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for Contraindications DATE OF BIRTH_L/ 20 12
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 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.
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1. Are you sick today?

2. Do you have allergies to medications, food, a vaccine component, or latex?

3. Have you ever had a serious reaction after receiving a vaccination?

4. Do you have a long-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
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5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

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 O M O
rheumatoid 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? O ]
8. During the past year, have you received a transfusion of blood or blood products, s v s
or been given immune (gamma) globulin or an antiviral drug?
9. For women: Are you pregnant or is there a chance you could become pregnant v 0O
during the next month?
10. Have you received any vaccinations in the past 4 weeks? OJ v ]
Tricia H L/
FORM COMPLETED BY 2 offman ‘/f/ DATE_5-28-2019
FORM REVIEWED BY DATE
Did you bring your immunization record card with you? yes 4  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.
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e = Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota « 651-647-9009 - www.immunize.org - wwwyaccineinformation.org

o www.immunize.org/catg.d/p4065.pdf « Item #P4065 (4/18)
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Florida International University
Immunization Documentation Form

Name: HoremAN TRICIA MAR\E

Last First Middle

Panther ID Number: _ HR 2 25@ Birth Date: || / 19 / EO(QLO

SECTIONS: A, B, & C TO BE COMPLETED BY AUTHORIZED MEDICAL PERSONNEL ONLY

A. R Combined (Measles, Mumps, and Rubella): Two doses fulfill requirements
/ 1/ 1st dose (received after 12 months of age or later).
Moanth Day Year
5 / ” / Gl 2 dose (received at 28 days or more after 1™ dose). ot
Month Year

Measles (Rubeola): Two doses required

/ / 1+ dose (received after 12 months of age in 1969 or later).
Moath Day Year
/ / 2™ dose (received at 28 days or more after the 1% dose).
Month Day Year or
/ / Positive Blood Titer (Lab results must be attached).
Moath Day ’ Year
AND-----
Rubella (German Measles): One dose required
/ 1st dose (received after 12 months of age and in 1969 or later).
Month Day Year or
/ / Positive Blood Titer (Lab results must be attached).
Moath Day Year
B. gepaﬁﬁs B: Three doses fulfill requirements Tda U/& 510G
/10 7 Gl 1stdose P ) }
Month ~ Year

o 7 I L / Yle 2" dose (must be at least 28 days after the 1" dose).
Mon! Day
\% Y 97T 3" dose (must be at least 112 days after the 1% dose

Moath Day Year and 56 days after the 2™ dose).
or
/ / Positive Blood Titer (Lab results must be attached).
Moath Day Year
C. Meningitis: One dose required e /25 /9
Moath Dav Year
1 Sicmk )
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Hcadx___bare Provider ngnatuxe/ Créa%gmals Date
Health Care Provider Please submit this completed form at least four weeks prior to registration to:
Office Stamp Required: Florida Intemational University, University Health Services
ERPG Modesto Maidique Campus Biscayne Bay Campus
ical ASSOC. UHSC-Room 101 Health Care Center
ngzs}gm znﬂdl-w ighwray 11200 S.W. 8 Street or 3000 N.E. 151 Street
Qi ninpn . LT Miami, FL 33199 North Miami, FL 33181
Lot e 305-348-3336(FAX) 305-919-5312(FAX)
305-348-2401 305-919-5675
1/29/2010




