered ‘No’ to all three of the above questions, complete all information requested above and send the form to Employee Health.

1. Tuberculin PPD Mantoux Skin Test (Tine or Monovac test not acceptable) complete item a or b
a.“Attach evidence of a negative tuberculin PPD (Mantoux) test received in the last 12 months.                     Test Date                            

or
b.“Date of first positive tuberculin PPD (Mantoux) test . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                            

            i.  Attach evidence of a follow-up negative chest x-ray . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X-Ray Date                        
            ii.  Did you receive isoniazid-based therapy? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  “ Yes   “ No                     

2. Varicella (Chicken Pox) complete a, b, or c
a. FOR EMPLOYEES ONLY: “ Have you had chickenpox? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . “ Yes  “ No  “ Uncertain

Signature                                                                                                       Date                                      
If No or Uncertain, a blood test to check for immunity is required.  If you are not immune, item c is required.

or
b. “Attach evidence of varicella blood test. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                           

or
c. “Attach evidence of two varicella immunizations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1)                    2)                     

3. Rubeola (Measles) complete a, b, or c
a. “Attach evidence of 2 rubeola immunizations 28 days apart after the age of 12 months . . . . . . . . . . . . . . . . . . 1)                     2)                    

or
b. “Attach evidence of a positive blood test for IGG antibodies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                          

or
c. “Check here if born before January 1, 1957, and provide date of birth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                              

4. Rubella (German Measles) complete a, b, or c
a. “Attach evidence of 1 rubella immunization received after the age of 12 months . . . . . . . . . . . . . . . . . . . . . . . . . . . Vaccine Date                   

or
b. “Attach evidence of a positive blood test for IGG antibodies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                         

or
c. “Check here if born before January 1, 1957, and provide date of birth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             

5. Mumps complete a, b, or c
a. “Attach evidence of 1 mumps immunization received after the age of 12 months . . . . . . . . . . . . . . . . . . . . . . . . . . . Vaccine Date                   

or
b. “Attach evidence of a positive blood test for IGG antibodies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                         

or
c. “Check here if born before January 1, 1957, and provide date of birth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             

6.  Hepatitis B immunizations complete a, b, c or d
a. “Attach evidence of 1, 2, and 3 hepatitis B immunizations and dates . . . . . . . . . . . . . . . . . . . . . . . . . 1)                  2)                 3)                 

or
b. “Attach evidence of a positive blood test for IGG antibodies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Test Date                        

or
c. “Vaccine Refusal - I understand that due to my occupational or student exposure to blood or other potentially infectious materials I may be at

risk of acquiring hepatitis B virus (HBV infection).  I have been given the opportunity to be vaccinated with hepatitis B vaccine (at no charge
to me if I am an OUHSC/OU-Tulsa employee).  However, I decline the hepatitis B vaccine at this time.  I understand by declining this vaccine,
I continue to be at risk of acquiring hepatitis B, a serious disease.  If in the future I continue to have occupational exposure to blood and other
potentially infectious materials and want to be vaccinated with hepatitis B vaccine, I can receive the vaccination series (at no charge to me if I
am an OUHSC/OU-Tulsa employee).
Printed Name                                                         Signature                                                                              Date                                  

7. Tetanus and Diphtheria
a. Did you receive childhood Diphtheria-Pertussis-Tetanus (DPT) immunization? . . . . . . . . . . . . . . . . . . . . . . . . . . . “ Yes  “ No  “ Uncertain
b. Have you received adult Tetanus-diphtheria (Td) immunizations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . “ Yes  “ No  “ Uncertain
c. Approximate date of last tetanus booster . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                           

REV - 10/04



Loyalty Oath 

Name of Employee:       

Social Security Number:       

Department:       

I do solemnly swear (or affirm) that I will support the Constitution and the laws of the United States 

of America and the Constitution and laws of the State of Oklahoma, and that I will faithfully 

discharge, according to the best of my ability, the duties of my office of employment during such 

time as I am an employee of the University of Oklahoma. 

Affiant's Signature 

 

Subscribed and sworn to before me on  this day 
 (day) (month) (year) 

Notary Public, or other officer authorized to administer oaths or affirmations. 

 My Commission Expires on (mm/dd/yy): 

 Commisssion Number: 
 



              Computer User Account Policy 
 
     OUHSC computer accounts are available to current faculty, staff, students, and affiliates of the 
University of Oklahoma Health Sciences Center who require an account for an official university 
activity/endeavor or to conduct official university business. To obtain an account, carefully read the 
policy stated herein and follow the instructions at the bottom of this page. 
 

     By using University information systems or computing resources, you agree to abide by and comply with the applicable policies, 
procedures and laws. Acceptable use must be ethical, reflect academic honesty, and show responsible use in the consumption of shared 
resources. Information stored on university computer resources and networks may be subject to the Oklahoma Open Records Act. 
 
User Responsibilities
 
• Each user must use only his/her personal account accessible via a personal user ID/password combination and must not allow others to 

use their account. 
• Passwords must be a minimum of eight (8) alpha, numeric, and special characters, must not be revealed to anyone else, must be 

changed at least every 180 days, and must not be written down in plain sight. If you must write it down, store it in a secure location 
such as your wallet, purse, locked drawer or safe. 

• Users are responsible for their actions regarding personal account security, respect of others and the computing environment, copyright 
violations, and unauthorized access of OUHSC computer resources.  

• Users may be held liable for illegal or damaging use of OUHSC computer resources. 
• If discovered that their account has been accessed by another individual, users should immediately change their password and inform 

their account sponsor or Information Technology personnel of the situation. 
• Users must comply with all University policies, procedures, and local, state, and federal laws  
• Users must access only information that is their own, that is publicly available, or to which they have been given authorized access.  
• Users are responsible in their use of shared resources (refrain from monopolizing systems, overloading networks, degrading services, 

or wasting computer time, connect time, disk space, printer paper, manuals, or other resources.)  

Unacceptable Use 

• use of another person's system, files, or data without express authorization;  
• use of another individual's user ID or password;  
• use of computer programs to decode passwords or access control information;  
• attempt to circumvent or subvert system or network security;  
• engaging in any activity that might be harmful to systems or to any information stored thereon, such as creating or propagating 

viruses, disrupting services, damaging files, or making unauthorized modifications to or sharing of university data;  
• use of university systems for commercial, private, personal, or political purposes such as using electronic mail to circulate advertising 

for products or for political candidates;  
• harassing or intimidating another person including, but not limited to, broadcasting unapproved, unsolicited messages, repeatedly 

sending unwanted or threatening mail, or using someone else's name or user-ID;  
• wasting computing resources or network resources including, but not limited to, intentionally placing a program in an endless loop, 

printing excessive amounts of paper, or sending chain letters or unapproved, unsolicited mass mailings;  
• attempt to gain access to information or services to which he/she has no legitimate access rights.  

 
     Failure to adhere to this policy may result in the suspension of computer access privileges as well as other action deemed appropriate 
by the user’s department/college, OUHSC Information Technology, and/or the University of Oklahoma Health Sciences Center. 
 
Instructions: Please print your name and your primary department or college in the box below, sign and date this policy agreement 

(page 1), and proceed as instructed for either an OUHSC Employee* or an OUHSC Affiliate**. 
 
 

I have read and understand the above policy and agree to abide by this policy in my use of OUHSC computer resources. 
 
Computer User:          ,                                          
     Last Name          First Name            Middle Initial                       Department or College 
 
User’s Signature:            Date:                 
                                              
Complete the Computer Account Request form (page 2) and forward along with the Computer User Account Policy (page 1) to your 
college/department’s computer account sponsor or business manager.  

 
Form SEC01(c)     Revised  3/3/06 
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             The University of Oklahoma Health Sciences Center 

Information Technology 
Computer Account Request 

 
 
 
 

* Please Print Clearly * 
 
 
User’s Name:                           
   LAST    FIRST    MIDDLE INITIAL 
 
National ID # (SSN):             EMPLID:                   
                
OUHSC Department/College:                        Dept Phone #                                              
 
 

 * OUHSC Status (check all that apply) * 
 

    ___OUHSC Employee (paid by OUHSC)      ___Special Pay     _     OUHSC Student        _     OUHSC Affiliate*         ___Ecopy               
 
       ___Faculty    ___Adjunct Faculty   ___Volunteer Faculty    ___Staff    ___Temp Staff **    ___Resident    ___Intern    ___Fellow         
 
 
* Name of Affiliated Organization:                        
 
** Length of contract with OUHSC:                                                        
 
 

 
* Computer Account Sponsor Only * 

 
Access Preferences: Indicate each type of access required. 
 
On Campus             Remote Access via the VPN Client 

 
___ Email, Internet, Personal Folders on Moon file and print server       ___ VPN-Group-1  (Allows the following access) 
        (includes remote access via the modem pool)                  - Exchange 2000 email via the MS Outlook client        
___ PeopleSoft Applications**                   - Personal folders on Moon file and print server                  

                           - Intranet web servers                        
 
** PeopleSoft access requires additional form(s) located at http://www.ouhsc.edu/financialservices/forms.asp
 
Specify the department where this account should be placed:    ______            ___ New     ___ Existing 
 
Preferred method of acquiring personal access codes:  ___ Campus Mail         ___ Email notification         ___ Pick up in person 

                                                         
As a computer account sponsor, I (1) agree to assume limited responsibility for the use of this user account as outlined in the 
OUHSC Information Technology Computer Account Policy and (2) state that this user account is necessary for an official 
university activity/endeavor or to conduct university business. 
 
Sponsor’s Name:                     Title:       
                    Print or Type 
     
Sponsor’s Signature:          Date:                  

 
 
 

Account Sponsor ~~ send this form to: 
IT Account Management, SCB-101 (fax 271-2126) or IT Help Desk, Student Center 105. 



The University of Oklahoma 
OFFICE FOR  EQUAL OPPORTUNITY 

TO: OU Employees 
 

FROM: Jerry Jensen 
University Equal Opportunity Officer 

SUBJECT: Certification Required  

In keeping with the University of Oklahoma’s commitment to promoting a safe and 
supportive learning and work environment, the university has made harassment and 
discrimination awareness education a top priority. Every individual employed with the 
University of Oklahoma is required to obtain harassment and discrimination awareness 
certification.  

As an employee with the university, you are required to complete the Harassment and 
Discrimination Awareness Learning Module online within your first thiry days of 
employment. In order to assure timely completion of this requirement, please review the 
following information before completing the exercise: 

1. The online exercise is not a test. No score is generated, only a record of a successful 
completion of the training exercise will be maintained by the Office of Human 
Resources.  

2. Anyone may access the online exercise 24 hours a day, 7 days a week by entering 
www.ou.edu/outraining in the address line of your Web browser. The Office of Human 
Resources Training Division will have computers available for anyone who does not 
have access to the Web. Please call 325-3706 to make an appointment.  

3. There are different training exercises for managers, staff, and faculty. Anyone may 
complete any or all of the exercises, but you will only receive credit for the exercise 
that fits your employment category. If you are unsure of your category, please call 
325-3706 or email pstd@ou.edu for clarification.  

4. Completing the online learning exercise will take 15 to 20 minutes. You must complete 
the entire exercise in one sitting if you wish to receive credit. If you exit the exercise 
before completion, you will have to start at the beginning again. 

If you have any questions, or need assistance with any part of this process, please 
feel free to contact Training and Development at 325-3706 (email:pstd@ou.edu). 





 

The University of Oklahoma 

HEALTH SCIENCES CENTER 

Employee Role Based Access Worksheet 

 
Name:    Date:   
       
Job Title:    Employee ID #:   
       
College/Department/Clinic:   
   
Supervisor:   
 
(PHI = Protected Health Information) 

  Type of Use – check those that are applicable 
Type of PHI Employee 
Needs to Access 

No Access  Create  Edit  Use View Disclose  Transport Destroy

Individual will not 
need access to PHI in 
order to do their job. 

       

Entire Designated 
Record Set 

       

Progress Notes         

Facility Directory 
(George Nigh only) 

       

Demographics         

Financial         

Medication Orders         

Lab Orders         

Radiology Orders         

Ancillary or Other 
Orders 

       

Ancillary Results         

Lab Results         

Radiology Results         

Physician Dictation         

 
Type of Use:   
Create or Add to:  Primary source of documentation and/or make entries under the direction of the provider.  
Edit:  Change incorrect data and/or transcribe data. 
Use:  Read to make decisions appropriate for position. 
View:  View information but not make decisions. 
Disclose:  Convey the information to persons or entities outside of practice. 
Transport:  Move information from one place to another. 
Destroy:  Final legal disposition of the records. 
 

I understand that my access to, and use of, protected health information created, obtained, and/or maintained by the University is limited to the 
types and uses indicated on this worksheet. I agree to seek permission from my supervisor prior to using protected health information in any 
manner not permitted by this worksheet. 
 
I understand that if I use or disclose protected health information in violation of this worksheet, the University’s Privacy Policies, or federal or state 
privacy laws, I will be subject to sanctions, including, but not limited to, termination. 
 
     
  Employee Signature  Date      Supervisor  Date 
 

Form 21    HIPAA Document 
Rev: 11/2008 


	harassment_letter: 


