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HEPATITIS B IMMUNIZATION

LAST NAME: _Jcum beyt FIRST NAME: S‘*ep‘lw»n)‘Q tscc b #: ADZH G s &4

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? [F "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

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

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

DATE OF TITER: [l! 19 IQT} POSITIVE? (anti-HBs210 miU/mL) NEGATIVE? / (anti-HBs =10 mlU/mL) (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE Jﬁp K/I\-Mj
UNWERSI"”" "MONTGn‘MERY

S l—' a':ro r‘ :JI‘D , IPQ éEE’TE]

i 111
fﬁduun T %J%SRM 162

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 OR IF YOU HAD A NEGATIVE TITERA AFULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

[ ‘ ND,
\\UQ/“/I/O/I/O PHYSICIAN/NURSE PRACTITIONER SlGNATURE\K %r//mm k J:“

STEP 1 -

-}

1ST VACCINATION DATE: |V
Provider: Q
Please place office stamp AUBU UNIVERSITY MONTGOMERY
here (if possible) for STUDENT HEALTH CENTER
validation purposes. IRMA B. MOORE BALL RM. 102
) / / P.0. BOX 244023
2ND VACCINATION DATE: _/ 25 |AO PHYSICIAN/NURSE PRACTITIONER SIGNATURE Az v LY 3e194 4033
TO BE ADMINISTERED 7 MONTH AETER 15T DOSE - ’ Gy SRR SRS
AUBURN UNLVERSITY MONTGOMS A K//C)

pISIDENT &iﬁ&L’ﬁLQENTER

IRMA:BS MOGRE HALL RM. 102
validaR:0 PBOK 44023 |
*—MGNTG‘OMERY_A]TBB'IM 4023

PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

3RD VACCINATION DATE:
TO BE ADMINISTERED 6 MONTHS AFTER 2ND DOSE

Provider:
Please place office starnp
here {if possible) for
validation purposes.

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

DATE OF TITER: POSITIVE? (anti-HBs 210 miU/mL) NEGATIVE? (anti-HBs <10 miU/mL) (please identify results with a v)

PHYSICIAN/NURSE PRAGTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




