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INITIAL TUBERCULOSIS (TB) SKIN TEST
LasT NAme: v VoA FmsTNAME_ LAY, Tsccio #:

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

STEP - TEST#1:
st oF pERsON ApisTERIG: D O RGN
DATE ADMINISTERED (TEST #1): ittt wre (50 AA (LF A expraTion oate: 320G

DATE REALY 2 g HJSTBEWI’I’HNA!&-?EHRSAFTB‘DATEAWHS‘!’EQED)

TEST 1 RESULTS: POSITIVE TIVE —REDNESS {pleeseideniify resutswitha v*)

PHYSICIANMNURSE PRACTITIONER SIGNATURE

On thedate read (4a-nmmnu-dmm. will evaluets, measure, sndimerpret the area. Your provider will document the milimeters
(e.9. Drum, 4 mm, 12mm) end the 18t TST s negativa, youwil retnforthe 2ndtestin 7-21 davs. liths tsttestis positive, you should ses your providerior

additional eveluationand treatmeont.
IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2

STEP 2 -TEST#2-7-24 DAYS AFTER STEP 1

NAME OF PERSON ADMINISTERING: o andn BN
DATE ADMINISTERED (TEST #2): \llls_h(i'l,‘\. LOT#: __gsmwh EXPIRATION DATE: %p_g_bc-’m

DATE READ:. I MLIST BE WITHIN 48-72H AFTER DATE ADMINISTERED)
TEST 2 RESULTS: SITIVE ATIVE _._REDNESS (pleaseidently resullswitha v')
(please provide '

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Q&\ﬁUBURN UNIVERSITY MONTGOMERY

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

Provider:

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

On thedateread (48-72hrs after TEST #2), yourprovider will evakuate, measure, andinterpret the TST. Document the millimeters (2.9. Dmm, 4 mm, 12 mm),
i the 2nd TST Is pegative - yousre done!

On thadateread (48-72 hrs after TEST #2, your provider will evalusie, measure, sndirterpret the TST.Document the milimelers (e.g . O mim, 4 mm, 12 mm).
if e 2nd TST is positive youshould s6e your nmﬂu’fnraddllwﬂlnhumﬁm& trestment.

IMPORTANT NOTE:
# a TR ekin taxt cannal he performed due [o past + lestor BCG  vaccination:
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HEPATITIS B IMMUNIZATION
LAST NAME: o dX mmm__ rsccio . RO TN VAR
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? . -NO* .

HEPATITIS 8 IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1.-IF YOUHAVE COMPLETED AHEPATITIS B SERIES INTHE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YOURTITER IS NEGATIVE YOU MUST COMPLETESTEP 2.

oAreosrnmﬂ‘\ﬂE‘me(mu.Hm1omum NEGATIVE? \/ (en-HBsS10mILimL) (ploaseidenty resultswitha v/
PHYSICIANINURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) <X¢ ) AN LDA‘(WB, MO
=

PHYSICANNURSE PRACTITIONER %MWMM

Provider:

Please place office stamp
here {if possible) for
validation purposes.

§

{F YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF YOURREBULTSARENEGA‘IWE-COIIPLETESTEP? BELOW.

SIEP 2 - IF YOUHAVE NOT COMPLETED AHEPATITISB IMMUNIZATION QB_IFYOUHADANEGATIVETITER- A FULL 3-PART SERIES
IMMUNIZATION 1S REQUIRED.

+s7 vacemanonoate:_\ L1 B1LONL PHYSICIANNURSE mfﬂmmrm_@oéb&wp

]
RY

SIGNATURE:

2ND VACCINATIONDATE ___
TO BEADMNISTERED 1 MONTHAFTER 18T DOSE

it rm e e i an g

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

validation purposes.

VACCINATIONDATE: .
sf?unmmgmm PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
1 Provider:
. Please place office stamp
here (if possible) for

validation purposes.

AFTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B SURFAGEANTI'GENS(MtI-PBO)Tb DOCUMENT INMUNITY:
DATEOFTITER:_____POSITIVE? {ant-HBsz10 miLliml) NEGATIVE? (anti-HB3S10 miUARL) (pleaseidentily resuliswitha V)



AUM Student Health Services
Immunization Record

Patient Name: u\L:\Q, Crnan ex

Birthdate: —IIH"Cﬂ -

Allergies/Medical Alert: NY¥ A

~irhmunization . [Date Site _ |Dose. | . MFR _|Comments Vil.s.  linitials
Tdap
Td Booster
MMR
HEP
Loty
1216 b \ el [UNS
HEP B \M NDG 5816002143
{Recombina
Other S
‘_agj'm
“Date Given: | Date Read: | AResults: { MFR LOT# - “Comments | Initials
o hwahenaliy %5“’ LICAn0wAA lovn 3119113 OFA AN
Tuberculin Testing » ¥ .
ppD (MANTOUX) RIS [ 4I512L NN | 3 PG (03 (LA R
0.1mliD
Initials NI - _Signature Initials T "Sinature

VS LR s BN

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

STAMP ABOVE



The studentis wkingprescrbed medicaions on a regulsrbasis?
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HEALTH EXAMINATION FORM

LasT name:_TINSCN FreT name: L0 NS €, TOCC IO & PHONE NUMBER:

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

Allergies (Food/Drug/Latex. etc.)
N A |
Hegt 0NN weig_1Y40. 3 ee_ 10BN Pwe A
Vision Right 20/ HL‘) Left 20/ ‘_-”l Corrected: YOI N({
C NORMAL ABNORMAL FINDINGS
o [CBC v
M Cardiovascular v
P | Pulses v,
L Heart Y
| Lungs v
E Skin v
T | EN.T. v
E Gastrointestinal v .
Musculoskeletal Vv
[ Meurologicat v
Other
The studenthas been diagnosed with a chronic/iserious medical condiion(s)? (Ex. Diabetss, hypertansion, seizure disorders, elc.?) Yas No
¥ yos, plesse Hst:
is/are the conditon(s) being presenily comirolied or treeted? Yes No Uyes, pisase desarbe:
ThuludarlhuMUWMIWMM(B.BW.MM‘dM.m) Yes, \[ No
isfara the condiion(s) being presently controlied or treated? Yos_______No Hyes, please describe:

ves \/ 1o

if yos, ploase fist:

Onthe basis of my exsmination on mm_\l_\m% | approve the student’s participation in Clinical Education.

monih, day, yeer
A‘Zvu —No —____Limitsd - lflimited, ploase descibe:

AUBURN UNIVERSITY MONTGOMERY

MONTGOMERY, AL 36124-4023

- — STUDENT HEALTH CENTER
Provider: IRMA B. MOORE HALL RM. 102
Please place office stamp P.0O. BOX 244023
! here (if possible) for ™

validation purposes.




WARHAWK
HEALTH SERVICES

TB Screening Questionnaire

Name: (&\%U» Cj\‘,\{\‘\’QV’ Date of Birth: [ ! l’]! i)

Student Number:

Pleage mark “yeg” or “no” to the following questions. YES

Do you have a cough that has lasted longer than 3 weeks?
Have you coughed up blood or mucus?

Have you had fever, chills, or night sweats?

Have you had unintentional weight loss?

Have you been feeling very tired? -

Have vou lost your appetite?

Have yvou 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 abnormal chest x-1ay?

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

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

{1. Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with someone Who had

TB?
13. Do you currently have a rash on elther forearm?
14. Are you immunocompromised? (Steroids, chemotherapy, or other?)

15. Have you received a live vaceing in the past 30 days?

N I S TSI

Y NN 3

*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.

Patlentslgnawra'U){M @ﬂ/bbU\ Date: kZ/ L / 72

Provider Signature: J\/\K Dr\;)]m Date: 1‘\_\\&‘.1&’]:1/

06/2021




Screening Checklist PATIENT NAME %S-LL @U\/\W
for Contraindications owte or marn_L 11 1A/
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” 1o any question, it does not necessarily mean you should not be vaccinated. it just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't
yes n know
1. Are you sick today? [ s M
2. Do you have allergies to medications, food, a vaccine component, or latex? I3 past 0
3, Have you ever had a serious reaction after receiving a vaccination? ] N O
4. Do you have a long-term health problem with heart disease, lung disease, asthma, ﬁ
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? 1 L
5. Do you have cancer, leukernia, HIV/AIDS, or any other immune system problem? il Q 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 1 QSL ]
rheurnatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
7. Have you had a seizure or a brain or other nervous system problem? M @\ [l
8. During the past year, have you received a transfusion of blood or biood products,
or been given immune (gamma) globulin or an antiviral drug? [l ‘g\ U
9, For women: Are you pregnant or is there a chance you could become pregnant >@
during the next month? . . [l .
10. Have you received any vaccinations in the past 4 weeks? !

Flu, TRSYN \Q
pZES

' ~ _
FORM COMPLETED BY \&5**‘ 6\)\(\&(@ DATE

FORM REVIEWED BY_{:/MR aeck ‘D %WN DATE_llm’L/—

Did you bring your immunization record card with you? yes [] noﬁ

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 ore. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records ail your vaccinations on it.

immunization
action coalition
o e Technical content reviewad by the Centers for Disease Controf and Prevention
1 2L - . - . - . . »

i - : Saint Paul, Minnesota = 657-647-9002 » www.immunize.org » wwwvaccinginformation.org
I I

K www.immunize.orgjcatg.d/p4065.pdf = jtern #P40865 (4/18)
immunize.org



