P.O. Box 244023
Montgomery, AL 36124

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

AT MONTGOMERY

Attn: Qm/jﬂ/a C)O/ﬂ,lﬂ?é(”

AUBURN UNIVERSITY

. / . «
To: v e (.)Mé(é, From: ;IQWL/ L/ Wipri 5
Fax: <0 QA AKX 3 Pages:

Phone: Date /4 /5*/249
Re: “Tohn Marshell ce:

O Urgent %}For Review [1 Please Comment [ Please Reply [l 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.
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Avthorization for Innnnunization Services
2121 West Bullard Ave, Fresno, CA T:(559) 4352800 FF:(800) 262-2863

OCCU-MED

AppHeant Name Employer Clinic Information
Tesbir Wmralys T ey A it e Pef emce T T ¢ Aubwrn Umniversiy Montgomery
John Marshall Testron Aviation Defense LILC 1461 East Diive . Moore Hall
. . - Montgomery, AL 36117, United StatesPhone:

Social Security Mumber Job Class (333,)“244,3%3 )

- - Fax: (334) 244-339¢6
EUX-NE- A &P Mechante ‘

Esam Type Appointment Date/Time
Oceu-VAX Stateside (Iraq) ‘ E 10812020 at 1:00 PM n

Reguested Dmmnanizations
Adpdedstration of Dmmuntzations should be restricted to the Tnumunizations lsted below:

Tmmumization WName ot Wumber Dose Initials  Date Give

11
v Hepatitis B (TwinRix pot authorized) L/ é ﬁ?q.—— /- Qe M { ¢ { ?/ TO

Administration of immunizations and/or titers not specified above is WOT AUTHORIZED. An additional Imunization
Avuthorization must be obtained prior to the administration of any immunizations not specified above.

» Occw-Med will not authorize or cover the cost of Rapid Schedule Twinrix.
« Al follow-up irermunizations are the resporsibility of the patient unless explicitly anthorized by Oceu-Med in
writing,
&

s authorization shall

e sge o sk e ok

: < oo sfeale shesesis e sl sdesfesle el e s e e e
ations requested have been administered, please insert the lot nwubers, dosage, initials of medical personnel
administering vaccines, and date vaccine given on this form and fax to Ocew-Med at (800) 262-2863. This documentation will be

wtilized during the review of invoices and must include Lot number, date of service, site of administration and immunizations
adminigtersd. Payment will not be subnutted without soch doctumentation.

Omnee the it

Should the patient request any immunizations not authorized through this document, it is vital that they be informed that
those trestments will be at his/her own expense and are not required for deployment or by Oceu-Med; therefore,
immunizations not listed above will not be paid by Occu-Med.

sskoksk kR sk skl ke sk okk ksl sk stk sl skt st stk st steokosk otk siok ok kR sk stk kol sk s ROk KR sk R RGER RRCER sRd ROl sl sk skl sl sl sl sk st o

s R SOk kR ok ok kst ok

)

Bill Examn To

Submission Instroctions

v Please call (859) 4358-2800 w270 with any questions regarding the festing Cecu-Med
regquested on this authorization Ator Aceounts Payable
. . . o . . . . 2121 West Bullard Ave
» Dnanediately fax vesults to (800) 262-2863 upon completion or alternatively email Fresno. CA 93711
resulls o harvesung @occt-med.com P (55_(3) 4359900 %269
i (859) 4352520

colerrisn




-Clinic:

ADOLESCENT & ADULT IMMUNIZATION RECORD

Name:

Soly Mavsha ]

Date of Birth:

Y /22, /6% Record

ﬁilergies:ﬁ_k( WA B

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

Reactions:

Distes Admifn Wi5 borm Given Pravider Initials "+
Vaceine ' Bge ot Manuf | tat Admitn | or Qutside Provider
MolDay| Yr |the time| Type Mol Yr| abb Dase| Site™ | Route Hame

To T4 0 Sct I

T Td 0.5ce [h

Td T D5 M

Td Td D.5¢ee i

Tdap =% Tdap osc] LB m | AM

Hep B i0l% G Hep B (O LD | 4
HepB Hep® i

Hepgy 4 4 Hep B EE

Hep B thoostar if needad) Hep & HE

M Rubella Rubeota MMR 0.5cr Isa

WiMR Rubella Rubecla MR v U.5ce 50

Varicella Var ﬁ:.‘ﬁ"i&"ﬁ"“ li li”llI -'I“llllll”l 0.5cc 511

yaricella War . i 0.5¢cc 50

[Py Palio 03¢ 50
lipy Polly D5ee sa

1PV Polin 0.5¢c 50

1y Polla {560 50

PPy23 PRy 0.50c It

PPV23 PRV b.ser i

Hepatitls & = : ' H'Eﬂ sl it My
Hepatitis A Hep A v

HFY HPY D5ee {ing

HRY HPY | st 0500 i

HPY HPY St et o s cc i

influchza O! 30 i(;)%éﬁf Flu 3 e 0.5¢¢ L-*.D Y M
influenza I Flu 0.5ce it

influenza Flu 0.5ct vt

MOV Merﬂng {in

MV Mening Isa

* pManufacturers: M= Merck; § = Sanoff Pasteur; W = Wyath; G = GlaxeSmithKling
I+ ites: 1w Laft Thigh, 8T = Right Thigh, L= Left Arm, RA s Right Srim, LD = Laft Deltold, RD = Right Deltoid
4% yis Language given, i not English:




Screening Checklist e ame <) O ™ ashaLl

M . . DATE OF BIRTHUIL 1 297 &y
for Contraindications OL i gort

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? ] <8 ]
3. Have you ever had a serious reaction after receiving a vaccination? ] @i ]
4. Do you have a long-term health problem with heart disease, lung disease, asthma, ] [E/ ]
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? e
-
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? 1 % -
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 ] / ]
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? | E// ]
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? o
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? ,{;’3:/ 1 ]

AN

7
] i EN-
FORM COMPLETED BY%%J/@W DATE 1?}//57/;1()

FORM REVIEWED BY (\\JZ’/‘KVMU‘[\'—' ' DATE Z(}‘/Y/ZU

—e
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 coalition
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 » item #P4065 (4/18)

immunize.org
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OCCU-ED

Ao ) P
Patient Social Security Number Lf / —/7L ( / Q/? --,?2 (;9
AUTHORIZATION FOR RELEASE OF INFORMATION FROM MEDICAL RECORD

=y c.@“‘/ & p ‘A—”""'
Record Subject (‘\Jk/‘/’\ﬂ/&QH 2} L{/ ‘i«»:) Ot | [?[/ 2 / é")/
(Patient's Name) Last Name  First Name Middle Iuitial Birthday or Age

adiress 712G Covaty 0 (65 Prettuillej _ 38¢ 221 2589

Street, ('Jity and State ! Telephone Number

1, the undersigned, hereby authorize
Health Care or Health Services Provider

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

Name of Any Duly Authorized Representative(s)
for the purpose of evaluating health status in relation to specific essential job requirements.

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

The information supplied is to be resiricted to

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

and/or

Other Type of Information Specified
Relcase or transfer of the specified information fo any person or enlily not specificd herein is prohibited.
An additional written consent must be obtained for a propoesed new use of the information or for its

transfer to another person or enfity.

This authorization shall be valid until

. Date '
o L g LS 8 ™y ey el S o, ~
Signatur; * M(‘// L‘/j /7/ é/ (’;*c?; ;Zé, /C//{g /;Z/
( } \J Social Secwity Number Date
or _-
Personal Representative Date

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

2121 Wesat Bullard Avenue, Fresno, CA 93711 555.435.2800 £:800.262.2863
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OCCU-MED 2121 West Bullard Ave, Fresno, CA 93711

Date: October 5, 2020

To From

Auburn University Montgomery Ocou-Med
Attention: Mame: Angela Goleman
Phone:  (334) 244-3281 Phone: (559) 435-2800 x165
Fax: {334) 244-3396 Fax: (558) 435-7200
- b e ey el i . ) )
RE: \,\/Aﬁgg;ﬁ lons Scheduling for John E-Mail: angela.coleman@occu-med.com
REMARKS: Ourgent OFor your review Oreply ABAP Opiease comment

John Marshall is scheduled for an immunization appointment on Thursday, October 8, 2020 at 1:00
PM. Included with this fax is an authorization of services 1o be provided to this 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,

Angela Coleman

Confidentiality Natice

The docurtents sccampanying this FAX transmission coniain contidential informstion, This information is intended only for the use of the individualls) named abave, |
you are not the intended recipient or the employee or agent responsible to deliver this FAX 1o the intended recipient, you are hereby notitied that any disclozure, copying,
distribution, or the taking of any aclion in refiance on the contenis of this information is not permissible. If you have received this FAX in ercor, immediately notity us ot the
ntnber listed above to arrange Yor return of the documents, Thank you.



