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Hepatitis A

Date: ?’/ 3[ [ 7/
Dear % /a clses_l:

Your final Hepatitis A vaccine is now due on.

Pleasecall the Nursing Care Center for an appolntment as soon as possible
at 244-3281.

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

Sutgerely,

Amy Morris, BSN RN-BC

AUBURN UNIVERSITY AT MONTGOMERY

Srudent Health Services
P.O. Box 244023, Montgomery, AL 36124-4023; 334-244-328); 334-244-3396

www.aum.cdu



ADOLESCENT & ADULT IMMUNIZATION RECORD
CLINIC: -

" Name:- :ﬁ (‘\CA_C:,QAJ\ ?. ¢ \\”\ ﬁ-ﬂn\\ i
Date ofbm‘.ha’?ldsf Q) %ecord#
Allerglcs - ) Reactlons

History of Chnckenpox" YES or NO If yes date if known: - EETUTILN EZ@;
Vaccine = . [Date Admin | Ageat|VISFormGiven| o e it Doseladmin|Route| Erovider Initials*** or
CIIE : Mo |Day| vr the timd Typel Mo | vr | Abbr*|  Number Sitak* : QOutside Provider Name
4 - | Td :  osee ™
Td ) |y ' Td ) 0.5cc ™
Td : .| Td ' ' 0.5cc ™
Td T Td o 0.5cc M
Tdap : S : - |Tdap " |osef. M
HepB : 1 ’ " | HepB M
HepB : ; HepB ' v
HepB Lo . HepB A ‘™
Hep B (booster if needed) _ HepB . . : ! o
MMR Rubella Rubeola o pvr R . 0.5ce sQ
MMR  Rubella Rubeola - pvr| I 0.5cc 5Q
Varicella- . - : ‘ Var el 7 |oses| sQ
Varicella . . ‘ o | Var .5¢ sQ
PV oF ’ : . Polio i Con [EHESURN 5o sQ
e — : : T :t;;[’ o 03/19/20 rig =
PV o o | peio | st e sQ
R N A O RO 5 N B : e b i g
PPVZ23 - PPV s ?ZOELUJnsm.o.Scc ™
PPV23 ‘ | | |y i S i l"l'rh"n W s - ,
Hepatitis A - =0 ] 1}4 )Cj ] —1 HepA| . g_,_ﬁ LR e el A ™M g Em&
Hepatitis A - 7 1| Hpa| | - A IR I 1V
HPV P : N ' - | ERY i ’ 0.5¢cc ™M
HPV ‘ . R et . ‘| 0.5cc ™
HPV - o , HPY S R e ™
Influenza. .~ - : S Flu| - . C - |osee| ™
Influenza - ' P , Flu w i ), sy o 035;-,«; M
Influenza T ‘ _ . Flu| .- |+ {. -« |o5ee M.
MCV4 ' 1 E T R e ' ™
MPSV4 ow O 7y |Wesel sQ

# Manufzcturers: M= Merck §= Sanoﬁstteur,W Wyeth; G GlamSmmhKlme .
**Sijtes: LT = LettThwh RT Rwht'I‘hWh LA= LeﬁArm RA= RwhtArm LD LnﬁDeltmd RD =Right Deltoid .

*"*VIS Languaoe glvcn, if not Entfhsh




***Provider Information

First Name MI LastName Title Full Signature Initials
-
*
Tuberculin Test
Date Admin|Test Typel Provider*** | ‘Provider®** [Resglis Notes i
Mo { Day | Yr | PPD| Tinc { placing the-test|reading the test
Titer Test Results for Non Susceptibility (I
D=zte -~ Disease v Hesulis | Notes
Mo{Day|¥r’ Neg | Pos
Vaccine Date Admin| Agest [VISForm Given| Magor Lot * |Dose[Admin|Route| Provider Initislsss _
Mo/ Day| vr {tbetime(Tynel po [, |Abbr*|  Number Site*=| ;| or Outside Provider




Patient name: Datéof birth: [/
: (ro) (day) 0r)

Screening Checklist for Contraindications to
Vaccines. for Children and Teens

For parents/guardians: The following questions will help us determine which vacdnes your child may
be given today. If you answer “yes” to any question, it does not necessarily mean your child should not be

vacdnated. It just means additional questions must be asked. If a question is not Don't
clear, please ask your healthcare provider to explain it. Yes No  Know
I. s the chid sick today? o M O

2. Does the child have allergies to medications, food, a vaccine component, or latex? b /ﬁ O

3. Has the child had a serious reaction to a vaccine in the past?. O )CI O

4. Has the child had a health problem with lung, heart, kidney or metabolic disease 0 0
(e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy?

5. Ifthe child to be vaccinated is 2 through 4 years of age, has a healthcare O 0 0
provider told you that the child had wheezing or asthma in the past 12 months?

6. Ifyour child is a baby, have you ever been told he or she has had intussusception? O O O

7. Has the child, a sibling, or a parent had a seizure; has the child had brain or other 0 M O

nervous system problems?

8. Does the child have cancer, leukernia, HIV/AIDS, or any other immune system problem? [ ‘&/ O

* 9. Inthe past 3 months, has the child taken medications that weaken their immune
system, such as cortisone, prednisone, other steroids, or anicancer drugs, or had O M 0O
radiation treatments?
10. In‘the past year, has the child received a transfusion of blood or blood produdts,
L . . O O
or been given immune (gamma) globulin or an antiviral drug? :
I1. s the child/teen pregnant or is there a chance she could become pregnant during 0 a« O
the next month? .
] |
12. Has the child received vaccinations in the past 4 weeks? O O
v —T )
Form completed by: Y\A (/Ol)e \[H/\,LJ/"OVY"\ Date: A~ | ¢ - q
Form reviewed by: Date:
Did you bring your child’s immunization record card with you? yesgno a
It is important to have a personal record of your child's vaccnations. If you don't have one, ask the child’s healthcare provider

-to give you one with all your child’s vaccinations on it. Keep it in a safe place and bring it with you every time you seek medical
care for your child. Your child will need this document to enter day care or school, for employment, or for international travel.
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