VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME: L - (\,\éi) Al FIRST NAME:_ 3 {4 Sy .; n é TSCCID #:

VARICELLA/CHICKEN POY IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR MURSE.

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? JF "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 A TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION 1S
REQUIRED.

DATE OF VARICELLATITER: R |1 1210 posITIVE? v @ 1.1Al) NEGATIVE? (€0.8Al) (please identify resuits with a ')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENT ALS (PLEASE PRINT) A m L,i Wovy. o en) -3 C

PHYSICIAN/NURSE PRACTITIONER SIGNATURE . /\M /

A U BURN, gNgyI]]RSITY MONTGOMERY
Pleas %T;,UJDENTLEE‘%%J‘ CENTER
ARMA B:MOORE 5 L RM. 102
validation BL@.MB,@X 244023

MONTGOM‘E’R’Y—AH 30124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR
BOOSTER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

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

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




HEPATITIS B IMMUNIZATION

LAST NAME:__ x’f'vc\_ﬁ()\:’"\ FIRST NAME:__ SASM N € TSCCID #:

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? IE "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 IS NEGATIVE YOU MUST COMPLETE STEP 2.

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Please 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,

STEP 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. /

. ~ b ,
1ST VAGCINATION DATE: 14 9.4 \ T APH(SIOVSNDREE PRACTUONERGIGNATIRE. L/
FSTUDENIZHEA‘ETH'CENTER /
MO 102
RMAL Mﬁe GR?E%OH%%RM
Mofﬁ(:;“ g {Aismq 4023 |

. ]

|29 \ 4 A —
2ND VACCINATION DATE: a’ ﬁ\ [ PHYSICIAN/NURSE PRACTITIONER SIGNATURE: __ 4 7
TO BE ADMINISTERED 1 MONTH AFTER 1 S'i" DOSE l’/

Provider: 1
AUB HN?WIVERSI%XQM@NEGOMERY
STUDENT HEAK)TE}FGENTFR

MABIMOOREHALL RM. 102
o e P.0. BOX 244023 A N J
3RD VACCINATION DATE: it\ '30\ 20 PV GRS R ALPABEA Y NATURE: /)
TO BE ADMINISTERED 6 MONTHS AFTER 2ND DOSE 7y /

?E ERSITY MONTGOMERY
VILHEALTH CENTER
B MOQOREHALL RM. 102

y “c::f‘iﬂ%' 0rBOX:24402
MONTG MERY;-AL-36124-4023

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

(7]

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Ttee Ty LW gndhy .




MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAME: & 4 d5@ N FIRST NAME: Tt S In¢ TSCC ID #:

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

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

STEP 1 - [F 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: {A a { l e POSITIVE? _uv” 2 1.1Al) NEGATIVE? (S 0.8Al) (please identify results with a v')
DATE OF MUMPS TITER: i 2f 2V pOSITIVE? ‘//(z 1.1 Al) NEGATIVE? (S0.8Al) (please identify results with a v)
DATE OF RUBELLA (MEASLES) TITER: _; 211\ 2 POSITIVE? _ 1~ 21.1Al) NEGATIVE? (£0.7Al) (please identify results with a v)
- — R
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) //') ”’7”{' Morsis EN—13 C
PHYSICIAN/NURSE PRACTITIONER SIGNATURE - f\,@i ,)
AUB ‘J RN U IVERSITY MONTGOMERY
UDENT, 'Iﬁ‘f LTHCENTER
)U SHHE) § 02
IRMA Ba LRM. 1

P.0. BOX 244023-

B OMERY AL 36124-4023
IF YOUR TITER Q%LL TS 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

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

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

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

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: (050N FIRST NAME: _ Sasm'in & TSCC ID #:

IETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

ATDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP VACCINATION: _} 7 A9 D(// DATE OF MOST RECENT BOOSTER: 301 RO

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) Hfmu Mox s 1)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE ¢ p/~/gﬂ/ ?LM)

Provider:

AUBURN UNLVER’SITY\MGNTGOMERY
STUDENT HEABETHCENTER
IB,M@ i MOORE HAEL RM. 102

-P.0.BOX 244023
MONTGOMERY AL 36124-4023
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Report Status: Final
LADSON, JASMINE

Patient Information

Specimen Information

Client Information

LADSON, JASMINE

DOB: 05/13/1992 AGE: 28
Gender: M Fasting: U

Specimen;  AL484697X
Requisition; 0000018

Collected:  11/30/2020 /15:30 CST

Client #: 49100638 QATLO000
AUM NURSING CARE CENTER
7461 EAST DRIVE #102
MONTGOMERY. AL 36117

Phone: NG Received:  12/01/2020 /01:26 CST
Patient ID: 05131992 Reported:  12/01/2020 /21:22 CST

COMMENTS: FASTING:UNKNOWN

Test Name In Range Out Of Range Reference Range

RUBELLA IMMUNE STATUS )
RUBELLA ANTIBODY (IGG) 4.87 index
Index Interpretation
<0,90 Not consistent with Immunity
0.90-0.99 Equivocal
> or = 1.00 Congistent with Immunity

The presence of rubella IgG antibody suggests
immunization or past or current infection with
rubella virus.
VARICELLA ZOSTER VIRUS ]
ANTIBODY (IGG) >4000.00 v index
Index Interpretation

<135.00 Negative - Antibody not detected
135.00 - 164.99 Equivocal
> Or = 165.00 Pogitive - Antibody detected

A pogitive result indicates that the patient
has antibody to VZV but does not differentiate
between an active or past infectiomn.
The clinical diagnosis must be interpreted in
conjunction with the clinical signs and symptoms of
the patient. This assay reliably measures immunity
due to previous infection but may not be
sensitive enough to detect antibodies induced by
vaccination. Thus, a negative result in a vaccinated
individual does not necessarily indicate
sugceptibility to VZV infection. A wore sengitive
test for vaccination-induced immunity is Varicella
Zoster Virus Antibody Immunity Screen, ACIF.
MEASLES ANTIBODY (IGG) >300.00 ‘}

AU/mL Interpretation

<13.50 Negative

13.50-16.49 Egquivocal

»>16.49 Pogitive

AU/mL

A positive result indicates that the patient has
antibody to measles virus. It does not differentiate
between an active or past infection. The clinical
diagnosis must be interpreted in conjunction with
clinical signs and symptoms of the patient.

MUMPS VIRUS
ANTIBODY (IGG) >300.00 / AU/mL
AU/ml Interpretation

<9.00 Negative
9.00~-10.99 Equivocal
>10.99 Pogitive
A positive result indicates that the patient hag

CLIENT SERVICES: 866.697.8378 SPECIMEN: AL484697X

Quest, Quest Dingnostics, the associated logo and all associated Quest Diagnostics marks are the trademarks of Quest Diagnostics,
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Report Status: Final

p 2 of 6 12/02/2020 08:40:54 AM
Quest 9 °° 102/ e
Diagnostics” LADSON, JASMINE
Patient Information Specimen Information Client Information
LADSON, JASMINE SPCCiInCll: AL48J:697X i Client #; 49100638
Collected:  11/30/2020 / 15:30 CST

DOB: 05/13/1992  AGE: 28 Received:  12/01/2020 /01:26 CST
Gender: M Fasting: U Reported: ~ 12/01/2020 /21:22 CST

Patient ID: 05131992

Test Name In Range Out Of Range Reference Range Lab

antibody to munps virus. It does not differentiate
between an active or past infection. The clinical
diagnosis must be interpreted in conjunction with
clinical signs and symptoms of the patient.

PERFORMING SITE:

ATl QUEST DIAGNOSTICS-ATLANTA, 1777 MONTREAL CIRCLE, TUCKER, GA 30084-6802 Labomtory Director: ANDREW N YOUNG MD,PHD, CLIA: 11DO253931

CLIENT SERVICES: 866.697.8378 SPECIMEN: AL484697X PAGE20F 2

Quest, Quest Diagnostics, the associated logo and all associated Quest Diagnostics marks ave the trademarks of Quest Diagnostics.



ADULT IMMUNIZATION RECORD

Name: JACKSON, JASMINE S
Allergies: DOB:  05/13/1992
— Chart
Reactions: #
Date of Service: 11/30/2020
. . Type of Vaccine | Date Given {Age at Dose Route & Site Mifr. Lot # VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mm/ddfyy) | Adm | (cc/ml.)
Tetanus, Diptheria, DTPR 10/13/92 5m 0.5
Pert i
(Pertussis) DTP 12113192 | 7m | 05
(e.g., Td, Tdap) -
DTP 02/10/93 8m 0.5 OUTSIDE CLINIC
DTP 09/16/93 16 m 0.5 OUTSIDE CLINIC
DTP 06/12/96 4y 0.5 OUTSIDE CLINIC
TDAP 12/29/06 14y 0.5 OUTSIDE CLINIC
Hepatitis A
(e.g., HepA, HepA-HepB)
Hepatitis B HEP B UNS 12/29/06 14y 0.5 OUTSIDE CLINIC
(e.g., HepB, HepB-Hib, HEP B UN 01/29/07 14 0.5 OUTSIDE CLINIC
DTaP-HepB-IPV, HepA- - S - y :
HepB)
Human Papilomavirus HPV (GARDASIL) 08/21/09 17y 0.5
(... HPV)
Measles, Mumps, Rubella [MMR 09/16/93 16 m 0.5
MMR, MMRV
( ) MMR 06/12/96 4y 0.5
Meningococcal
(MCV4, MPSV4)
Pneumococcal
(e.9. PCV, PPV)
Polio OPV 10M13/92 | 5m 0.5
D' = -
{fi‘bg)" IPV. DTaP-HepB oPv 12/13/92 | 7m 0.5
oPV 09/16/93 16 m 0.5 OUTSIDE CLINIC
Varicella (Var, MMRV)
influenza
(e.g., TIV, LAIV)
Zoster
Other HIB UNS 10/13/92 5m 0.5
HIB UNS 12/13/92 7m 0.5
HIB UNS 02/12/193 8m 0.5 OUTSIDE CLINIC
HIB UNS 09/16/93 16 m 0.5 OUTSIDE CLINIC
AUM STUDENT HEALTH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE
Mantoux Maxtioux
RM 102 MOORE HALL
MONTGOMERY, AL36117 Mantoux Mantoux
334 2443281 Mantoux Mantoux




