ADOLESCENT & ADULT IMMUNIZATION RECORD

Clinic: ﬂ(//ﬂ"é/’[j

Name: _Dentel Nudé

Date of Birth: _|\__ /13 /@% Record #:
Allergies: PO, 50\@&.‘3} cj\?ro Reactions:

History of Chickenpox? YES or NO If yes, date if known:

Date Admin VIS Form Given e Provider Initials***
Vaccine Age at Manuéx,; 55/727;/18 Admin or Outside Provider
MolDay| Yr |the time| Type [Mo| Yr| Abbr* Site** | Route Name
Td Td ) NDC §8160-81)- [ M
Td Td Hepatits B 10.5cc M
Td Td 1ml0.5¢cc IM
WO 5y
Td Td Rt (AN ) 5cc M
Tdap Tdap i o s5cc IM
& ¥ o9/29/18
Hep B Jrl’/pl()/*} AlS ¥ l‘fé%% rad 110 ' 0 LD i A
HepB -+ ” e f 20|\ Hhéeaﬂf T | (o] Memansy W | D |im %
i ) . | Hepatitis A& , s
HepB + |1 6[5’ ﬂ 14 1 I% Hep B |7] [)(,| Hepatitisip “ﬂ\L LD M (f)f E/
] e
Hep B (booster if needed) Hep B TWINRIX® Ll M
Mid. by
MMR Rubella Rubeola MMR gwatenin) |- 1l D 5cc sQ
MMR Rubella Rubeola MMR : 79810 Bee sQ
o Va ricella o KN 7Var N é‘f;: 95KG9 " OZSLL SQ
Varicella Var N 10729720 0.5cc sSQ
PV Polio 0.5cc sQ
1PV Polio |Heraitis B 0.5¢cc sQ
1PV Polio |/WiNRIxe] 0.5cc sQ
: 'Einsgrlillkline . n'|’|l '
1PV v Polio_fammt™ i@ 0.5¢cc 5Q
PPV23 PPV ararea | 0.5¢c IM
PPV23 PPV 0.5¢cc IM
Hepatitis A Hep A M ™
Hepatitis A Hep A M
HPV HPV 0.5cc 1M
HPV HPV 0.5cc IM
HPV HPV 0.5¢cc M
Influenza Flu 0.5cc IM
influenza Flu 0.5cc M
Influenza Flu 0.5cc M
MCv4 . . Mening IM
MPSV4 Mening SQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sitas: LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid
**% \/|S {anguage given, if not English:




Aubumn University Montgomery
" Student Health Services

Hepatitis A and B Reminder

Date: %131

Dear M. AvdL

Your final Hepatitis A;aqd-B‘:_(vai“nrix)‘_ Vaéciﬁe-_is due on < l e Ig
Please call the Nursing Care Center for:an appointment as soon as possible,
at 244-3281 to continue receiving your immunization as scheduled.

In order for your immunization against Hepatitis A and B to be continued -
within the recommended schedule, you must have your final dose by

%]B‘H\?

Thank you for aﬂojWing us to participate in E'tf‘he protec_‘,ﬁ‘on of your good
health. |

~ Singerely,

Amy ,

brris, M.P.A., RN., B.C.
AUM-Nursing Care Center. - ,

P.O. Box 244023 Montgomery, Alabama 36124-4023 » 334.244.3281 Fax 334.244.339¢6



Screening Checklist e e L e / 4/%

/3,43

. 4 e DATE OF BIRTH 4
for Contraindications Al
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.

don’t
yes no know
1. Are you sick today? ] = O
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? W [g;}/ ]
4. Do you have a long-term health problem with heart disease, lung disease, asthma, ] O O
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have cancer, leukernia, HIV/AIDS, or any other irmmune system problem? ] [El/ 1
B 6. In"the past3-months; have you takenmedications that affect your immune syster; =
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] 2| 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? L] o O
8. During the past year, have you received a transfusion of blood or blood products, = o o
or been given immune (gamma) globulin or an antiviral drug? v
9. For women: Are you pregnant or is there a chance you could become pregnant n [
during the next month?
10. Have you received any vaccinations in the past 4 weeks? O IZ/ Cl

T
FORM COMPLETE:BY\/>//6 A /40/2( DATE g///?// gz
FORM REVIEWED BY /7}/&2—:,0‘7Q/ (/f?g/\’{[j DATE %/7//6

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.

immunization
ion coaliti

Technical content reviewed by the Centers for Disease Control and Prevention

Saint Paul, Minnesota » 651-647-9009 = www.immunize.org « wwwyaccineinformation.org
www.immunize.org/catg.d/p4065.pdf » ltem #P4065 (4/18)

immunize.org



AUM STUDENT HEAL T H CENTER S
TRAVEL HEALTH H_[S'IORY SR

| Dateﬂ/ (> //8/ Name / H,//u [ / e / /%/;- g

o 1 What is the reason for your v151t today L/A ol //é /u/ AL/A,A L T
o 2 Llst a]lergles you have to med1c1nes foods or 1od1ne )f/yg ;g, /Z/ v ,zz, ;)‘ ()//ﬁ; (f/fﬂ/z/

3. List any mechcatlons or drugs you are currently takmg (thls would mclude herbal and over-
the—counter as Well as prescrlptlon dru gs) ‘ : ' :

/UMW” A— = :

4. Have you, had any of the followmg (circle if this apphes to you; )

Heart disease _ ~ /J

Kidney disease o Y

StomaOh/Gastromtestmal dlsease o e /L/ e = e e o

~Diabetes/sugar ' T S : e
No_'_""_/ ‘

" 5. Are you 1mmunocompromlsed'7 (Is there a problem with your immune system) Yes

Thymus disorder ( Myasthenia graws thymoma thymectomy) Yo

Spleen removed P
Transplant recipient =~ A/, - L

Cirrhosis of the liver A . S ‘S
‘Cancer N S A &U,Q L ?\\)
HIV ' /LJ - D¢

“Never/ Rarely 7 1-2 Umes a WeeK %mmk/ S—O‘I'noTE“tnnes aweex I

R —Where are-you-going-on-your-rip? et T
8. Howlong is your trip? Months _~—— Days /O
9.. When are you leaving on your trip? Tope 25 208
- ' : ’ borf P>
Loudrs ;
| | F OR FLMALES ONLY o /W»
. e 3 w‘“/f ’ .
. A. Date of your last period? Have you ha dx«af’hys tel ectomy'7 YES NO
B. Are you currently pregnant? YES __ . XNO : '
© “Whitis your due date? T S o
- NO

__C..Do.you plan to become pr: egnafit in the next 3 nlomhs‘? YES - NO S
D. Are you breastfeeding? . .

(Adopted by NCC 7/08)
Revised2/11)



- . / .
Screening Checklist e e Lnnie/ /40 |
DATE OF BIRTHZ4 // 5’5’///(/

for Contraindications
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.

ves don’t
- Ye no know
1. Are you sick today? O / 1
2. Do you have allergies to medications, food, avaccine component, or latex? O ' {Z]/
3. Have you ever had a serious reaction after receiving a vaccination? ] / M
4. Do you have a long-term health problem with heart disease, lung disease, asthma, 0 IQ/ O
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have cancer, leukemnia, HIV/AIDS, or any other immune system problem? O IE,}’/ O
—6:_Inthe past 3-months; have youtaken medications that-affect yourimmune:system; - Sy
“such as predmsone ‘other steroids, or anticancer dru s; drugs for the treatment of ] & 0O
‘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? ] / ]
8. During the past year, have you received a transfusion of blood or blood products, o ,/” s
or been given immune (gamma) globulin or an antiviral drug?
9. Forwomen: Are you pregnant or is there a chance you could become pregnant - ' m’m_ﬂﬁ- e
_during the next month? S
70. Have you received any vaccinations in the past 4 weeks? [ El// (]

FORM COMPLETED Ell;\7>/’( nie / >// f""//V/ﬂéiﬂ DATE //’2/{):}’///3

4
FORM REVIEWED BY ML{}M : DATE Z!Sllq

Did you bring your immunization record card with you? yes [J 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.

immunization
action coalmon
i ] S

Technical content oviewed by the Centers for Disense Control and Prevention

Saint Paul, Minnesota - 651-647-9009 - www.immunize.org » wwwyaccineinformation.org
www.immunize.org/catg.d /p4065.pdf « ltem #P4065 (8/17)

immunizeorg



L ﬂ/” y
PATIENT NAM E-:D/f. ni'd / /4 Ve {”(/

Screening Checklist /

e e ¢ E OF BIRTH 3, Ly
for Contraindications L3S
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.

don't
yes no know
1. Are you sick today? ] 2 ]
2. Do you have allergies to medications, food, a vaccine component, or latex? ] Ll N
3. Have you ever had a serious reaction after receiving a vaccination? ] = 1
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? -
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? ] 2
ffffffffffffffffffff 6:-In-the-past-3-months;-haveyou-taken-medications-that-affect-yourimmune-system;
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] o 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? ] =g ]
8. During the past year, have you received a transfusion of blood or blood products, o g O
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 0 ] ]
during the next month?
10. Have you received any vaccinations in the past 4 weeks? ] M

— )0
FORM COMPLETED BYE/{ P 4//5/ DATEL)AC f//ff)

FORM REVIEWED BY %%\MJ DATE 3/&/ Z),%‘

4

Did you bring your immunization record card with you? yes L1 no e

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.

immunization
action coalition

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

immunize.org

Technical content reviewed by the Centers for Disease Control and Prevention

www.immunize.org/catg.d/p4065.pdf « Item #P4065 (8/17)
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K
AUBURN

MONTGOMERY

Hepatitis A and B Reminder

Date: 3(1»\‘?

Dear (v, Rudée.

Your second Hepatitis A and B (Twinrix) vaccine is due on :
Mavdh S, 201F _ Please call the Student Health Center at Auburn

Montgomery for an appointment as-soon-as-possible at-244-3281, 10

7

continue receiving your immunization as scheduled.

In order to stay within the recommended schedule, you should receive your
next dose by mevddn 19 l_;oﬁ/ '

Thank you for allowing us to participate in the protection of your good
health.

Sincerely,

Amy Morris, RN-BC
AUM-Nursing Care Center

AUBURN UNIVERSITY AT MONTGOMERY
STUDENT HEALTH SERVICES

P. O. Box 244023, Montgomery, Alabama, 36124; Telephone:334-244-3281, Fax:334-244-3396



