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PRE-CLINICAL HEALTH REQUIREMENTS (PCHR)-Second Degree BSN

❖ PCHR Guidelines and General Information

❖ All Health Requirements are due by July 15th.

❖ All PCHR forms are available on the Duquesne University Health Service website.

❖ The Pre-Clinical Requirements Coordinator is located in Duquesne University Health Services (DUHS)
• Phone 412-396-1650
• Fax: 412-396-5655
•

• 

Email: pchr@dug.edu
Address: Duquesne University Health Services (attn. Carol Dougher, RN)
2"' Floor Uni on
600 Forbes Avenue
Pittsburgh PA, 15282-1920

❖ D uquesne University Health Ser vices is able to provide:

• Physl cal Exam In at Ion $50. 00
• PPD (two-Step) $40.00
• PPD (Annually) $20.00
• Quantlferon Gold (Q-Gold) blood test-alternative to PPD- $90.00
• Blood/Laboratory Testing for Immunity:

• Available titers: Measles/Mumps/Rubella, Hepatitis B, Hepatitis C, Varicella (Chicken Pox)

❖ Fees -Accepted forms of payment are cash, credit card or check payable to Duquesne University Health
Service. *Fees are subject to change

❖ Duquesne University Center for Pharmacy care

• Immunizations can be obtained through the Duquesne University Center for Pharmacy Care.
Appoin tments for immunizations can be scheduled by calling the center at 412-396 -2155 or via email
at cpc@duq.edu.

• Duquesne University Center for Pharmacy Care are providers with most major medical insurance
carriers including the Student Health Insurance Plan (SHIP).

All PCHR documents m ust be su bmitted electronically to Health Services through the HEALTH SERVICE STUDENT PORTAL 

Health Ser vice Portal Access: 

Log into DORI 

In the "Services and Information" box 

Select HEALTH SERVICE STUDENT PORTAL 

Follow i nstructions in portal 
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� DUQUESNE 
� U NNERSITY Pre-Clinical Health Compliance #2

SCHOOL OF NURSING COVID-19 Vaccine,

Tetanus, Diphtheria, Pertussis Booster (Tdap),

and Meningitis Vaccination 

First name: Middle initial: Last name: 

Program: D Basic BSN □ Second Degree BSN

Tdap - Booster required within last 10 years 
Tetanus, Diptheria, Pertussis (Tdap): Date of vaccination: 

Meni ngococcal Vaccine(MCV4) must be on or after 16th birthday 

Meningococcal conjugate (MCV4} Date of vaccination: 

I hereby attest to the validity of the above dates and testing results and certify them to be true and accurate: 

Examiner's Name (Print): Phone: 

Signature: Date: 
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SCHOOL OF NURSING 

Pre-Clinical Health Compliance #7 

Annual Seasonal Influenza Vaccine 

Last name: _ _ _ _ _ _ _ _  _ First name: Middle initial: 
- - - - - - - --

Program: D Basic BSN D Second Degree BSN 

Seasonal Influenza Vaccine (Must be completed by October 15th)

Please complete and/or place sticker with infor mation below 

Name of Vaccine: Expiration Date: 
Manufacturer: NDC# 
Lot# Date •iven: 

Health Care Provider Signature: 

Address: City: State: 

Phone number: 

Zip: 

THIS FORM AND ALL SUPPORTING DOCUMENTS MUST BE UPLOADED TO D U  HEALTH SERVICE STUDENT PORTAL 

10/2022 




