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STUDENT HEALTH CENTER
P O. Box 244023
Montgomery, AL 36124-4023
(334) 244-3281

Carol Stewart, C.R.N.P
Lic. #1-045437
Rx: 1178

Darlene Plerce, C.R.N.P
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Date&)l?[/b/

Name ‘:TC-)HCL'PAG_V\ RO'{)@/"’5OV‘

Address

15

Doxycycline 100mg
Disp: HR,
~ Sig:: One pill a day; begin 2 days before

departure, continue through stay and

for four weeks after return.
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Label all prescriptions

Dispense As Written

Refl: 1 2 3 5 PRN

, M.D.or C.RN.P

o



Patient name: c.j./")zﬂot‘( hen /2»9 Ep(“'/scm Date ofbirth: & //§ /7Y
T . . . S . (mo) (day) 4(yr-)

| SCreeningChecklist for Contraindications to
Vaccines for Adults

For patients: The following questions will help us determine which vacanes you may be given today.
f you ariswer “yes” to any question, it does not necessarily mean you should not be vaccnated. it just
means additioral questions must be asked. f a question is not dear, please ask your healthcare provider

1o explain it . Dot
Yes No Krnow

1. Are you sick today? ) . o o O
2. Do you have allergies to medications, food, a vacane componert, of fatex? | ok O
3. Have you ever had a serous reaction afier receving 2 vaccinaiion? O = O
4, Do you have a Jong-term health problem with heart disease, lung disease, asthma, E E]- '

kidney disease, meibofic disease {e.g., diabetes), anemia, or other blood disorder? - =
5. Do you have cancer, leukernia, HIV/AIDS, or any other immune sysiem problerm? 0 & E
5 inthe pasi 3 months, have you =ken medictons that weaken your Immune system,
such as cortisone, prednisone, Oiher steroids, or anbicancer drugs, oF have you had- [ = i
radiabon treanenis? -
7. Have you had a selzure or a brain or other nervous sysiem problern? o | ) N
8. During the past year, have you received atransfusion of blood or blood produs, r 5 S
or been given immune {gamma) globulin or an antiviral drug? &
9. Forwomen: Are you pregnant or is there a chance you could become pregnant O ) D
during the next rmonth? ' =
0D ® O

10. Have you received any vaccinations in the past 4 weeks?

Form completed by, __¢ )(Mo'\"‘{* ]f\c/ts/\ QQOL) o S Date:_ G5 7Y
Form reviewed by: . %@Wbu ' ' Date: GJ 1 Y “j[

Did you bring your immunization record card with you? yes[D nold

- It is important for you to have a personal record of your vaccinations. i you don't have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe placeand bring it with you every
fime you seek medial care. Make sure your healthcare provider records all your vaccinations on i

wpor T D HpI065.pl < emeEPA0ES (10/12)

Techried coment rvicered by e Comlos dor Deses Comrotard Provosdion

[rmmunization Action Coalition = 1573 Selby Ave. = St Faul, MIN 55104 - (651) £47-9003 ~ WL irmUIZe.OfE = www.vatcineinforraiion.org



Aubumn University Montgomery
Student Health Services

Hepatitis A and B Reminder

Date: \zli™>

Dear mr. Robert~Son - -

Your final Hepatitis A and B (TWimix) X}aCcihé was due on
Tee 28,2012 -

Please call the Nul'sirig Care Center for éui appointment as soon as possible
at 244-3281 to continue receiving your immunization as scheduled.

Thank you for allo\giﬁng us to paﬁiéipate m the protécti on of your good
health. .I .

Sincerely,

Amy aoms, M.P.A., B.SN, RN, B.C.

AUM-Nursing Care Ceriter

P.O. Box 244023 Montgomery, Alabama 36124-4023 + 334.244.3281 Fax 334.244.3396



P.O.

Aubumn University Montgomery

Student Health Services

Hepatitis A and B Reminder

Date: 11]20li2

Dear__m,., RoheAéow o

Your final Hepatitis A and B (Twmrlx) Vaccme is due on _Dee z¥,20/% -

Please call the Nursing Care Center foran appointment as soon as poss&ble
at 244-3281 to contlnue Teceiving your 1mmumzat10n as scheduled.

In order for your imr’nunization against He'patitis A and B to be continued
within the recommended schedule, you must have your final dose by

Jaw (, 2013

Thank you for allowmor us to participate in the protecmon of your good
health. ; '

~ Sincerely,

Amy Morris, MPA, R.N., BC
AUM-Nursing Care Center :

Box 244023 Montgomery, Alabama 36124-4023 » 334.244.3281 Fax 334‘_244.

3396.



Patient name: [V)gm‘dbqn 4@%8(%‘\54'»/\.

Date of bith: [/ 1€/ 50

(mo.) (day)

or)

Screening Questionnaire
for Adult Immunization

For ‘pa%:iéh'ts:'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 yaccinated. It just
means additional questions must be asked. If'a question is niot dlear, please ask your healthcare provider

to explain it. Dot
Yes No Know
I, Are you sick today? U E/ L
2. Do you have allergies to medications, food, a vaccine companent, or latex? Ul )@ 0o
3. Have you ever had a serious reaction after receiving a vaccination? O N O
4, Do you have a long-term health problem with heart disease, lung disease, asthma, 0 @: O ‘
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have cancer, leukemia, AIDS, or any other immune system problem? O [ S
6. Do you take cortisone, prednisone, other steroids; or anticancer drugs, O X O
or have you had radiation treatments?
7. Have you had a seizure or a brain or cther nervous system problem! 0o X O
8. During the past year, have you received a transfusion of blood or blood products, 0 g AD
or been given immune (gamma) globulin or an antiviral drug? :
9, For women: Are you prlaénﬁnt or is there a chance you could become pregnant O m, 0O
during the next month?
10, Have you received any vaccinations in the past 4 weeks? [ PN O

Technical content reviewed by the Canters for Discise Control and Prevention, October 2010.

omcompiesty:_Jpaeilhen (R0beclsorn  oue

Form reviewed by: Date:

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,

time you seek medical care. -Make sure your heafthcare provider records.all your vaccinations on it.

-ask your healthcare providerto give you one. Keep this record:in a safe'place and bring.it with you every

7 e immunize.ong/catg.ipA065.pdf + kem#P4065 (10/10)

Immunization Action Coalition-= | 573 Selby Ave. © St. Paul, MN 55104 » (651} 647—.9.(_)09 * www.immunize.org.» wva.vaccineinformation.org




Aubumn Uniei Montomery‘

Student Health Services -

e Hepatitis A and B Reminder

Date: Ioly |, 2612

Dear mr. RAober ‘}‘SOY\

Your second Hepatitis"A and B (Twinrix) vaccine is due on

Suly &%, zo12. “. Please call th Studépt Health Center at Auburn
Montgmﬁery for an appointment as soon'as possihle at 244-3281, to
continue receiving your immunization as hedulea.

In order to stay Witﬁin the recommended s dule, you should receive your

next dose by __poé 10, zoi2

Thank you for all@f?\?ving us to participate in
health.

Sincerely,

P.O. Box 244023 Montgomery, Alabama 36124-4023 o 334.244.3281 Fax 334.244.3396
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Product Selection Pammmr———————— M.D.

Label -
el all prescriptions oduct Selection Permitteq

Refil: 1 2 3
5 PRA@ :
Dispense As Written yM.D.orCRN.P Jose | Storage

as directed, usually one capsule is taken every other day for 4

r lukewarm drink one hour before a meal. Swallow capsule as
dnot chew it or take it with warm or hot liquid. Replace any broken
1 mpletely effective, your course of treatment should be completed

er.

se symptoms continue or
breathing or swallawing
t listed above,

yeadache or mild fever may occur. If the
our doctor if the following effects occur:
and severe tiredness. If you notice other effects no

ny of the following conditions: iliness, infection, allergies,

should be used during pregnancy only if clearly needed. Discuss
known if this medication appears in breast milk. Consult your

|1y over-the-counter or prescription medication you may take,
ncer drugs, immunosuppressants, sulfa drugs, antibiotics, other

» without doctor or pharmacist approval.

vt your local poison control center or emergency room immediately.
ofline at 1-800-222-1222. Canadian residents should call their local

ending partly on the degree

fective in preventing typhoid fever, dep
y contaminated food or

precaunons o avoid contact or ingestion of potentiall

ofexposure. Take ll necessary
water. ‘
MISSED DOSE: If you miss a dose, take it as soon as remembered; do not take it if it is near the time for the next

dose, instead, skip the missed dose and resume your usual dosing schedule. If you miss more than one dose,
contact your doctor to establish a new dosing schedule. Do not "double-up" the dose to catch up.

%TORAGE: Store capsules under refrigeration at all times as directed.
store in the bathroom.

Keep away from heat and light. Do not

6/28/2005

http://www.medi cinenet.com/script/main/art.asp? articlekey=440428pf=3
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AUM NURSING CARE CENTER
PROBLEM VISIT RECORD

. TIME: 9\ PT. HISTORY REVIEWED / UPDATED / /

exT NAME:_Sonaddau Robe, baon pOB:____ AGE:
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CALL BACK:

STITIONER
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SIGNATURE:

T DATE:

CTAN RINNIATTIIDE.

COMMENTS:
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’;L%!‘?ISF_D/ADO TED 10/78



Abn;;I STUDENT HEALTH CENTEk |
TRAVEL HEALTH HISTORY

Date b“”)% [l Name o‘/\(f(tlcm Qolﬁ(#( {504 L e

1. What is the reason for your visit today jjecciae K 194 ﬁ § Ny ( 0 K{me@ Afiice
2. List allergies you have to medicines, foods or iodine: ., ve

3. List any medications or drugs you are currently taking (this would include herbal and over-
the-counter as well as prescription drugs): h/a
7

4. Have you had any of the following: (circle if this applies to you;):
Heart disease
Kidney disease
Stomach/Gastrointestinal disease
Diabetes/sugar

5. Are you immunocompromised? (Is there a problem with your immune system) Yes  No ”.?f_
Thymus disorder ( Myasthenia gravis, thymoma, thymectomy)
Spleen removed
Transplant recipient
Cirrhosis of the liver
Cancer

HIV
6. How often do you drink beer, wine )Jv“'rn&eeole‘f"ﬁﬂi@or‘? (Please circle)
Never / Rarely / 1-2 times a week(/ 3- 4 times a wee //5 or more times a week
7. Where are you going on your tr1p‘? pm/a ALt ica
How long 1s your trip? Months Days L)
- 9. When are you leaving on your trip? /luL Uf;/ % 202

o0

FOR FEMALES ONLY

A. Date of your last period? Have you had a hysterectomy? YES NO
B. Are you currently pregnant? YES NO
What is your due date?
C. Do you plan to become pregnant in the next 3 months? YES NO
D. Are you breastfeeding? YES NO

(Adopted by NCC 7/08)
Revised2/11)



Auburn Montgomery Student Health Center

I hereby give my consent to be vaccinated against Yellow Fever. | have been given information
and an opportunity to ask questions about the vaccine and the risks involved. All my questions
have been answered to my satisfaction. | have been informed that persons are at an increased
risk for a reaction if they are:

1) Allergic to a component to the vaccine;

2} Over age 60;

3) Have thymus disorder or disease; or

4) Are immunnocompromised (by HIV, cancer or medications, etc.).

Further, pregnant and breast-feeding women should not take the vaccine without consulting
their OB-GYN or pediatrician. | understand that | may consult with my private physician about
the vaccine should | desire to do so. | understand that as with all medical treatments, there is
no guarantee that | will not experience an adverse effect.

k\om\( \kcm ROE%’@“ {}O N /% 4«%

Printed Name (Individual to receive vaccine) (Slgnaturé)//! d|v1dua| to receive vaccine)

bh-2G-

,L —e

Witness (Lic ed personnel)

(o/\?\ ralice

Date



Patient name: & )OVWT(L\CM Qoﬁ)(%’”*a)')f\ R Date of birth; ( /(6] EH
(mo.) (day) ()

Screening Questionnaire
for Adult Immunization

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 yaccinated. It just
means additional questions must be asked. If'a question is not clear, please ask your heafthcare provider
to explain it. : Don't
Yes No Know

I. Are you sick today? : - T u ,[X( (|
2. Do you have allergies to medications, food, a vaccine component, or latex? O X O
3. Have you ever had a serious reaction after receiving a vaccination? - U IE/ O
4, Do you have a long-term health problem with heart disease, lung disease, asthma, ] N O
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? :
5. Do you have cancer, leukemia, AIDS, or any other immune system problem? | X U
6. Do you take cortisone, prednisone, other steroids; or anticancer drugs, . 1 © 0O
or have you had radiation treatments? ‘
’
7. Have you had a seizure or a brain or other nervous system problermn? - o-- 0
8. During the past year, have you received a transfusion of blood or blood products, O R ‘El
or been given immune (gammay) globulin or an antiviral drug? : ’
9. For women: Are you prlsgnaht or is there a chancé you could become pregnant O _ O
during the next month? A
10. Have you received any vaccinations in the past 4 weeks? . o )XQ O

Forrr‘1 completed by: - ﬁ:/j}ﬂéi a ~” Date: f)}Qg 71 P

E A/ W Date:_// /-7«:/ / /7
\w/(/ V . 7 7

Form reviewed by:

Did you bring your immunization record card with you? yes[l noll

It is important for you to have a personal record of your vaccinations. If yoﬁ don't have a personal record,
-ask your healthcare provider-tc 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 .

Technical content reviewed by the Centers for Dise'se Control nd Prevertion, October 2010, : o wwwjmrnur\ize.org/catg,d/p4065,pdf "o kem#P4065 (10/10)

Immunization Action Coalition-* | 573 Selby Ave. * St. ‘Paul.AMN 55104 « (651) 647—.9_(?09 * www.immunize.org . www.vaccineinformation.org



