Screening CheCk“St PATIENT NAME LU\Q“‘/ \/\}H\w’ﬂ(\ﬂg
- for Contraindications  *™ =" arin
to Vaccines for Adults

month ~ day year

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions.must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't

A yes no know
1. Are you sick today? O }/ O
2. Do you have allergies to medications, food, a vaccine component, or latex? ] A ]
3. Have you ever had a serious reaction after receiving a vaccination? O iz ]

4. Do you have a long-term health problem with heart, lung, kidney, or metabolic disease
(e.g., diabetes), asthma, a blood disorder, no spleen, complement component deficiency, ] ,’/ ]
a cochlear implant, or a spinal fluid leak? Are you on long-term aspirin therapy?

5. Do you, or does a close family member, have cancer, leukemia, HIV/AIDS, or any other
immune system problem? [ =g L]

6. In the past 3 months, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of L] = OJ
rheumnatoid arthritis, Crohn’s disease, or psariasis; or have you had radiation treatments?

7. Have you had a seizure or a brain or other nervous system problem? ] o O
8. During the past year, have you received a transfusion of blood or blood products, ] e
or been given immune (gamma) globulin or an antiviral drug? u
9. For women: Are you pregnant or is there a chance you could become pregnant’ ] e
during the next month? . [
10. Have you received any vaccinations in the past 4 weeks? ] = ]
FORM COMPLETED BY ‘*/U\Q\{/ L { ((» O e S DATE § /5L ] L4
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Did you bring your immunization record card with you? yes no []

It is important for you to have a personal record of your vaccinations. If you don’t have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.

immunization
action coal

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota - 651-647-9009 - www.immunize.org - www.vaccineinformation.org
www.immunize.org/catg.d/p4065.pdf » ltem #P4065 (4/19)

immunize.org



AUM Student Health Services
Immunization Record

Patient Name: . QOcy (/\)\\\[CL/WL@- : | Birthdate:
| rd

Allergies/Medical Alert:

Tdap

Td Booster

MMR

HEP A

HEP B

Meng,.»

mevy T fahal o 0.5¢c , A

Other T : 0] usssc,

STAMP ABOVE




Form mm 50(rev 10/2009)

LUCY EMERSON WILLIAMS -

Alabama Department of Public Health

CERTIFICATE OF IMMUNIZATION

Child's Name (first, middle, last)

Parent/Guardian Name (first, middle, last)

10/16/2000

"Birthdate

]-3]. 902K

/ Date of Expiration

Next Required Immunization)

Unless Specifically exempted by law, Alabama law(code of Alabama 1975, Section 16-30-4) requires a certificate on file for each child in attendance in all
schools and licensed child care facilities in Alabama. Instructlons for this form and immunization requiremenis by age are detailed via the ADPH web sile at

www.adph.org/immunization

Vaccine DOSE1 | DOSE2 - DOSE3 DOSE4 DOSE5 DOSE6 | Total | Confirmed | History
DATE © | DATE .| DATE “DATE . DATE DATE Doses| Lab
MM | DD|YY | MM | DD[YY | MM | DD |-YY | MM DD | YY MM[DD|YY MM | DD | YY ol MMIYY | MmYY
DTP,DTaP,DT, _DTAP.: _DTAR: DTAP DTAP DTAP Td
Td,TdaP 12015/00- 7| 0219101, 7, | 04/23/01 01/28/02 1017165 | 7012
IPV,0PV Cpys Ry 1PV PV o
12/15/00° *5“02/19/01,3 01/28/02 10/17/05
Hib : : COHIB | HIBY HIB HIB
(Under Age 5) 12/15/00 ,3-02/19/01 04/23/01 01/28/02
Measles FOMMR ST UMMR T
_ ,;.10/22/01;« 10017105
Mumps:. - i MMR
+10/22/0 1017105
Rubella ClUMMR e MMR
02201 | 1017105 ,
pcv . “iopevr ol Povr PCV7 PCV7
DR [02/19/01° 04/23/01 07/16/01 01/28/02
Hvaricella VAR
o220t | Tl-11-j7

‘IHepA ™ . e )

' i ‘7, if- IZ
HepB - | HERB | HEPB HEPB
’ :' ‘0‘4/23/01 . 07/16/01 10/22/01
HEV
MCV:or
MPSV
Rotavirus‘
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" PARTNERS IN PEDIATRICS
~LLC MONTGOMERY

8160 SEATON PLACE
MONTGOMERY 36116
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