VARICELLA (CHICKEN POX) IMMUNIZATION

2N TSCC ID #:

LAST NAME: () 1a) ()V\% FIRST NAME: Lu

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYS RSE PRACTITIONER, OR NURSE.

4AVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? [F "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

STEP 1 - IF YOU HAVE PREVIOUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE ATITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION IS
REQUIRED.

DATE OF VARICELLATITER: _| & I l‘ 2()  POSITIVE? v = 11A) NEGATIVE? ___ (<0.8Al) (please identify results with a v')
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) /%rm,{ Vo s K!U ”fﬂﬂ

PHYSICIAN/NURSE PRACTITIONER SIGNATURE }\M/I/u

Provider: l
AVHURN UNIVERSTIY MONTGOMERY

UDENT HEALTH CENTER
IRMA;B; MOORE){ ‘HALL RM. 102
———P.O-BOX 244023

MONTGO
IF YOUR TITER RESULTS A%Fgo 51%}':3 B4023 pone:

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW,

S3TEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR

300STER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOQOSTER 1S PERFORMED COMPLETE VACCINATION #1

ONLY.
VAR!CELLA/CHICKEN POX VACCINE
DATE OF VARICELLA VACCINE #1:
DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

AFTER CCMPLETION OF 2-PART SERIES OR BOOSTER, HAVE A TITER DRAWN FOR VARICELLA ANTIBODY TO DOCUMENT IMMUNITY:

JATE OF TITER: POSITIVE? NEGATIVE? (please identify results with a v')

SHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)




INITIAL TUBERCULOSIS (TB) SKIN TEST

LasT Name: QWP NS FIRST NAME:_ e vel TSCC ID #:

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

STEP 1 - TEST #1:
NAME OF PERSON ADMINISTERING: ;Q my Meovel S

DATE ADMINISTERED (TEST #1): _{ , '80] 20 ot (5473 SA Q EXPIRATION DATE: :H 7%)72'

DATE READ: /2‘ L’ 2("y(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: ____ POSITIVE &/ NEGATIVE ____REDNESS (please idenﬂUBmmRSITY MONTGOMERY
_.mm (please provide measure in millimeters) STUDENT HEALTH CENTER
s IRMA B. MOORE HALL RM. 102
PHYSICIAN/NURSE PRACTITIONER SIGNATURE Q_ﬁﬁu MoxisSIV-HKC P.0. BOX 244023
\ MONTGOMERY, AL 36124-4023

|
]

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:

DATE ADMINISTERED (TEST #2): LOT#: EXPIRATION DATE:
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 provide measure in millimeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

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).
f the 2nd TST is negative - you are donel

Jn 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).
f the 2nd TST is positive, you should see your provider for additional information & treatment.

MPORTANT NOTE:



\\}\\\i f ////f,

TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

TSCCID#:

Ou) ONS FIRST NAME:_ceo (@

LAST NAME:
TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATION

A TDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE
DATE OF MOST RECENT BOOSTER: (! ZB()I A0

JATE OF ORIGINAL TDAP VACCINATION: _%Lg i lO?‘

>HYSICIAN/NURSE PRACTITIONER NAME & CREDE/I\ZIALS (PLEASE PRINT) /)rm L[l W)DY S

L~

PHYSICIAN/NURSE PRACTITIONER SIGNATURE « ..

"UNIVERSITY MONTGO
Plﬂai&TgUDENTsHEALTH“CENTEl?m .
HRMAB.MOORE HALL RM. 102

i3 2
vahda tioP O BOX:244023
___ MONTGOMERY, AL 36124-4023




MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

.asTNamE:_ () uloins FIRST NAME:_A ) 7 € N TSCC ID #:

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

4AVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? |F "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

S5TEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER
ZOMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: 12| 1{ &>  posiTive? v/ = 1.1Al) NEGATIVE? (<0.8Al) (please identify resuits with a v')
DATE OF MUMPS TITER: ZR trﬂlO POSITIVE? _” (21.1Al) NEGATIVE? (0.8Al) (please identify results with a ')
DATE OF RUBELLA (MEASLES) TITER: {2]( | 2 POSITIVE? _~ 1.1Al) NEGATIVE? (£0.7Al) (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENT]

1S (PLEASE PRINT) /L,l m u(/ Moy S

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
RSITY MONTGOMERY

~STUDENT HEALTH CENTER

- IRMA.B.MOORE HALL RM. 102
- here (if RAOYBOX 244023

. MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW,

MEASLES, MUMPS, RUBELLS (MMR) VACCINATION

3TEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION S REQUIRED. AHEALTHCARE
PROVIDER MAY RECOMMEND ABOOSTER. [F 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)

YHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:

ON PUrposes.

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
'O DOCUMENT IMMUNITY:

JDATE OF MEASLES TITER: POSITIVE? NEGATIVE? (please identify results with a )
JATE OF MUMPS TITER: POSITIVE? NEGATIVE? (please identify results with a v)
JATE OF RUBELLATITER: POSITIVE? NEGATIVE? (please identify results with a v')

*HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

*HYSICIAN/NURSE PRACTITIONER SIGNATURE




7y 3 \\‘(\\ _

INFLUENZA (FLU) IMMUNIZATION

asThame: (AN FIRST NAME:__A~(O1EN TSCC ID #:

SEASONAL INFLUENZA (FLU SHOT) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE

FLU SEASON TYPICALLY BEGINS MID-SEPTEMBER
VACCINATIONS ARE NOT AVAILABLE BEFORE THIS TIME

DATE ADMINISTERED: .{l 30/ Z() MANUFACTURER: ¢S /< LOT #: l\/b"{ﬁ H; EXPIRATION DATE: (£ \ 32}’2‘

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: ,ia_ﬂ’l’\ g Moviis CREDENTIALS OF PERSON ADMINISTERING: Ql’\) - C

SIGNATURE OF PERSON ADMINISTERING: € — ﬂ/\fﬁﬂ\/

NAME OF OFFICE OR FACILITY: PHONE #_ 3 3 Y ! 244 \3 2%/
STREET ADDRESS: CITY: STATE: ZIP CODE:
id
sy UNIVERSITY MONTGOMERY

STUDENT HEALTH 'CENTER
i'\r.xr@ e ')MFPU—\I'\\ E LRM 102
vaiida UCP_ .LBO'X>24402_3
T MIONTGOMERY, AL 36124-4023




HEPATITIS B IMMUNIZATION

LAST NAME: O WeND FIRST NAME:_ [ . 2(€¢ ™ TSCCID #:

-JAVE 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.

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 {S NEGATIVE YOU MUST COMPLETE STEP 2.

JDATE OF TITER: POSITIVE? (anti-HBs210 mlU/mL) NEGATIVE? (anti-HBs <10 miU/mL) (please identify results with a v')

SHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

2HYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Flease place office stamp
here (if possible) for
validation purposes.

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

3TEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION OR IF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION 1S REQUIRED.

IST VACCINATION DATE: _/{ l] BU‘/?’O PHYSICIAN/NURSE PRACTITIONER SIGNATURE: /O/L/M MM/ )

AUBURNF Ciiels 1CENTER

PIeasS’E@ENIcIJE MﬁALL RM. 102

| 3 _,.>_u J.\,z !Ln
F 3
vahdauon PEO;&QXZ %
MONTGOMERY, AL36124-4023

'ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE
‘O BE ADMINISTERED 1 MONTH AFTER 1ST DOSE

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

‘RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
'O BE ADMINISTERED 6 MONTHS AFTER 2ND DOSE

Provider: |
Please place office @tam;
here {if possible) fo
validation purposes.

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

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

‘HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)




