Immunization Form

To ensure the health and safety of our campus, immunizations against communicable diseases is extremely important. Vaccination
against Measles, Mumps, Rubella (MMR), Tetanus, Diphtheria and Pertussis (Tdap), and proof of negative Tuberculosis is
required of all students entering Auburn Montgomery. This form must be completed and is the preferred document for proofof
immunizations and TB testing.
Complete and Returnto:  Student Health Center

Attn: Immunizations

PO Box 244023

Montgomery, AL 36124

(334) 244-3281 Fax (334) 244-3396

Name & uae’m Me’ q q M Student Number W

Las First Middle
dares___ 413 0pRIEA R4 fipt 21 Avbur] AL 36330
Street ' City State Zip Code
[Y34)- b14-499 queen@aum.eod g3 oy, (490 0b, 0%, /9
Phone Number E-mail Address Date of Birth Date of Enrollment

REQUIRED IMMUNIZATIONS

Tuberculosis Screening (within 6 months prior to semester student is to begin at AUM.)
Date Given (Date of reading, within 48 to 72 hours of date given) TB skin test (PPD) / /

Results: Positive mm  Negative mm
If positive, you must attach a radiology report from chest X-ray and documentation of treatment.

Tetanus, Diphtheria, Pertussis (Tdap) Vaccine. Students without previous documentation of a Tdap vaccine should have
one dose within the last 10 years. Other students should be current to maintain their status throughout their entire

academic career.
Date of Tdap vaccine: B\'\ / \\ / QD\Q

Measles, Mumps, Rubella (MMR)
Auburn Montgomery University requires that all students born after 1956 must have had 2 doses of a measles containing vaccine (MMR) prior to
registration. One dose must have been after 1980. Lab antibody titers (IgG) for Measles, Mumps and Rubella are acceptable. Please attach
documentation to the back of the form.

Date of First Dose ba/&\k / \qq_\ Date of Second Dose _QL/&/@DQ \

OPTIONAL IMMUNIZATIONS (These immunizations are not required by the university but are recommended by the American
College Health Association.)

HepatitisB:D3 /Dj /\L\R\ﬂ Dﬂ\ /\g / \QR\Q (\-’% /3\0 /\QN\D
Ist 3rd

2nd
Varicella (Chickenpox) Vaccine: D \ / \% / Q‘%B\ b % / b \ / ’;B%p\
Ist 2nd
Meningococcal (MenACWY) Vaccine: / / / / (One dose on or after the 16"
birthday) e 2
Meningococcal B Vaccine / /

I certify that the above dates and vaccinations are true.

Signature of Licensed Health Care Professional Date License Number or Office Stamp
(Adopted 1/12, Revised 8/2016)
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Auburn University Vedical Clinic
400 Lem Morrison Drive
Auburn University, AL 368495349

TELEPHONE: (334) 8444416 FAX: (334) 5286780 E-Mail: aumemedrecords@eume.org

Hours of Operation; Monday -Friday 8 a.m. - 6 p.n.
Except Thursday 9 a.m. - 6 p.m.
Saturday 8 a.m. ~ |2 p.m.
(Hours Subject to Change)
To Make an Appointment: Please Call (334) 8444416

WWW.AUBURN. EDUNEDICAL

i EN§”BAN CE INFORMAT [ON
What i3 the nume of your insurance o y? \<] J ‘1\
D 390 Al

subscribent <[ D R[G5 89 T REDDINA Plan #

What is your insurance company'y vlaims address U. b ;ﬁi]’%\[{ { Q[[]LV LE‘{ ‘1!1 Q{\—x “]/;P }%W ( \1 F‘ﬂ_&i
! “ ik N { r 3 t;\ ol
\Vho is the policy MIMJ\D ) l i\ (}U\D 0)) J )

Gender: (circleone) M (_EB -
What is your relstionship o the policy holder?_(_ Wi DOB of Polley Holder_ | - 77 . (0 q

7 =173
Does * vur plan require a co-paymenr? ! ‘-]\ If sa, how much? i‘} | ¥
1] v | TEr, < il
What are the limits (age, full time starus, ¢ic.) vn the pulicy ror yuu.'(cnvmnu astudenr? | d U !_.PV,r 3 (}! MQ,
Does your plan provide for “out of arca™ coverage for you? YD Docs your plan provide prescription benetit? d U t) S

Please attach a legible copy of the front and back of your insurance card, If you have more than one Insurance coverage, please
provide both clearly stating which s primary and which Is secondary, We will also need each policy halder’s name, date of birth,
gender and relationship ta lile the secondary insurance,

BILLING INFORMATION
Patlent’s Relationship to billing Person(s):  Self J Spouse J  Chid O Omer O

Name of Billing Person(s): m (] Ouﬂ W nn T[’u"wr Ql/lwq

{ Firsty “(Middle) 7 (Last)

Telephone #3 Home: tf)% -JF M' - {D‘M qwurk:( ) - - Cellulars ( )- -
s JDLW LONGILAE 225A AN A 36832

(Street / P.0Mox) (City) (State) (Zip)

| hereby authorize Aubum University Medical Clinic (AUMC) to release information from my medical records as may be required or requested by my
insurance company, ¢mployer, or any uther persons liable to AUMC for payment of all or part of the charges pemaining to my oifice visits. | Wso authorize
AUMC 1o act a3 my agent when filing msurance claims on my behall, | dircctly assign to AUMC all insurance benelits und agree that any benefits
puyments sent 1o me will be promptly forwarded 1o AUMC. [ understand that | am respensible for all charges incumred at the Aubum University Medical
Clinic regardless of the degree to which my insurance covers the services rendered,

Billlng Disclosure - If [ have insurance, | undersiand balances will be filed with insurance companies under most circumstances, [tems not fully paid or
utherwise accounted for by un insurance company will be billed to me or my designated responsible party. Aiter a peniod of time, uncoilected balances may
be collected through a collection agency including any additional costs related to the collection process, Holds may be placed on my registration/graduation,
\ny outstanding balsnces are my responsibillty. Ifany checks are returned, there will be 3 “returned check™ fee assessed for 2 minimum of 530.00
and | may be referred to the “Woarthless Check Unit™ at tha Lee County District Allorney's Offlce. Fallure to comply by these IInancial policies
and/or recurring instances of collection actlyity could result In dismissal fram the practice.

I understand that some or all of my :xpenses at Aubum University Medical Clinic may not be covered by my health insurance. [ understand and agree o
pay 4l co-pays at the ume of service, | 1150 understand that arter o Jays, 4ny patient AND/OR insurance balunce becomes my cesponsibility, ('] choose to
decline signing 1his document, | understand that 2 hold will be placed on my records for Graduation or Registration unul all balances are pud in full. [agree
that this agreement penains 1o all visits to the Aubum University Medical Clinic. | acknowledge and understand thatat all times | can receive 3 copy of
my patlent rights and responsibillties along with a privacy notles on the clinle’s website and the patient partal. If 1 do not have internet access, | can
recelve a printed copy of he patient rights and responsibillties and privacy notice at the clinle,

MW yagan, (Sdaees 1-729- 4

PA I’IENT"%NA I'URE DATE
Page 2 Fom: CL-PC2 Revised 04/1)
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3 MEDICAL INFORMATION FORM Ly J ‘-I-”.;
\UBURN UNIVERSITY
(CONFIDENTIAL) 3

8y
MEDICAL LEGAL DOCUMENT - Property of Aubumn University Medical Clinjc. Information may not be
Proper acceptable authorization is fumished to the Medical Clinic. This release must comply with State and Federal Regulations. Incomplete
Or inaccurate information may delay your clearance, cancel your registration, or cause improper decisions of your future medical care,

BEFORE YOU MAIL THIS FORM, be sure to COMPLETE BOTH SIDES...Sign...Have one of your Parents/Gusardians Sign
MAIL, FAX or E-Mail TO: Auburn University Medical Clinic  Phone: (334) 8444416

ATTN: Medical Records Fax:  (334)528-6730
f 400 Lem Morrison Drive E-Mail: aumcmedrecordS@eamc.org
: 3)1{1 Sq @ Auburn University, AL 16849.5349
GENERAL INFORMATION o
Name: (j u g'@n {Yljzdal’m Lum ng Or Social Security # //; !Q - L/S . J'PL Bfr
First - J Middle J AVUsevGiD__ 903003 TS

Las dl
Home Address: 2-02 W Lﬂnul eqF A'pt 22‘5& Student's Cell Phona: ( %"‘4 ). (Old} _(P(_]_q(.‘{
cr_AUWIN Y -y

Zip:

0 991 ' OWQLHQA
muorsinh:__;l_f%r sexteicieone) M (£ ) suvars Ematt addrre N1 )0 0] € auburn.ec ;

DI WuPgen it _TYDEEY S
Telephone: HOME: 5 ’ WORK; v .z CELLULAR: (3. UK 3
ssase 4% |00 7T VIS ORI — NNy

City

Emergency Contact- Name:

Street/ P O. Box

< Slawe Zip
Authonzation for medical clinic to trest a minor student (uader 19 yeary of agept Wﬂ.ﬂ A
lsf'll‘l"lﬂ';f/;tll or legal guardian)

List Allergies to medication or other items

S tudent Starting School; F—[}.,{ t i ’lbi 4?-

Semeater Year

3. Tetanus Toxid - Date or 115t series or hooster

\ I
REQUIRED;

1. TUBERCULIN SKIN TEST (PPD);: This is required withlu six (6) months prior to the first day of ¢clasa of the semester you enter sehool, Having a chest x-ray is
adiz A, A

NOT an accepuable alternative unless otherwise stated in Appe nyone with a new or previous positive PPD test, please refer to Appendix A on this fo
conceming luberculosis protocol. m)

Date PPD given: A {,{CI oSl i

Dnure:ulumd(muubcnowliulhm-tshommmlmmm?zhom;: % \~ mkl

Results of PPD (MUST BE DOCUMENTED IN MM - NO EXCEPTIONS!) 4 mm PLEASE, DO NOT WRITE “Negative”
; 1171 13s i
Documentation / Evaluation AUBURY UiV

iy

4""'-'[.“.'} Nation: k
M.D. Printed Name AUBURICoNIG STAME ghlds
. ag 2 n:}i 3&045-5349
M.D. Sigosture

REQUIRED: A copy of an immunization record with your MMRs documented will be acceptable.

2, MEASLES: Measles vaccine, Live, Attenusied 13 required if borm after 1987, Last dose musl be since 1980,
Date, Type (curcle): MMR MR M

M.D. Priated Name

4 Q8

MLD. Signature

CLINIC STAMP

"'"'*IOPTIONAL}"““*(OPTIONAL)“““""“(OPTIONAL)“"**"'(OPTIONAL)"****“(OP’TIONAL)‘“

4. Meningococcal Meningitis Vaccing - Date

8. Hepatitls B Series - Dates ol Serres

In the event this documentation is not easily abtainable, all of the above services can be provided at the \uburn University Medical Clinie for a fee
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