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| HEALTH EXAMINATION FORM
BN, Y G 1 1 Y

THE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

Allergies {Food Drug Latex. etc.) ‘\ \bo )L\
Height ‘ g& 1 n(&\ Weight | 7—2 lbs . BP \(LI/ o Pulse (!f l
Vision Right 20 M Left 20 ZLQ Corrected: YO \“
C NOBALAL ABNORMAL FINDINGS
o CBC g
M Cardiovascular
P Pulses v
L Heart [
Lungs —
E Skin Y
T ENT. [V
E Gastrointestinal (g
Musculoskeletal v
Newrological (%4
Other [
The student has been diagnosed With a chronic/serious medical condition{s)? (Ex. Diabetes, hypenansion, seizure disorders, atc.?) \‘/ Yes No
H yes, please list: lj(ﬂ M’{o O 0\

ts/are the condition(s) baing presently controlied o treated? AL Yos No Wt yes, please MHMMM_

The student has been diagnosed with a psychiatric/mental condition(s)? (Ex. Blpolar, depression, chemical depandency, etc.) Yas _\4 No

Is/ara the condition(s) being presently controlled or freated? _ Yes No  if yes, please describe:
The student is taking prescribed medications on a regular basis? Yos N\ No

It yes, pl list:
On the basis of my examination on thia day %_l_‘ | approve the student’s participation In Clinical Education.

day, yoar
Yos No Limited - If imited, please describe:
-
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRIN MMLW
r -~
PHYSICIANMNURSE PRACTITIONER SIGNATURE . W
Provider:

Please place office stamp
here [if possibled for
validation purposes.

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O. BOX 244023
MONTGOMERY, AL 36124-4023

https://canvadocs.instructure.com/1/sessions/eyhbGeiOiJiizUxMil...DbcLEevW StQXP2i0arg62Q0aci0pRefZYP4iUgQ3JOKYLNA/view?theme=dark Page 1 0f 1
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAME: FIRST NAME: TSCCIOW__

MEASLES/MUMPS/RUBELLA (MMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? IF "YES’ - SEE STEP 1 4 IF "NOQ" SEE STEP 2.

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER
COMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: l tL&\l‘L POSITIVE? \/cz 1.1 Al) NEGATIVE? (S0BA)} (please identify results with a v)
DATE OF MUMPS TITER: ¢ 1611 rosimiver ; / 1.1 Al) NEGATIVE? (S0.8Al} (pleasa dentify results with a ¢)
DATE OF RUBELLA (MEASLES) TITER: Y Wikrosimver 1.1 A1) NEGATIVE? ____ (s0.7Al} (please identify results with a o)

PHYSICIAN/NURSE PRACTITIONER NAME & GREDENTIALS (PLEASE PRINT} mmmm?

0 .
PHYSICIAN/NURSE PRACTITIONER SIG&%%W&F RY / Wr

IRMA B. MOORE HALL RM. 102
P.Q. BO)
MONTGOMERY,

AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION 1S REQUIRED. A HEALTHCARE
PRGVIDER MAY RECOMMEND A BOOSTER. IF A BOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM,

DOSE #1 MEASLES (RUBEOLA) DATE: DOSE #12 MEASLES {RUBEOLA) DATE:
DOSE #1 MUMPS DATE! DOSE #2 MUMPS DATE:
DOSE #1 RUBELLA {MEASLES) DATE: DOSE #2 RUBELLA (MEASLES) DATE.

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? NEGATIVE? {please idantity results wilh a ')
DATE OF MUMPS TITER: POSITIVE? NEGATIVE? (please identify results with a ¢')
DATE OF RUBELLA TITER: POSITIVE? NEGATIVE? (please identfy results with a )

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGRATURE

https:/fcanvadocs.instructure.cam/1/sessions/eyJhbGeiQiJlUzUxMiisin...oBsuySuiyEBSSRBIg3fAXIzr Y byKylreTAIRMIai Cvgl G3lfw/view?theme=dark
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YARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME:; b EA‘( :( FIRST NAME: E ub ( E 1 I TSCCID®:

VARICELLA/CHICKEN POX iIMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEIVED YOUR VARIGELLA/CHICKEN POX IMMUNIZATION? JF *YES" : SEE STEP 14 IF "NO" SEE STEP.2,

STEP 1 - IF YOU HAVE PREVIOUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE ATITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - REHMMUNIZATION IS
REQUIRED.

DATE OF VARICELLATITER: ] t@lm’n‘ POSITIVE? Az 1 5]) 'NEGATIVE? ___ (S0.8A) (plasse identify results with ')
PHYSICIANINURSE PRACTITIONER NAME & CREDENTIALS (Pu;}jmm wﬂm 197 N "
PHYSICIANNURSE PRACTITIONER SIGNATURE ’[M - @‘/ C W -

AUBURN UNIVERSITY MONTGOMERY

STUDENT HEALSHCENTER
IRMA B. MOORE HAEL RM. 102
P.O. BOX 244023
IF YOUNTEYSFE NP OATIVS6 IAAU230NE:

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

SYEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR
BOOSTER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF A BOOSTER 1S PERFORMED COMPLETE VACCINATION #1
ONLY.

YARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLA VACCINE #1:
DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIANMNURSE PRACTITIONER SIGNATURE

AFTER COMPLETION OF 2-PART SERIES OR BOOSTER, HAVE A TITER DRAWN FOR VARICELLA ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? NEGATIVE? {please identify results with a v')

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

htips://canvadocs.instructure.com/1/sessionsfeyJhbGei0iJlUzUxMi..V-clcpiCuaMS5iCCpdJmhjaCxSfBBAINZNMNOZEMKAFwmFg/view?theme=dark Page 10f 1
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FIRST MAMEM[% Tscows:

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACGINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

LAST NAME:

ATDAP BOOSTER IS REQUIRED EVE?)IO YEARS AFTER INITIAL VACCINE. /

[2s21

DATE OF MOST RECENTBOOSTER: . . !

.
arenda Fan cenp
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASEBRINT) _¥ [ =V ™7 MIo L 1 }
PHYSICIAN/NURSE PRACTITIONER SIGNATURE ﬂ_)_?_:__ W\,)O

DATE OF ORIGINAL TDAP VACCINATION: _z((j_ﬂ

Provider:
Please place office stamp
here {if possible) tor
validation purposes.

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O. BOX 244023
MONTGOMERY, AL 36124-4023

Page 1 of 1
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HEPATITIS B IMMUNIZATION

LAST NAME: &( Jqf g\( FIRST NAME: ( L& )‘;2 ( Eg‘&x TSCCID#:

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? "

HEPATITIS B TITER - TO BE COMPLETED BY YOUR HEALTHCARE PROVIDER.

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIES IN THE PAST - HAVE ATITER DRAWN AND COMPLETE THE FOLLOWING,
PLEASE NOTE THAT IF YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2.

DATE OF TITER: h—b h- VuPOSITIVE? {anti-HBs210 mlU/mL) NEGATIVE? \/(anti-HBs s10 miU/iml) (please identify results with a /)

PHYSICIAN/NURSE PRACTITHONER NAME & CREDENT, (PLEASE PRINT

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
ONTGOMERY

STUDENT HEALTH CENTER
IRMA $, MO RM. 102
P BOX 244023
MONTGOMERY; AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION QR IF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION |8 REQUIRED.

1ST VACCINATION DATE: ﬁlfl tL[]!L AUBURNARINERIHE WXATURE: [)q . ng /W

STUDENT HEALTH
IRMA B. MOORE\HA'LL RM. 102
3‘&% mnp
MONTGC h% Sgizd-a023
2ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 1 MONTH AFTER 15T DOSE
Provider

Peaon place office stamp
here {if possiblel for
validation purpos=s;

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 6 MONTHS AFTER IND DOSE

Provider.
Plrase place office stamp
here Of possiblel for
vahlaton purposes

AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS 8 ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TiTER: POSITIVE? (ant-HBs 210 miU/mL) NEGATIVE? {anti-HBs <10 mi/mi}) '(pleasa identify results with & v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

https://canvadocs.instructure.com/1/sessions/eyJhbGeiQiJIVzUxMi...kmwiCPUGQOI30AK7DChhs 2J0vEnGnHLUKTMZEe8YzArU4pQfview?theme=dark Page 1 of 1
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LAST NAME:

ex — Pu\xeq rocwe

TUBERCULIN (TB) 2 STEP MANTOUX SKIN TEST - TO 8E COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1 - TEST #t:

- L]
NAME OF PERSON ADMINISTERING: YLQIMA_QM\
DATE ADMINISTERED (TEST #1): MM‘\, LOT #: _mm A EXPIRATION DATE: K\Qb\ng

DATE READ: &]Hm (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: —__POSITIVE V/ NEGATIVE ___REDNESS {please Identity results with a v}

'_Q mm (pirase provide 7)u;;ln miliimetars
PHYSICIANNURSE PRACTITIONER SIGNATURE /7 "

On the date read (48-72 hrs after it iz administered), your provider will evaluate, measure, and Interpret the area. Your provider will document tha milimeters

{e.g. 0 mm, 4 mm, 12 mm} and it the 1st TST is negative, you will retym for the 2nd test in 7-21 days. If the 18t test is posilive, you should see your provider for
acditional avaluation and treatrmant.

IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2

STEP 2 - TEST #2 -7 - 21 DAYS AFTER STEP 1

NAME OF PERSON ADMINISTERING: MMLM\ \m
DATE ADMINISTERED (TEST #2): ﬁ\qlm'\l LOT#: __bi‘b QSMA o EXPIRATION DATE: 21\111013

DATE READ: ”IZ& {MUST BE WITHIN 48-72 HAS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: ..a . POSITVE Y NEGATIVE __._REDNESS {please identity results with a v/}

mm (please provide measure in millimeters)

vscmmmsecrmovessane [ 2l T4~ Lo AUBURN UNIVERSITY MONTGOMERY

_ STUDENT HEALTH CENTER
Provider: IRMA B. MOORE HALL RM. 102
Please place office stamp P.0. BOX 244023
here (it possibile) for MONTGOMERY, AL 36124-4023

validation purposes.

Oni the date read (48-72 hys after TEST #2), your provider will avaluate, measure, and Interpret the TST. Documnant the millimeters {e.g. 0 mm, 4 mm, 12 mm).
If the 2nd TST is negative - you are done!

On the date read (48-72 hra after TEST #2, your provider will evaluate, measure, and Interpret the TST. Document the millmeters (e.9. © mm, 4 mm, 12 mm).
H the 2nd TST Is positive, you shoukd see your provider for additional information & treatment.

IMPORTANT NOTE:
If a TB skin test cannot be performed dug to past + test or BCG vaccination:
1} Your provider will likely ordar a chos! x-ray and you will provide the program with a Radioiogist's report - OR
2) Your provider (on provider lelterhead) can document that you are free from TB and do not need & 2-step T8 test or chest x-ray
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