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ARHAWE
HEALTH SERVICES

Vaccine Consent and Administration Record

Name: [Shold Umawa\\ DOB: 0% 46 |pgs Phone: 335 9a-¢ 3]

Mailing Address: a5 Cgvys,f')«“\\\/ 2O 0 City: Upan (jgfi{f‘m]), ST: I'ArL Zip: 5G.059

Insurance Company: Subscriber name: DOB:
Insurance Contract Number: Group number:;
Screening Questions: Yes No  Don’t Know
1) Are you sick today? ( cold, fever, acute illness) =
: o -
2) Do you have allergies to any foods, medications or latex? ]

(For example: eggs, gentamycin gelatin, food, neomycin, thimerosal, or vaccinations)

List
/

3) Have you had any serious reactions from a vaccine?

.

\

4) Have you been diagnosed with Guillain-Barre syndrome?

Consent for Services: | have been provided with the Vaccine Information Sheet cotresponding to the vaccine that T
am receiving. [ have read or have had explained the information provided about the vaccine I am to receive. I have
had the chance to ask questions that were answered to my satisfaction. I understand the benefits and risks of vac-
cination and I voluntarily assume full responsibility for any reactions that may result. I request that the vaccine be
given to me or the person named above for whom 1 am authorized to make this request,

Signature<” ,%é — Date_) [ /}9
Administration Date Q@ l \? l 20 Route: IM or RD Volume: 0.5¢cc
Administrator — Vm\m’&y VIS Date 08/15/2019

Manufacturer: GSK Fluarix® Quadrivalent Lot # 9A235 Expires 06/30/2021 g 9A235

BG 06/30/21

Temp:

NDC 68160-885-41

inili m
Vace
FLUI\HIX QUADRIVALENT

202072021 Formula
05mL
i (1) [l
%!’;T,‘.‘.f;“;“;“"““ i v
501732
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Authorization for Lmmmumization E‘mﬂ"’vﬁws
2121 West Bullard Ave, Fresno, CA T:(559) 4352800 F1(800) 262-2863

OCCU-MED

Applicant Nane Employer Clinic Information
halif Channel] {AD Aubun Umversity Montgomery
Khalil Chappell TAF 7461 East Drive , Moore Hatl

Montgomery, AL 36117, United StatesPhone:
(334) 244-3281
} Fax: (334) 244-339%

Bocial Security Mumber Job Class

5 Services

” XXX-XX-XXXY ﬁ

Fxwm Type Appointment Date/Thne

I Oreu-VAX Stateside (Af ghanistan) ‘

! 91812020 at 8:30 AM

Reguested Innmunizations
Adnimistration of Dmmunizations should be restricted to the Tnununizations Hsted below:
Dnmunization Name Lot Wumber Dose Tmitials  Date Given

¢ 95 RY 10 cc Qg
&% A 2285 OS¢ CH\%%%

PIBZOIM  OSce M qhglzp

v’ Hepatitis A (TwinRix get authorized)
v’ Influenza - Injecton
v Injectable Polio

Administration of immunizations and/or titers not specified above is NOT AUTHORIZED. An additional linmunization
Authorization must be obtained prioy to the administration of any immuonizatons not specified above.

¢ Occu-Med will ot authorize or cover the cost of Rapid Schedule Twindx.
¢ All follow-up nmmumizations are the responsibility of the patient unless explicitly authorized by Ocew-Med in
writing,
f)

Lzhd witid 10/2/2020
i a0 I A S R T O I S TP P A 0 % Q) 38 L ) Kt ) S [
Omnce the mmumizabions requested have been administered, please insert the lot numbers, dosage, initials of medical personnel]
administering vaccines, and date vaccine given on thig form and fax to Qeen-Med at (B00) 262-2863. This documentation will be
utitized during the review of invoices and must include Lot mwber, date of service, site of administration and inununizations
adhministered. Payment will not be subruilted without such documentation.

all be v
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fhould the patient request any immunizations not avthorized through this document, it is vital that they be informed that
those treatments will be ﬁ bl:/h\{,l" own expense and are nol reguired for C{Lplﬂ}’i‘ﬂLDl or by Oeeu-Med; therefore,
i sted 'ﬂ'mw wnll 11 ot b 2 pmd hy Qe
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Submission Instructions Bill Exain To

v Ploage call (358} 435-2800 x270 with any guestions regarding the testing
requested on this authorization

» Tmediately fax results to (800) 262-2863 upon completion or alternutively email
results o hayvestng @oceu-med.com

Oecu-Med

At Accounts Payable
2121 West Bullard Ave
Fresno, CA 93711

T (559) 435-2800 %269
B (559) 435-2520
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OCCU-MED 2121 West Buliard Ave, Fresno, CA 93711

Nate: September 17,
S oNn2N0

10 From

Aubirn University Montgomery Doou-Med
Attention:  Amy Mame: Brenna Moore
Phone:  {334) 244-3281 Phone: (550) 435-2800 x192
Fax:  (334) 244-3396 Fax: (559) 435-7200
2a - 1 +i o e H Feyr i , o .
RE: gﬁg‘gggﬁ‘on” Scheduling for Khalif B Mail: bmoore@ocsu-med.com
REMARKS: Cusrgent ClFor your review Ceeply ABAP . Opicase comment

Khalif Chappell is scheduled for an immunization appointment on Friday, September 18, 2020 at 8:30
AM. Included with this fax is an authorization of services to be provided to thls applicant on our behalf,
If you have any questions, please feel free to contact me.

If you have any issues please contact Occu-Med at (559) 435-2800.

Thank you,

Brenna Moore

Confidentiality Notice

The documents sccompanying this FAX ransrission conlain confidential information, This mformation is intended only for the use of the individualls) named ashove, It
you are not the intended recipient or the employee or agent responsible 1o deliver this FAY to the intended recipient, you are hereby notified that any disclosure, copying,
distribution, or the taking of any aclion it reliance o the contents of this informatian is not permissible. If you have recemed this FAX in errov, immediately notity us at the
arvher listed above fo areange for veluen of the docurents, Thank you,



AUBURN UNIVERSITY

P.O. Box 244023
AT MONTGOMERY

Montgomery, AL 36124

Phone: 334-244-3281  YIARHAWX HEALTH SERVICES
Fax: 334-244-3396

Attn: ) o N oevC

o Occeymed From: /Lt Mpms

Fax: =gQ 435 200 Pages: )|

Phone: Date G |(¢ \ 2,0

Re: (A |, it E\f\oqﬁ/) 5&@\\ cc:

[0 Urgent [LFor Review [ Please Comment [ Please Reply [1 Please Recycle

Comments:

IMPORTANT: This facsimile transmission contains confidential information, some or all of which may be
protected health information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA)
Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is addressed
and may contain information that is proprietary, privileged, confidential and/or exempt from disclosure under
applicable law. If you are not the intended recipient (or an employee or agent responsible for delivering this
facsimile transmission to the intended recipient), you are hereby notified that any disclosure, dissemination,
distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction.
Please notify the sender by telephone (number listed above) to arrange the return or destruction of the
information and all copies.



TRANSMISSION VERIFICATION REPORT

TIME : 89/18/2828 88;47
MaME @ ALM

Fae - @ 334244339
TEL :

SER.# : BRODBIREY2E5R

DATE, TIME B9/18  B8:46
Fiad NO, ANAME 8215534357266
DURATION AA:B1: A9
PRGELS) a2

RESULT Ok
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Screening Checklist panient name Eholt Clagpe

DATE OF BIRTH.O% 7 2L , 1445

for Contraindications
to Vaccines for Adults

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
yes no know
1. Are you sick today: L] Ul
2. Do you have allergies to medications, food, a vaccine component, or latex? [ =1~ ]
3. Have you ever had a serious reaction after receiving a vaccination? ] = [
D ] . . .
4 o you have along term he?lth problem \.Nlth heart dlsegse, fung disease, a§thma, ] f ]
kidney disease, metabolic disease (e.g., diabetes), anemiia, or other blood disorder?
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? ] O
6. In the past 3 months, have you taken medications that affect your immune system, j
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] =
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
7. Have you had a seizure or a brain or other nervous system problem? O =
8. During the past year, have you received a transfusion of blood or blood products, . O 0O
or been given immune {(gamma) globulin or an antiviral drug? -
9. For women: Are you pregnant or is there a chance you could become pregnant
during the next month?
10. Have you received any vaccinations in the past 4 weeks? ﬁWMM(U}/O
v I
FORM COMPLETED BY ES\T\%}{{E?’ CHAPELL paTe ALY [g230

fORM REVIEWED BY___ ‘/\/\%/ﬁ/w ‘ DATE 9// Y/’?O

Did you bring your immunization record card with you? yes [ no [l

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 coalition

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota - 651-647-9009 - www.immunize.org - wwwvaccineinformation.org
www.immunize.org/catg.d/p4065.pdf « Item #P4065 (4/18)




