AUBURN

MONTGOMERY®

Hepatitis A

Date: f[Sl\% | |
Dear My< \b,‘ac}s MCl, AA/I’VKCQ

Your final Hepatitis A vaccine is now due on.

— Please callthe Nursimg Care Center 10T an appoIntimeit as soon as possible
at 244-3281.

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

Sincered

AUBURN UNIVERSITY AT MONTGOMERY

Student Health Services
P.0. Box 244023, Montgomery, AL 36124-4023; 334-244-3281; 334-244-3396

www.aum.edu



Patient name: 74//;//@/ D/[/}///]/j Date of birth: 11t DR
' JJ

(mo) (day)  (yr)

S'Creening'CheCklist for Contraindications to
Vaccines for Children and Teens

For parents/guardians: The following questions will help_us determine which vaccines 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. Isthe child sick today? - . o O [_Tﬂ/ 0
2. Does the child have allergies to medications, food, a vacdne component, or latex? O O
3. Hasthe child had a serious reaction to a vaccine in the past?. O / O
4. Has the child had a health problem with lung, heart, kidney or metabolic disease 0 / O

(e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy?

5. [fthe child to be vaccinated is 2 through 4 years of age, has a healfthcare
provider told you that the child had wheezing or asthma in the past |2 months!

6. Ifyourchidisa .baby, have you ever been told he or she has had intussusception? U

7. Has the child, a sibling, or a parent had a seizure; has the child had brain or other
nervous system problemns? '

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

9. Inthe past 3 months, has the child tzken rmedications that weaken their immune

O
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systemn, such as cortisone, prednisone, other steroids, or anticancer drugs, or had | [l
radiation treatments?

10. Inthe past year, has the child received a transfusion of biood or blood products, O "ED/ O
or been given immune (gamma) globulin or an antiviral drug?

| 1. Isthe child/teen pregnant or is there a chance she could become pregnant during O ]ﬂ/ M
the next month? .

[ 2. Has the child received vacdnations in the past 4 weeks? 0 E:ﬂ/ O

Form completed b)/:é “Adm (\(}J DJ W/%Q» ' Date: 7{/ Z,o ) )((
Form reviewed by:' W.l/l Oy ( ;QM/ =) Date: Q Lo ! g

1~ -
Did you bring your child’s-in mun@n record card with you? yes [ no"g\
It is important to have a personal record of yeur/child's vaccinations. If you don’t have one, ask the child's heafthcare 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.

Technical content reviewed by the Centers for Disease Control and Prevention
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AUM STUDENT HEAL TH C‘FN TER

.. . TRAVELHEALTHHISTORY - B
Da.tea:}-&@ { ﬁf Name \@C\K\(& \)i&[}\
1 What is the reason for your Vls1t today (\A\%’\(‘m Lﬂﬁx\(,ﬂ 3

2. Llst allergles you have to medmmes foods or 1od1ne )u\( \{

3. List any medlcatlons or drugs you are currenﬂy takmg (thls Would 1nc]ude h<=1ba] and over-
the-counter as Well as prescnptlon drugs) T\ \K it )\ U Ul 3 t\{ \ '

4. Have you, had any of the followmg (cm:le if thls apphes to you;):
Heart disease . ,
Kidney disease
- Stomach/ Gastrointestinal dlsease e e

o Dlabetes/sugar . |
5. Are you immunocompromised? (Is there a problem w1th your immune system) Yes_ ~__No

e eta s )

’-“"———'-WThymus -disor: del ( Myasthema graws—thym@ma, tymectomy) —
Spleen removed 2 :

Transplant recipient

Cirrhosis of the liver

‘Cancer

HIV

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

Never/ Rarely 7 1-2 times a week /34 times a week /-5 or mnore times™ a‘WGek

~—7-~Where are-you going on your trip?- Mobuis e -
8. Howlong is your trip? Months 7 Days 4
9. When are you leaving on your trip? W\C\Yk/\ L ) QU W

v ‘ .

FOR FEMALES, ONLY ‘

- A. Date of your last peuod'7 X 702! ) Have you had ahystemctomy'? Y ]f‘) - NOL/
B. Are you currently pr egnant’7 YES NO \{ ‘ A :
 Whiatis your due date? \\} kR - NV
C. Do you plan to become pr egnant in the next 3 momhs'7 YES _ - NO_ ¥
D. Are you breastfeeding? YES NO _A : :

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



SC?’eﬁﬂiﬂg CE’]@@E{EES‘E PATIENT NAME _.

DATE OF BIRTH. ____. yA— yA—

for Contraindications
to Vaccines for Adulis

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. 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?

5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem?

6. In the past 3 months, have you taken meaications that aitect your immune system,
__such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of [ Y .
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 /K} ]
8. During the past year, have you received a transfusion of blood or blood products, O ,.ff 0
or been given immune (gamma) globulin or an antiviral drug? i
9. For women: Are you pregnant or is there a chance you could become pregnant oy
during the next month? b
4
10. Have you received any vaccinations in the past 4 weeks? 1 K]

FORM COMPLETED BY

Aetiict a9y /e
77

FORM REVIEWED BY DATE
\/\\
Did you bring your immunization record card with you? yes [] 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 coalition
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