ADOLESCENT & ADULT IMMUNIZATION RECORD
Clinic: _ Aum-sH>

Name: DM{@\

Nud e

Date of Birth: _1\__ /13 /G% Record #:

Reactions:

Allergies: PO, Su\g&a} ci\'DVO

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

Date Admin VIS Form Given & Provider Initials***
Vaccine Age at Manutx,; 09/29/13 Admin or Outside Provider
Mo|Day| Yr |the time| Type |Mo| Yr| Abbr* ose| Site** | Route Name

NOC 58160-81§-43 7
Td Td ) Z= 8 Scc IM
Td Td Hepatits B . ]0.5cc M
Td Td TWINRIX® 1ml0.5¢¢ M

W8y
Td Td st I scc IM
Tdap Tdap Bo.scc IM

H
Hep B 4'!4‘0‘0#} Als |IY Fﬁﬁ)‘% 711l 0 D v A
s + Mon@ 13| W]\Y AR | D v | A
[ i 3, | Hepatitis A & . AT
wepe + Hep B 1817119 HepB |T] |I(,| Hepatiis foll LD i (Im
] T

Hep B {booster if needed) Hep B TWINRIX® 1ob 1M

by Ly e Lk
MMR Rubella Rubeola MMR Siaotmiiing |7 TIMEANIEI D.5cc sQ
MMR Rubella Rubeola MMR ‘ M 0.5¢c sQ
Varicella Var-—{-—— E,_;: 95K69 0:5¢cc SQ-— —
Varicella Var N 10729720 0.5cc sQ

N %0-515.
1PV Polio | | 0.5cc sQ
1PV Polio |Herg 0.5¢¢ sQ
IPV Polio |TWh L 0.5cc sQ
] W?'iﬁ.by‘ ]:Ul i “l Y]

1PV Polio fisgmtin ”””.".,l,.!.n, 0.5cc s5Q
PPV23 PPV | 0.5cc M
PPV23 PPV 0.5cc M
Hepatitis A Hep A M
Hepatitis A Hep A M
HPV HPV 0.5cc IM
HPV HPV 0.5cc M
HPV HPV 0.5cc M
Influenza Flu 0.5cc IM
Influenza Flu 0.5¢cc M
Influenza Flu 0.5cc 1M
MCv4 Mening 1M
MPSV4 Mening sQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sitas: [T = 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 Montomery
- Student Health Services

Hepatitis A and B Reminder

Date: ?lBll?

Dear Ny, AvdL

Your final Hepatitis A and B (Twmnx) Vaccme isdueon = e 1
Please call the Nursing Cale Center for:an appointment as soon as possible,
at 244-3281 to continue receiving your immunization as scheduled.

P.O.

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

%,9»'-!‘\\?

Thank you for aﬂowmg us to participate in the protec tlon of your good
health. : :

* Sincerely,

Amy Morris, MPA, RN, BC .
AUM-Nursing:Care vC.genter_.:‘ :

Box 244023 Montgomery, Alabama 36124-4023 ° 334.244.3281 Fax 334.244.3306



Q\%ﬂ/z/(;ﬂ / /jUC

Screening Checklist PATIENT Nav ;

M - M DATE OF BIRTH 4 / :
for Contraindications e o st/ /5 Lo S
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 know
1. Are you sick today? L] - O
2. Do you have allergies to medications, food, a vaccine component, or latex? & O N
3. Have you ever had a serious reaction after receiving a vaccination? ] / L]
4. Do you have a long-term health problem with heart disease, lung disease, asthma, 0 O

kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?

5. Do you have eancer, leukernia, HIV/AIDS, or any other irmmune system problem? ] II,]/ 1

6. In the past 3 months, have you taken medications that affect your immune system, g
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] il
rheuratoid 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 O
8. During the past year, have you received a transfusion of blood or blood products, . 7 [
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 =
during the next month?
10.-Have you received any vaccinations in the past 4 weeks? ] / ]

FORM COMPLETEm/Xi vl /%/L// _ DATE 8//7// g(
FORM REVIEWED BY /WZ)"// 07?/ C/f@/\’(“) DATE g:///7///g

Did you bring your immunization record card with you? yes (1 no el

[tis 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
Technical content reviewed by the Centers for Disease Control and Prevention

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

immunize.org



AUM STUDENT HEAL T H CEN I‘ ER

S LS S L N S TRAVELHBALTHHIS"IORY
| Dateﬂ/’/pb//b/ Nameibf‘o//(/ t)/ )/// /‘/L/’&‘ s

-

a 1 What is the reason fo:r your VlSlt today {/xj{, ) /;f( A MLA :
2 Llst a]lergles you, have to medlcmes foods or 1od1ne /:fyg ,g,/// v ;z, 3 cﬂ/é, » .r;’/

3. List any med1cat10ns or dmgs you are currently takmg (thls would mclude herbal and over-
the~counter as well as prescrlptlon drugs):. - - : : ,

/uW
4, Have you, had any of the followmg (c1rcle if. thlS apphes to you )
Heart disease _ A |
Kidney disease o 3 /J
StomaoNGastromtestmal diseage-—--— /L/ s e < e
~ Diabetes/sugar - T I ' T
o

"5, "Are you 1mmunocompromlsed7 (Is there a problem with your immune system) Yes

Thymus disorder ( Myasthenia graws thymoma thymectomy) o)

Spleen removed N

Transplant recipient M L : :
Cirthosis of the liver A/~ =~ : > v
‘Cancer 4 A A éw? ¢ é\‘)
HIV - T ¢

6 How often do you drink beer, wine, wine co cooler, or liquor? (Please olrcle)

“Never/ Rarely 7/ 1-2 umes A WEEK Y34t 5= 4 times d sk S“OT"‘OTE HITHEs S WGSK_

- -——7-—Where are-you- going om-your4rip? Z vt
8. Howlong is your trip? Months__~—— Days /O
9.. When are you leaving on your trip? o ol 2 5‘: 2018
. . , (,uc\,ub Lot vy
. FOR FEMALES,ONLY ST
. e .) Mﬂ» . .
. ) . / ‘ )
. A. Date of your last period? , Have you Ml;adfa hys terectomy? YES NO

e

B. Are you currently pregnant? YES _XNO

What is your due date? L o
_.C..Do.you plan to become pregaait in the next 3 monﬂls‘? YES. " NO
D. Are you breastfeeding? YES NO

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



: , .
SC?'eemng CheCkhst PATIENT NAME)/( 11 ?/ /,4(/[*/(,/

: 2 . DATEOFBRTH’ /3, Lo
for Contraindications wn Ll [31Le S

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? (I L O
2. Do you have allergies to medications, food, a vaccine component, or latex? ] Lt ]
3. Have you ever had a serious reaction after receiving a vaccination? ] = 3
4, Do you have a long-term health problem with heart disease, lung disease, asthma, o / .
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 [:]
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 L] = 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 ]
8. During the past year, have you received a transfusion of blood or blood products, o 0O
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
during the next month? [
: T 7
10. Have you received any vaccinations in the past 4 weeks? ]

FORM COMPLETED D’P//ﬁ v //W’( (/{ (" / DATEx>/ 5 //Lj/

FORM REVIEWED BY %ﬂ\‘ﬂ///&) DATE 5/(@ Zl%‘

Did you bring your immunization record card with you? yes 1 no me

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
Technical content reviewed by the Centers for Disease Control and Prevention

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

immunize.org



i
AUBURN

MONTGOMERY

Hepatitis A and B Reminder

Date: 3(1—\‘7

Dear (Y\r. QAud e

Your second Hepatitis A and B (Twinrix) vaccine is due on :
Mavrdh &, z01F _ Please call the Student Health Center at Auburn

qugqmgxﬁqy ;g@gppmpt;n entwasﬂsoonrr-'asr—possi—blerrratﬂ—24»4=32 81,to

continue receiving your immunization as scheduled.

In order to stay within the recommended schedule, you should receive your
next dose by mevdn 19 20 Y ‘

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

Sincerely,

Wris, CRIN GBS w

- /7£///

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



