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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAMEMWZ\ FIRST NAME:Q WAL, 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 - 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.
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DATE OF MEASLES (RUBEOLA) TITER: POSITIVE? (= 1.1 Al) NEGATIVE? (<0.8Al) (please identify results with a ¢) ‘

DATE OF MUMPS TITER: G’ { POSITIVE? (2 1.1 Al) NEGATIVE? (£0.8Al) (please identify results with a ¥)
DATE OF RUBELLA (MEASLES) TITER: & fet POSITIVE? (1.1 Al) NEGATIVE? _v»” (0.7 Al) (please identify results with a y)
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTI /SE f‘Lr «Z f ﬂ/;x)ﬁ'f CL"Lfo
PHYSICIAN/NURSE PRACTITIONER SIGNATURE 7~ o, (‘ et
AEC pnAmnux

1965'COBBS FORD RI
Plea g garn
h::ywmsmﬂ 36066
..,1I\r1:1[33¢!361‘*m54 ")
334-361-8750 (F)

IF YOUR TITER RESULTS ARE POSIWE - YQL .. = :9NE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VAC@Qiyl- 8D - 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 BO+ JSTER. IF ABOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

DOSE #1 MEASLES (RUBEOLA) DA'l'E:0 7 L LS— DOSE # 2 MEASLES (RUBEOLA) DATE: .

DOSE #1 MUMPS DATE.'O—’ ,U ' l Z"S_ DOSE # 2 MUMPS DATE:

DOSE #1 RUBELLA (MEASLES) DATE: D 2 J Q I ‘] ,X DOSE # 2 RUBELLA (MEASLES) DATE:
PHYSICIAN/NURSE PRACTITIONER NAME & CR IALS (PLEASE PRINT) Vl.q U /

PHYSICIAN/NURSE PRACTITIONER SIGNRTURE

;/L_,/\

Wealgreend #11389
3720 Hwy. 14
Millbrook, AL 36054
334-285-1450

Please place office stamp

here (if possible
validation purpaoses

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

DATE OF MEASLES TITER: \ l I, E] I 15 POSITIVE? ‘_/ NEGATIVE? _____ (please identify results with a v)
DATE OF MUMPS TITER: _—Lll_')_‘ls POSITIVE? _Y__ NEGATIVE? _____(please identify results with a y)
DATE OF RUBELLATITER: | I Lﬁ “, i POSITIVE? l NEGATIVE?

PHYSICIAN/NURSE PRACTITIONER NAME & CREDEW\(PLEASE P

(please ideptify reﬁms,whh a AQ
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PHYSICIAN/NURSE PRACTITIONER SIGNATURE




