AUBURN UNIVERSITY

P.O. Box 244023
AT MONTGOMERY

Montgomery, AL 36124

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

Attn: [, Qe; Coleynan

Tor Ocaumed From: 4mw Mow.'s
Fax: I%Df) 2 (g R«?(@B Pages:

Phone: Date ?!363!2@

Re: Nohn Marshel| cct
[1 Urgent brFor Review 1 Please Comment [1 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 itis 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.



Clinic:

ADOLESCENT & ADULT IMMUNIZATION RECORD

Name: _Solan Marshall

Date of Birth: 4 /2. /¢ Record#:

Allergies: N4 Y A

Reactions:

History of Chickenpox? YES or NO If yes, date if known:

Provider Initials***

Date Admin VIS Form Given
Vaccine Age at Admin or Qutside Provider
Mo|Day| Yr |the time| Type |Mo| Yr Dose| Site** | Route Name

Td Td 08/19/22 EIeRIod IM

Td Td bessmsng 0.5cc IM

Td Td Fiused Db 0.5¢cc IM

celliat Pertussis

Td Td 1 0.5cc M

Tdap 0( 0120 Tdap o\ III'IHJIi‘II“:'.;’I:I'? 05¢cc] LD M M
Hep B Hep B 496018 IM

Hep B Hep B M

Hep B Hep B IM

Hep B (booster if needed) Hep B M

MMR Rubella Rubeola MMR 0.5¢cc sQ

MMR Rubella Rubeola MMR 0.5cc sQ

Varicella Var 0.5¢cc sQ

Varicella Var 0.5cc sQ

IPV Polio 0.5¢cc sQ

PV Polio 0.5¢cc sQ

4% Polio 0.5¢c SQ

IPV Polio 0.5¢cc sQ

PpPV23 PPV 0.5¢cc M

PPV23 PPV LoT: [EERTRY 0.5cc 1M

Hepatitis A ¥ I-fép A . 1M i )
Hepatitis A Hep A oS M

T

HPV HPV T 0.5¢cc 1M

HPV HPV nrr"| ] osm. |0.5¢c IM

HPV HPV S (it [0 5. M

[nfluenza O( 320G RE | Flu Pt " Josce Lb IM M
Influenza Flu 0.5cc M

Influenza Flu 0.5cc M

Mcv4 Mening 1M

MPSV4 Mening sQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid

*** VIS Language given, if not English:
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OCCU-MED

Patient Social Security Number Zzt |t ]% Q7 e
AUTHORIZATION FOR RELEASE OF INFORMATION FROM MEDICAL RECORD
Record Subject {\’kf\/'lﬁ(g HY'QLL/ “*—SD H’M T/ @'\/ /)'9“ /(C/?

{Paticut's Name) Last Name First Name Middle Tnitial Birthday or Age
address 739 County Rd) (63, Prativitie ;/’( L 3a¢-22i-2359
Street, C4ty and State BLktrF Telephone Number

1, the undersigned, hereby authorize

Health Care or Health Services Prowvider

to provide from my medical record the information specified below to Ocen-Med, Medical Direclor, 2121
West Bullard Avenue, Fresno, CA 93711 and :

l\/éww?w (Moaesitne

Name of Any Duly Authorized Representatrve(s)

for the purpose of evalualing health status in relation {o specific essential job requirementis.

I further authorize Occu-Med to provide this information from my medical record to duly anthonzed
representatives of my employer, if requested.

The informabion supplied 1s to be restricted to

and/orx
Medical Condition or Injury Specified Time Period to be Covered

and/or

Other Type of Information Specified
Release or transter of the specified information to any person or entity not specified herein 1s probubited.
An additional written consent must be obtained for a proposed new use of the information or for its

transfer to another person or enfity.

This authorization shall be valid until Ol / <7()/ 9“/

w@ Date
S P Y1719 992¢  _Yzofse
J Social Secunty Number Date
\
or
Personal Representative Date

Copyright 2009/10 Oceu-Med. All rights reserved.

2121 West Bullard Avenue, Fresno, CA 93711 559.435.2800 {x:800.262.2863



Jorw . '
Screening Checklist eanent name DOV [« Mapspdr
DATEOFBIRTHQ{_/22’/@5?

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? [ (@: ]
2. Do you have allergies to medications, food, a vaccine component, or latex? ] (@ ]
3. Have you ever had a serious reaction after receiving a vaccination? 1 ‘E_ Ll
4. Do you have a long-term health problem with heart disease, lung disease, asthma, y . ]
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? B"
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? ] V8 ]
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 O /@: U
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? ] B ]

8. During the past year, have you received a transfusion of blood or blood products, .
or been given immune (gamma) globulin or an antiviral drug? L 1% [
9. For women: Are you pregnant or is there a chance you could become pregnant
during the next month? L] [
10. Have you received any vaccinations in the past 4 weeks? O )ZE
FORM COMPLETED BY le“éu T {(’{4@%%&(/ DATE C?/\"SC//QU

e 2522

FORM REVIEWED BY /

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

I

Technical content reviewed by the Centers for Disease Control and Prevention

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

immunize.org
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Authorization for Dmrnunization Services
2121 West Bullard Ave, Fresno, CA T:(559) 435-2800 I (800) 262-2863

OCCU-MED

Applicant Nane Employer Clinie Information
) el et A ot e Tl mprcm T T 07 Aubarn Unversiy Montgomery
John Marshall Uextron Aviaton Defense LLC 7461 Fast Drive . Moore Hall
. N . | Montgomery, AL 36117, United StafesPhone:
Social Becurity Mumber Job Class (33 4)‘244_3%31 '
| - . Fax: (334) 244-3396
”X‘xx--x@-‘ ﬂ ‘ A& Mechanie ‘
Fsom Type Appointinent Date/Thne
Oceu-VAX Stateside (Iraq) l ﬂ 913012020 at 3:00 PM “

Reguested Innmunizations
Administration of Imouuntzations should be restricted to the Inununizations listed below:

T zation Wame Lot Wwunber Dose Tmitials  Date Given

v Tetaous-Diphtherin and Pertussis (TTIAF Y F qq G 0.6 C(/ lw
v "['y.pl.mi.d N ;:Iu;cfinn.ti.rm - Injection R ] 6 332 D.5¢¢ AM 9 laoﬁ

v Influenza - Injection USL{ qA_ D'SCC ' MA_ q L?a '10

Administration of omunizations and/or tters not speeified above is WOT AUTHORIZED. An additional Trnmunization
Authorization must be obtained prior to the administration of any immumzacions not specified above.

¢ Ocew-Med will not anthorize or covey the cost of Rapid Schedule Twinrix.
« All follow-up immunizations are the responsibility of the patient unless explicitly authorized by Ocew-Med in
writing,
L=

This authorzation .*?.hciil bf, alid until 10/14/2020
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Once the tnmdzations requested have been admindstered, please insert the Jot nomubers, dogage, initials of medical personnel
administering vaccines, and date vaceine given on this form and fax to Qceu-Med at (R00) 262-2863. This docwmentation will be
atilized during the review of invoices and must include lot number, date of service, site of administration and Immunizations
administered. Payioent will not be submitted without such documentation,

s
&

Bhould the patient reguest any immunizations not authorized through this document, itis vital that they be informed that
thoze treatments will be at hh/her 0w prmmc ,mr! are rmt nqmreci for de xlnym ent or by Oeeu-Med; therefore,

Submission Dnstructions Bill Bxain To

v Ploase cull (859} 4352800 %270 with any questions regurding the testing Oecu-Med

re jA(IL.-S‘.L/d. on this authorization At Accounts P,g[yub}_q,
2121 West Bullard Ave

» Drmediately fax results to (800) 262-2863 upon completion oy alternatively enaail Fresno, (A ()‘—%7-[ 1

regults o harvesting @ocet-med.com T- (559 435-2800 %269
B (559) l(ofnwlgfl()

QAR




ARHAWE
HEALTH SERVICES

Vaccine Consent and Administration Record

Name:_ | ertns T, Mapstart DOB: Y /»-9—/ £y Phone: 33Y &3/ 215

Mailing Address: 739 (ewnty 0 105 City: Prcttoiile ST A Zip: St #
Insurance Company: Subscriber name: DOB: 6‘/ %L// &y
Insurance Contract Number: Group number:
Screening Questions: Yes No  Don’t Know
1) Are you sick today? ( cold, fever, acute illness) ]

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? K EE

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

Consent for Services: I have been provided with the Vaccine Information Sheet corresponding to the vaccine that T
am receiving. Ihave 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 I am authorized to make this request,

Signature Wm i’f/’/ Date C?/ 30/ 2T
Adminisu'até)/il}éate E! ! @(;ﬂ Route: IM {LDLr RD  Volume: 0.5¢cc

Administrator VIS Date 08/15/2019

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

Temp:
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Authorization for Inmmunization Services
2121 West Bullard Ave, Fresno, CA T:(559) 435-2800 F: (800) 262-2863

OCCU-MED
Applicant Name Employer Clinie Information
Clement Johnsor Vectrus Aubuwrn Umversiey Montgomery

7461 East Dove , Moare Hall
(. . ; g Montgomery, AL 36117, United StatesPhone:
Bocial Security WNumber Job Class (_5.34,)‘244,3%31

Fax: (334) 244-3396

419-41-6518 Inside/Outside Cable Flant Eagineer Tech 11
Foxam Type Appointment Dute/Time

Oceu-VAX Stateside (Qatar) ‘ 971612020 at 9:30 AM.

Reguested Dnmunizations
Administration of Inmunizations should be restricted to the Immunizations listed below:
D zation Name Lot WNumbey Dose Tnitials  Date Given
v Hepatitis A (TwinRix net authorized)
v’ Influenza - Injection
v MMR (Measles, Mumps & Rubella)

Admiuistration of inununizations and/or titers not specifisd above is MOT AUTHORIZED. An additional Immunization
Anthorization must be obtaised prior to the aduunistration of any invaumzations not specified above,

¢ Occn-Med will not authorize or cover the cost of Rapid Schedule Twinrix,

¢ All follow-up mmunizations are the responsibility of the patient unless explicitly Lu.lthc)ruul by Ocew-Med in
writing.
g

This autho ion shall be until )/ U//()

Omnce the ireevmizations reguested have been administered, please ingert the lot mumbers, dosage, initials of medical personmel
adrtmstering vaceines, and date vaccine given on this form and fax to Ovew-Med at (800) 262 7 263, This documentation will be
utilized du:mu the review of invoices and must include Lot nurber, date of service, gite of administration and fmmunizations
adwinistered. Payment will not be submitted without such documentation.

Bhould the patient regquest any inmunizations pot authorized through this decument,; it s vital that they be informed that
thoze treatments will be at his/her own prmw and are not required mr c{egm)ym ent or by Ocev-Med; therefore,

2ot ok s e sl st sk ey PR RS T B (B (T (T R O BT ]

Submission Dostroctions . Bill Exam To

v Pleage call (859} 4352800 x270 with any questions regurding the testing ' Oceu-Med

requested on this authorization : At Aveounts Payable
" - W oy . . . 2121 West Bullard Ave

* Inamediately fax results to (800) 262-2863 wpon completion or alternatively enail Fresno. CA 93711

results to harvesting@occu-med.com T (!;5(3) 4352800 ¥269

F: (559) 435-2520




