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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? U 4 L]
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? ] 8 ]
4. Do you have a long-term health problem with heart disease, lung disease, asthma, ./
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? L 0
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? 3 [E/ O
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 ] i
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? I / ]
8. During the past year, have you received a transfusion of blood or blood products, -
< pas ) N , 0 ]
or been given immune (gamma) globulin or an antiviral drugs
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? 1 @/
FORM COMPLETED BY YA amie /o) e + pate V270

— . DATE !Lj/Z//"?Cﬁ

FORM REVIEWED BY ,/

Did you bring your immunization record card with you? yes [1  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.
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action coaliti

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota = 651-647-9009 - www.immunize.org - www.yaccineinformation.org
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HEPATITIS B IMMUNIZATION

LAST NAME:_bcem bevt FIRST NAME: S+e Pi’)o‘»n] e Tscc b #: ADZH A e B H

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? IF "YES" - SEE STEP 1 & IF "NQ" SEE STEP 2.

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

STEP 1 - 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: 1;! i 5 IZ\‘,{ ) POSITIVE? (anti-HBs210 mliU/mL) NEGATIVE? !/ (anti-HBs <10 miU/mL) (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE JQ\ /{]}\WW

AUBUf*ND VIS f%gﬂﬁgnmw
SI‘ E['\!\

IRMA B W” iuﬁj ,RM. 5}2

P.0. BOX 244033 |

MONTGOMERY, AL 36124-4023

{F 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 TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

1ST VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

Provider:
Please place office stamp
here {if possible} for
validation purposes.

2ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
T0 BE ADMINISTERED 1 MONTH AFTER 18T DOSE

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

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 6 MONTHS AFTER 2ND DOSE
’ Dro\i'der
Please place office stamp
here {if possible } or

validation purpos

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

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




INITIAL TUBERCULOSIS (TB) SKIN TEST

LAST NAME: FIRST NAME: TscC I #: AG284 1AM

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

STEP 1 - TEST #1:

NAME OF PERSON ADMINISTERING: A &t Moyis LD
DATE ADMINISTERED (TEST #1): 11} 1,212 Lot# 05+ 3544 EXPIRATION DATE: 7 ‘ 28] l 22

DATE READ: l 16 ! 10 (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: POSITIVE V/NEGATIVE REDNESS (please identify results with a v}

ZSZ mm (please provide measure in millimeters)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE i/}mc,{ Moyris iZIU// %{] %

On the date read (48-72 hrs after it is administered), your provider will evaluate, measure, and interpret the area. Your provider will document the millimeters
(e.g. 0 mm, 4 mm, 12 mm) and if the 1st TST is negative, you will return for the 2nd test in 7-21 days. If the 1st test is positive, you should see your provider for
additional evaluation and treatment.

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: A/\Q%M ’\)\%VM ; @ L
DATE ADMINISTERED (TEST #2): \\\i‘ 0 ' n LOT #: (:ﬁ /l % M ' EXPIRATION DATE: Vv

DATE READ: (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)
TEST 2 RESULTS: POSITIVE NEGATIVE REDNESS (please identify results with a v')
mm (please prowd A gters)

A%%E !%?Im

PHYSICIAN/NURSE PRACTITIONER SIGNATURE /] '{ ;
/ ; Provider:
|
|
|
|

0. BOX
MON’H‘GOM‘ERY AL 36124-4023

On the date read (48-72 hrs after TEST #2), your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm).
If the 2nd TST is negative - you are donel

On the date read (48-72 hrs after TEST #2, your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm).
If the 2nd TST is positive, you should see your provider for additional information & treatment.

IMPORTANT NOTE:

If a TB skin test cannot be performed due 16 past +test or BCG vaccination:
1) Your provider will likely order a chest x-ray and you will provide the program with a Radiologist's report - OR
2) Your provider (on provider letterhead) can document that you are free from TB and do not need a 2-step TB test or chest x-ray



MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

\ " .
LAST NAME:__h o mlpex T FIRST NAME: 61‘*6‘{) heen €. Tsce D #. A 026 8- 1eeH

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

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? {F "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE ATITER 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: Ul/i§|2C POSITIVE? _¢” (1.1 Al) NEGATIVE? (S0.8Al) (please identify results with a v/)
DATE OF MUMPS TITER: ( s ‘ POSITIVE? _v~ (= 1.1Al) NEGATIVE? (£0.8Al) (please identify results with a v}
DATE OF RUBELLA (MEASLES) TITER: _f{ bz PosimivE? v 21.1 A1) NEGATIVE? (£0.7Al) (please identify results with a v)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) //)m (/'j m Ofﬂﬁ QU

PHYSICIAN/NURSE PRACTITIONER SIGNATURE L/QL/‘/H{I\&JM

Pravider:

AUBURN UNIVERSITY: sMONTGNMERY

STUDEN’IT 'HEALTH CENTER
IRMA B’MOOREHALL RM., 102
P.0. BOX 244023

= vour rirMONEGOMER Y ATr36124:400375 DONE!
IF TITER RESULTS ARE NE@AT!V&: OFR IF YOU HAVE NFEVER BEEFN VACCINATED - COMPLETE STEP 2 BELOW,

MEASLES, MUMPS, RUBELLS (MMR) VACCINATION

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

DOSE # 1 MEASLES (RUBEOLA) DATE: DOSE#2 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 ATITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? NEGATIVE? (blease identify results with a v}
DATE OF MUMPS TITER: POSITIVE? NEGATIVE? {please identify results with a v')
DATE OF RUBELLA TITER: POSITIVE? NEGATIVE? (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




INFLUENZA (FLU) IMMUNIZATION

LAST NAME: FIRST NAME: TscC D # AO 204 13

ZEASOMNAL IMFLUENZA (FLU SHOT) VACCIMATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR MURSE

FLU SEABON TYPICALLY BEGINS MID-SEPTEMBER
YACCIMATIONS ARE NOT AVAILABLE BEFORE THIS TIME

DATE ADMINISTERED: MANUFACTURER: LOT #: EXPIRATION DATE:

SITE OF INJECTION: LEFT DELTOID RIGHT DELTOID (please identify location of injection with a v)

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION:

NAME OF PERSON ADMINISTERING: CREDENTIALS OF PERSON ADMINISTERING:

SIGNATURE OF PERSON ADMINISTERING:

NAME OF OFFICE OR FACILITY: PHONE #:

STREET ADDRESS: CITY: STATE: ZiP CODE:

o

Provider:

WEW;WNTGQMERY
. T :

MON’H‘GGMERY AL 36124.4023




