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HEALTH EXAMINATION FORM
bervy _ FIRST NAME: Lav MU 1sccmw 1120999 [Yprone NUMBER:@. H) §05—Oqe 3

=

LAST NAME:

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

Allergies (Food Drug/Latex. etc.)
Height ( [ l Weight 2 \ Q) ‘ol. BP Pulse q’S
Vision Right 20. \ S Left 20 k g Corrected:  Y(J \Iﬂ\
C 1 NORMAL ABNORMAL FINDINGS
O 1 [cBc .
M Cardiovascular v,
P Pulses <
L Heart -
Lungs v
E Skin v
T EN.T. o
E Gastromtestinal v
Musculoskeletal v
Neurological -
Other .
i i v Yes No

The student has been diagnosed with a chronlc/serious medical condition(s)? (Ex. Diabetes, hypertension, seizure disorders, etc.?)

If yos, please list: M\ MO\
No I yes, please describe: auf)m{'@ ‘ lﬂ W\

Is/are the condition(s) being presently controlled or treated? Yas
The student has been diagnosed with a psychiatric/mental condition(s)? (Ex, Bipolar, depression, chemical dependency, etc.) Yos _\ o~ No
Isfare the condition(s) being presently controlled or treated? Yos No  If yes, please describe:

The student is taking prescribed medications on & regular basis? \/

If yes, please list: Flh/\U(O\ m@u_

On the hbasis of my examination on this day OL{ /ng/ M approve the student's particlpation in Clinical Education.

/ month, day, yesr
‘Limited - I limited, plaase describe:
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PR!NT) /}/ m (\MQ m { l/\ CMLP

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

MONTGOMERY, AL 36124-4023
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HEPATITIS B UNIZATION
LAST NAME: MM FIRST NAME: b(kma\!& rsces f0 2094914

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? - TNO"
HEPATITIS B TITER - TO BE COMPLETED BY YOUR HEAL THCARE 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.

pareor er: 4129190, posmver _ (aniHBs10 miuimly NEGATIVE? _v (anti-HBs $10 milimL) (please identiy results with a v)
PHYSICIAN/NURSE PRACTITIONER NAME 8 GREDENTIALS (PLEASE PRINT) mﬂ‘mmm‘;
ﬂ i AUBURN UNIVERSITY MONTGOMERY
PHYSICIANNURSE PRACTITIONER SIGNATURE |/ /_ \_/_/ﬁ—-' C W STUDENT HEALTH CENTER
T T eevider IRMA B. MOORE HALL RM. 102
Please place office stamp P.O. BOX 244023
here (if possibte) for MONTGOMERY, AL 36124-4023

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 IS REQUIRED.

I~
AUBURN UNIVERSITY MONTGOMERY
18T VACCINATION DATE: “.'_Jl‘h.b'l.'l- ISWTWWTUR&MW
IRMA B. 90 ) LRM 102
Pfeasg M :
MPN'BGQMERN&MI 36124-4023

validation purposes.

-

2ZND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 1 MONTH AFTER 15T DOSE

Provider:
Fiease piace office stamp
here {if possibte} for
validation purpases.

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED & MONTHS AFTER ZND DOSE

Proviger:
Please place oftice stamp
here (if possible) for
validation purposes.

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

DATE OF TITER: POSITIVE? {ant=HBs 210 miU/imL) NEGATIVE? {anti-HBs $10 miU/mL) (please identify results with a /)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIANNURSE PRACTITIONER SIGNATURE
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VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME: ber Y FIRST NAME: LCL(‘M\;) a rsceme K020994] "l

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEIVED YOUR VARICELLA/GHICKEN POX IMMUNIZATION? IF "YES" - SEE STEP 1 & IF *"NQ" 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 h- “l;“‘li POSITIVE? \/(Z 1.1 Al) NEGATIVE? (£ 0.BAl} (please identify results with a ¥')

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) m;jﬂ;&;m_m\\p

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

A lf/M’ﬁIBURN UNIVERSITY MONTGOMERY

S STUDENT HEALTH CENTER
‘ Provider: IRMA B. MOORE HALL RM. 102
Piease place of_fice stamp | P.O. BOX 244023
here (if possivle) for — MONTGOMERY, AL 36124-4023

vaitdation 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 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
OMLY,

YARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLA VAGCINE #1:
DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:

Please place office stamp
here (it possible) for
validation purposes.

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

DATE OF TITER: POSITIVE? NEGATIVE? {please identify resuits with a v)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYQICIAN/NILIRQF PRACTITINNFR QINNATIIRFE



TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: P)Mlj FIRST NAME: L(X(\qa\i -~

TSCC ID #: qucﬂ‘f

TETAN DiP 1A, & PERTUSS

DAP) VAC TION - 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: \RYWNDANIN

DATE OF MOST RECENT BOOSTER;: _. L’LU.\,& 1_0 .

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

A ]

v

PHYSICIAN/NURSE PRACTITIONER SIGNATURE y/ A CM\W}O

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

AUBURN UNIVERSITY MONTGNOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O, BOX 244023
MONTGOMERY, AL 36124-4023



MEASLES, MUMPS, RUBEI.LA (MMR) IMMUNIZATION
LAST NAME: BOYM FrsT name:_LG M Utkjl A TSCCID #: Pro2eq qc” Lf

7
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.

STEF 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-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: _"Lh- ] l‘n POSITIVE? \_/ @ 1.1Al) NEGATIVE? ___ (s0.8Al) (please identify results with a v/}
DATE OF MUMPS TITER: YNYIL  rosimve? v 1.1A) NEGATIVE? __ (<0BAI) (please identify results with a /)
DATE OF RUBELLA (MEASLES) TITER: _'-U'_ljl]l POSITIVE? i @1.1Al) NEGATIVE? __ (<0.7Al} (please identify results with a v)
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) mmj_mmm_,_tﬂ\.\?
. ﬁ*} ¢ BURN UNIVERSITY MONTGNOMERY
PHYSICIAN/NURSE PRACTITIONER SIGNATURE 4 - STUDENT HEALTH CENTER
o IRMA B. MOORE HALL RM. 102
Irovictef
Please place office stamp P.O. BOX 244023
nere (if possible) for MONTGOMERY, AL 36124-4023

val:danon purpuses.

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
If TITER RESULTS ARE NEGATIVE QR 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 {F 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 (RUBEQLA) 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

Prowirder
Plegse place nHwe stamp
are it possibte} for
wiidaton purposes.

AFTER COMPLEYION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TVTER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

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

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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TUBERCULOSIS (TB) SKIN TEST
LasT Nawe: DIEK WJI FIRST NAME:__| ﬁMax,ML rsccw#_JAD2099 (ﬂi—{

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

STEP 1- TEST #1:

NAME OF PERSON ADMINISTERING: _wnm_E]LLbLAJ [a\\
oate AominsTerep (resT#): 4 VEN209T ote: (Y 505 AA expiraTion paTe: 31111493

DATE READ: q l 19“11(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: POSITIVE ‘/NEGATIVE REDNESS {please identify resulls with a ¥)

gﬁ_mm ({please provide measure in millimeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE @v&gw

On the date read (48-72 hrs after it is administered), your prowder will evaluate, measure, and interpret the area. Your provider will document the milimeters
{2.g. 0 mm, 4 mm, 12 mm) and if the 1st TST is negative, r the 2 = . 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

SIEP 2 - TEST #2 -7 - 21 DAYS AFTER STEP 1
NAME OF PERSON ADMINISTERING: [th

DATE ADMINISTERED (TEST #2): ! 0'2«L LOT#: CSHDS-HP‘ EXPIRATION DATE: * .243

DATE READ: g’ l2 2 2(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: POSITIVE XNEGATIVE REDNESS (please identify results with a v}

mm (please provide measure in millimeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE m %

Provider: AUBURN UNIVERSITY MONTGOMERY
Please place office stamp STUDENT HEALTH CENTER
here (if possible) for IRMA B. MOORE HALL RM. 102

validation purposes. P.O. BOX 244023
N e MONTGOMERY, 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 done!

On the date read (48-72 hrs after TEST #2, your provider will evaluate, measure, and interpret the TST. Document the millimeters {e.g. ¢ 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 siin test cannot be performed due to past + test or BCG vaccination:
1} Your provider will likely order a chest x-ray and you will provide the program with 3 Radiologist's report - OR



