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INITIAL TUBERCULOSIS (TB) SKIN TEST

LAST NAME: ml/}\f) Y FIRST NAME; ! ot We rscem #: X023 13443
TUBERCULIN (TB) 2STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
STEP { - TEST#:

NAME OF PERSON ADMINISTERING: Yot oincl B G 11 e
pate aomwusTerep (resT #1: WA re _Ca803A A VA expration oate: 13

DATEREAD: l 2 MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: POSITIVE _XlEGATIVE REDNESS (pleageidentify resulswitha v*)
mm  (please provide measure In milimeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE _@MM

On the date read (48-72 hrs after it is administered), your provider will evaluate, measure, andintarpret the area. Your provider will document the milimeters

(e.9.0mm, 4 mm, 12mm) and ifthe 15t TST is negative, youwil retum forthe 2ndtestin 7-21 davs. f the 1sttestis positive, you should see your providerfor
additional evaluation and trestment.

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: B 1apc)n BalM1na0 114
DATEADMINISTERED (TEST #2): 12 0wlLoL Lot (90wAA  OFA expiraTion 0aTe: 3125118

DATE Rm:_llélmusr BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: POSITIVE EGATIVE —_REDNESS {please identify resuliswitha v’}

@m {please provide measurein milimeters)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE &&M@ AUBURN UNIVERSITY MONTGOMERY

STUDENT HEALTH CENTER
T : IRMA B. MOORE HALL RM. 162
l Provider: P.0. BOX 244023
| Please place office stamp MONTGOMERY, AL 36124-4023
here (if possible) for
| validation purposes.

H

On the date read (48-72 hrs after TEST #2), your provider will evaluate, measure, and imerpretthe TST. Document the milimeters (e.g. 0 mm, 4 mm, 12 mm).
if the 2nd TST is nagative - you are dona'

©On the date read {48-72 hrs after TEST #2, your providerwill evaluals, measure, and interpret the TST.Document the milimetors (¢.9. 0 mm, 4 mm, 12 mm).
If the 2nd TST is positivg, you should see your providerfor additional information&  treatment.

IMPORTANT NOTE:
i @ TB skin lest cannot be performed due lo past + lestor BCG vaccination:
1) Your provider wil Ecely order a chest x-rey and youwi provide the program with & Radiologist’s report- OR
2) Your pravider (on provider kefterhead) can document that you are free from TB and do not need a 2-step TB lest or chest x-ray
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HEPATITIS B IMMUNIZATION
LAST NAME: —W)\U}\J 0y FIRST NAME: DaM'\E\w TSCCID #: AO2B13443

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

HEPATITIS B IMMUNIZATION - TO BECOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP { - IF YOUHAVE COMPLETED AHEPATITIS B SERIES IN THE PAST - HAVEA TITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YOUR TITER IS NEGATIVE YOUMUST COMPLETE STEP 2.

DATE OF TITER: POSITIVE?. (anti-HBs210 miU/mL} hEGATIVE?_éanﬂ-HBsSW miU/mL) (pleaseidentify resullswitha v/)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W
PHYSICIAN/NURSE PRACTITIONER sssrmunsi%— Bhﬂ&é«g e

: - = AUBURN UNIVERSITY MONTGOMERY
Provider: STUDENT HEALTH CENTER
Please place office stamp IRMA B. MOORE HALL RM. 102
here {if possible} for P.0. BOX 244023

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

SIEP 2 - IF YOUHAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION ORIF YOUHAD ANEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

187 vacemanonoate A\ 12022 AUMWT%&A%M\P

V—STUDEI%J#(EW‘ !

| IRMA B. fALL RM. 102
. Pleaseptilp g3 MP
MokecoMprsine Rl 402

% validation purposes.

ZND VACCINATIONDATE _____ PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO 8E ADMNISTERED 1 MONTHAFTER 1STDOSE

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

validation purposes.

;
1
i
|

3RD VACCINATIONDATE .
IRD VACCIN. AT R TODOE PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

E

| Provider: l

. Please place office stamp

% here (if possible} for

|

L..

validation purposes.

AFTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B SURFACE ANTIGENS (anti-HB3) TO DOCUMENT IMMUNITY:

OATEOF TITER: POSITIVE? {(ant-HBaz10 miUimL) NEGATIVE?, {ani-HBsS10miUimL) (pleaseidently resultswitha v')
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WARHAWK
HEALTH SERVICES

Vaceine Consent and Administration Record

Name@ﬂﬁﬂ/‘lw ‘ra/f{lll Y DOB: |1-0A4-72001 Phone: (32‘“0 “N-4152

Mailing Address: 720 Ma¥ACAeA Dy, City: nm%om% sT: AL Zip: Blol09)
Insurance Company: W\J Subscriber name: DOB:

Insurance Contract Number: Group number:
Screening Questions: Yes No Don’t Know
1) Are you sick today? ( cold, fever, acute iliness) \/‘/

2) Do you have allergies to any foods, medications or latex?

(For example: eggs, gentamycin gelatin, food, neomyecin, thimerosal, or vaccinations)

List pfamwb%

3) Have you had any serious reactions from a vaccine?

e

4) Have you been diagnosed with Guillain-Barre syndrome?

Consent for Services: T have been provided with the Vaccine Information Sheet corresponding fo the vaccine that §
am receiving. I have read or have had explained the information provided about the vaccine [ am to receive. I have
had the chance to ask questions that were answered to my satisfaction. Iunderstand the benefits and risks of vac-
cination and [ voluntarily assume full responsibility for any reactions that may result. I requast that the vaccine be
given to me or the person named above for whom I am authorized to make this request,

Slgnﬁﬁll‘&WW& Date | {124 2

Administration Date \ \'],0\ \%’L’L Route: IM LD o@ Volume: 0.5m EL:;

Administrator 1Y BiGLAA AL A VIS Date 08/15/2019 NoC 10054
Influents

Manufacturer; GSK Fluarix® Quadrivalent Lot # M3R5B Expires 06/30/2023 X QUADRVALENT
2227472 Formala

T . 15
emp ﬂ ! S h}("k‘ W . 1i||.|||'|= ll“”l
—ETrT
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HEALTH EXAMINATION FORM
LAST NAME: ’m\ﬁ\ oY FIRST me:mm_rscc ID #: P\Q’LE’ 18443emonenumeer. B2H)- 1014152

THE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

Allergies (FoodDrug/Latex, etc.) Pf anut+s
Height _ Lo+ Weight_15577. D BP 4o (B0 Puse__ 99
Vision Right 20/_220 Left20/ D Comected: Y& NOI
C N}QMAL ABNORMAL FINDINGS
o CBC
M Cardiovascular v
P Pulses v
L Heart v
Lungs Vo
E Skin v
T EN.T. Yy~
E Gastrointestinal v
Musculoskeletal v,
Neurological 4
Other )
The studenthas been diagnosed with a chronic/serious madical condiion(s)? (Ex. Diabetes, hypertension, seizure disorders, etc.?) ™
I yes, please S thmo
(s/are the condition{s) being presently controlled or treated? Yes No if yes, please describe:
The student has been dianosed with a psychistricimental condition(s)? (Ex. Bipolar, depression, chemical dependency, eic.) Yes, |/ No
Is/are the condhion{s) baing presently controlied or treated? Yes No Ifyes, please descrie:
The studentis takingprescribed medications on a regular basi ‘/Yas No
Ifyes. please lst_t 1} rol c N_)
On the basis of my axaminuation on this day, ia b ! : % , 1 approve the student's participation in Clinical Education.
manth, day, year
—_Yes No _____Limited - [fimited, please describe: E\
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE  PRINT) MUQQEE__
PHYSICIAN'NURSE PRACTITIONER SIGNATURE _Zﬂé‘%&u_cﬂbe
[ Provider: AUBURN UNIVERSITY MONTGOMERY
Please place office stamp STUDENT HEALTH CENTER

IRMA B. MOORE HALL RM. 102
P.0. BOX 244023
MONTGOMERY, AL 36124-4023

! here {if possible} for
] validation purposes.
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MEASLES, MUMPS, RUBEELA {(MMR) IMMUNIZATION
LAST NAME: ’Yﬁ\ Loy FIRST NAME: DUW\\W TSCCID # ADZ33443

3

ON - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, ORNURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION? IFZYES"- “NO*

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

DOSE# :
DATE OF MEASLES (RUBEOLA) TITER: .1 Al) NEGATIVE? ($0.8A1) (pleaseidentiy resuls witha +) POSITIVE?
DATE OF MUMPS TITER: @1.4Al) NEGATIVE? (sO8AI) (pleaseidentiy resultswitha @ @11

DATE OF RUBELLA(MEASLES) Trier: WAL

o ] Al) NEGATIVE?  (S0.7A) (pleaseidentiyresulswitha v}
pishve fier H v
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W

PHYSICIAN/NURSE PRACT! T @M&&w
ic TIONER SIGNATURE AUBURN UNIVERSITY MONTGOMERY

: STUDENT BEALTH CENTER
i Provider: IRMA B. MOORE HALL RM. 102
Please place office stamp P.0. BOX 244023
here (if possible} for MONTGOMERY, AL 36124-4023
validation purposes.

IF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF TITER RESULTS ARENEGATIVE- COMPLETE STEP 2 BELOW,

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVEA NEGATIVE TITER - IMMUNIZATION IS REQUIRED.

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:

PHYSICIANMNURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE  PRINT)

PHYSICIANNURSE PRACTITIONER SIGNATURE

l Provider:

‘ Please place office stamp
' here {if possible) for

[ validation purposes.
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VARICELLA (CHICKEN POX) IMMUNIZATION
LAST NAME: '\/ﬂ,\/\\J\D‘( FIRST NAME: D&M\M TSCCID #: A()%\ELH_%

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEVED YOUR VARICELLAVCHICKEN POX IMMUNIZATION? IF "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 - HAVEA TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-MMUNIZATIONIS

REQUIRED.
mreor-‘vmca.u‘rrre&j_\h.ﬂ\]&'ﬂ- POSI‘I‘NE?_}Z(MJN) NEGATIVE? __ (S0.8Al) (pleaseidently resutswitha v’}

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W
PHYSICIAN/NURSE PRACTITIONER SIGNATURE @éﬁkgﬁ&-ﬂ

AUBURN UNIVERSITY MONTGNMERY
STUDENT HEALTH CENTER

: Provider: IRMA HAI
! Please place office stamp B'I,I_V(I)OgOR)E( 24 402,13RM' 10
here (if possibie) for MONTGOMERY, AL 36124-4023

validation purposes.

IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOUHAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION ORANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION IS
REQUIRED.

VARICELLAJCHICKEN POXVACCINE
DATE OF VARICELLAVACCINE #1:

DATE OF VARICELLAVACCINE #2:

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/INURSE PRACTITIONER SIGNATURE

P —

E Provider:

Please place office stamp
here (if possible) for

validation purposes.

i
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ANNUAL TUBERCULOSIS (TB) SKIN TEST

T R Al O THE PR -
LAST NAME: "TM/}\ oY FIRST Nms:m sccio # A0 ED |3 42
TUB 1 STEP SK - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
NAME OF PERSON ADMINISTERING:
DATE ADMINISTERED (TEST #1): LOT#: EXPIRATION DATE:
DATEREAD:________ (MUST BE WITHIN48-T2HRS AFTER DATE ADMINISTERED)
TESTRESULTS:  ___POSITVE  ___NEGATIVE  __ REDNESS  (pleaseidentfy resutswitha v)

mm  (pleasa provide measure in millmeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
‘ here (if possible) for
| validation purposes.
e soer e e S .
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LAST NAME: T-ﬂflﬂ lgY FIRST names J LY rsccw# FOL213443

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

oate aominisTERED: WAL manuracTurer: _ @SN, 1ot Yn3XS R expiraTioN ATE: WRrRM3

SITE OF INJECTION: __ LEFT DELTOID _\_/_RIGHT DELTOID  (please identify location of injection with a v)

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION:

.

NAME OF PERSON mnnmrERme:mw&Esms OF PERSON ADMINISTERING: _ BN

SIGNATURE OF PERSON ADMINISTERING: M
NAME OF OFFICE OR FACILITY: FANAY PHONE #: BS‘_‘] 244 - S‘Lcﬂ \

streeTaporess: 1M1 BONY DY, omv.ranWhornoyng state: Y\ 2P cooe: 3\ IV}

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

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O. BOX 244023
MONTGOMERY, AL 36124-4023
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: ’rOU/}\ 0y FIRSTNAME:_QMMJ_ rscem & POZ2IBUA4 3

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

A TDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP VACCINATION; vh 0\ 0L T DTUp DATEOF MOSYRECENT BOOSTER: ]_\_h,ﬂ_h.\n']_

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) v RO 1 (INP

PHYSICIAN/NURSE PRACTITIONER SIGNATURE %/:u..»ﬁ

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

AUBURN UNIVERSITY MONTGNMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102

P.0. BOX 244023 '
MONTGOMERY, AL 36124-4023



ADULT IMMUNIZATION RECORD

Name:  TAYLOR, DANIELLE M
Allergies: DOB:  11/09/2001
Chart
Reactions: "
S e T - Date of Service:  11/29/2022
! Type of Vaccine | Date Given {Age at Dose Route & Site Mfr. Lot 4 VIS Date Vaccinator Signature
Vaccine Family tno Brand Name) | (mmvddiyy) { Aam | icomb)
Tetanus, Diptheria, CTAP 01/10/02 2m 05
{Rertussis) DTAP 01102 | em | 05
te.g. Td. Tdap) DTAP 03113102 am 05
CTAP 04/08/02 4m 0.5
OTAP 05/20/02 6m 05 OUTSIDE CLINIC
CTAP 06410402 7m 0.5
DTAP 03/03/03 15m 05
DTAP 01/27/04 2y 05 OUTSIDE CLINIC
DTAP 11/10/05 4y 05
BTAR 01/11/06 4y 0.5
TDAP 11212 11y ¢.5
Hepatitis A HEP A 03/20107 Sy 0.5
(¢.9.. HepA. HepA-HepB) - pree 102110 | By 05 OUTSIDE CLINIC
HEP A 1201011 10y 0.5 OUTSIDE CLINIC
Hepatitis B HEP B ADOL/PED 11/11/01 om 0.5
§TZ bi?;%ﬁrfg?ﬁg&. HEP B ADOL/PED | 12/10101 m 05
HepB) HEPB-HIB 01/10/02 2m 05
HEP B - HIB 04/08/02 am 05
HEP B ADOL/PED{ 05/20/02 6m 0.5 OUTSIDE CLINIC
HEP B - HIB 12/05/02 12m 05
Human Papilomavirus HPVY (GARDASIL) 111212 My 05
te.g., HPV)
Measles, Mumps, Rubeila |MMR 11/19/02 1Z2m 05 OUTSICE CLINIG
{MMR. MMAV) MM 12/05/02 12m 05
MMB 0t/11/06 4y 05
MMR 03413107 5y 05
Meningococcal MENINGOCOCCA] 13122 iy 05
{MCV4, MPSV4) L UNS
Pneumococcal PCVY Q313/02 4m 05
le.g. POV, PRV} PCY7 050107 | 6m 05 OUTSIDE CLINIC
PCVY 11/18/04 3y 05
Polio IPY Q11002 2m 05
{Hc'l;’) PV, Dlab-HepB- [T 01112 | 2m 05
1Py Q313102 4m 0b
[123% 04/08/02 4m 05
1Py 0810/02 im 05
1Py Q1/27/04 2y 045 OUTSIDE CLINIC
1Py 11710005 ay 0h
1Py 01114086 Ay 05
Varicella (var, MMRY) VARICELLA 1119102 12m 0.5 OUTSIDE CLINIC
VARICELLA 12005102 12m 0.5
VARICELLA 06/09/08 Gy 05
Influenza V3 SEASONAL 1210111 10y | D.25 05 GUTSIDE GLINIC
eg. TIV.LAW) INFLUENZA wo0ane | 1oy | 10 PMC
SPLIT PSA
V4 - P FREE 08/07/20 18y 0.5 M RD PMC LJ427 A8 CUTSIDE GLINIC

uwmy,

ki

* —
3% &if’i



Zoster

Other HIB (HBOC) Gt/11/02 2m
HIB (HBQC) 0313402 am
HIB (HBCC) 05720002 Bm OUTSIDE CLINIC
Pfizer Covid19 051121 1G9y 1Mt PFR EWO0185 QUTSIDE CLINIC
Pfizer Covid19 0B02/21 19y M PFR EW0178 QUTSIDE CLINIC
WARHAWK HEALTHH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE Ao PyP—
RM 102 MOORE HALL
MONTGOMERY. AL36117 Manioux Mantoux
334 2443281 Mantoux Mantoux




Screening Checklist errten wanez LML Juni o7
. . . {

for Contraindications > oo Gh 22!

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 necessartly mean you shouid not be vaccinated. 1t just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't

yes know
1. Are you sick today? L E/ O
2. Do you have allergies to medications, food, a vaccine component, or latex? N - B/ 0 O
3, Have you ever had a serious reaction after receiving a vaccination? M M

4. Do you have a fong-term health problem with heart disease, lung disease,@@ ‘E/

kidney disease, metabolic disease (e.g., diabetes), anemia, or other blcod disorder? O
5. Do you have cancer, leukeria, HIV/AIDS, or any other immune system problem? 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?

VIR IR

7. Have you had a seizure ar a brain or other nervous system problem? 1 ]
8. During the past year, have you received a transfusion of blood or blood products,
or been given immune (garmma) globulin or an antiviral drug? Ll L
8. For women: Are you pregnant or is there a chance you could become pregnant E]/
. during the next month? , . 0 U
10. Have you received any vaccinations in the past 4 weeks? ] Q/ ]

FORM COMPLETED BY rQ’MLM-»b W pare M !Zq {’202’2,
rorm reviEweD eri AR \MKD ‘.Ei) pare ALV

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.

Tnunization
action coalition

-- . Technical content revicwed by the Centers for Disease Contral and Prevention
' 2 . . . , . .. .
i L Saint Paul, Minnesota » 651-647-9009 = www.immunize.org » wwwyaccineinformation.org

R .\é-' .

. www.Immunize.orgfcaig.d/p4065.pdf = ltem #P40635 (4/18)
immunize.org
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WARRAWK
HEALTH SERVICES

TB Screening Questionnaire

Name: DOU(]I(MLQ W‘OY Date of Birth: ‘ .\’. 09- 200|

Student Number:

Pleage mark “yes” or “no” to the following guestions.

YES

Z
C

Do you have a cough that has lasted longer than 3 weeks?

Have you coughed up biood or mucus?

Have you had fever, chills, or night sweats?

Have you had unintentional weight loss?

Have you been feeling very tired? -

Have you lost your appetite?

oo s [w]a]

Have you ever had a positive TB skin test result or Positive
interferon gamma release assay (IGRA) result?
If so, when?

'8, Have you ever had an abnornmal chest x-ray?

9. Have you recently had the mucus coughed up tested for TB?

10. Have you ever been told you had TB or latent TB?

11. Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with scmeone who had
TR? .

13. Do vou currently have a rash on elther forearm?

14, Are you immunocomptomised? (Steroids, chemotherapy, or other?)

]IKIXI X ] s Ieix] boc

t3, Have you received a live vaceine in the past_SO days?

#All TB skin test and Chest x-rays must be performed in the U's'. to be valid.*

| attest the above Is true and accurate to the best of my knowledge.

Jn’L Date; @ lllf% !’20’2’),

Patient Signature:

Date:

Provider Signature: U\m

1.9

L

06/2021




AUM Student Health Services
Immunization Record

Patient Name: Birthdate: w\A\0)\

i
Allergies/Medical Alert: npOW N5\

immunization |Date Site Dose MFR  |Comments VLS. Initials
nhang iy s . AN ATESY
Tdap N BXe:
=y
Td Booster Vaccio, Adsorbed -
mL
T i
MMR 4368018
HEP A o
/’\ : Exp: .
I 1vhin). (0w | emese 1theln |UaE
HEP B ) ‘v Hepatitis B
{Recombinal
L . -ENGERDCE B0 mogimL
Othar S |
a Date Given: | Date Read: sults: MFR - LOTH Comments Initials
Tuberculin Testing MG U2 [7¢ MM__Soneb) (GBS AA — bae. 31E OEAlOAR
U LY MEBuneh [LEHOMAA in e 3aDROEAT UL
PPD (MANTCUX) Zlubun, L -+ ) Nep \ AS
0.ImiiD -
Initials Signature ' ' Initials Signature
AR AAR am — 8N
AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.0. BOX 244023
MONTGOMERY, AL 36124-4023

CTARAM AR MMy IF



