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INITIAL TUBERCULOSIS (TB) SKIN TEST

LAST NAME:FO\KS&S‘ mm‘s FIRST NAME: K_Q\ rm TSCCID #: [[Q(L\ LI\ b i6

TUBERCULIN {TB) 2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1-TEST #1:

NAME OF PERSON ADMINISTERING: B.&\;DM_\_‘QNP

DATE ADMINISTERED (TEST #1): lm?;“ ]Q’L’L LOT #: (.)% B 0% AA EXPIRATION DATE: g “ \ ! ] 3
DATE READ: \ ‘z\‘LL(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)
TEST 1 RESULTS: POSITIVE XNEGATIVE REDNESS {please identify results with a v')

mm {please provide measure in millimeters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE MM

On the date read (48-72 hrs after it is administered), your provider will evaluate, measure, and interpret the area. Your provider will document the millimeters

(e.g. & mm, 4 mm, 12 mm) and if the 1st TST is negative, you will return for the 2nd test in 7-21 days. If the 1st test is positive, you should see your provider for
additional evaluation and treatment.

IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2

STEP 2 - TEST #2 -7 - 21 DAYS AFTER STEP 1

1

NAME OF PERSON ADMINISTERING:

\ |EN
DATE ADMINISTERED (TEST #2): L\_L:]_\:I.Q’L"L ot _ CSROBNAA EXPIRATION DATE: 3& 1\ h. 03
DATE READ: ‘ \ \9 ,( 7; (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: ©POSITIVE EGATIVE REDNESS (please identify results with a v}

mm (please provide measure in millimeters}

PHYSICIAN/NURSE PRACTITICNER SIGNATUREgab.A:&%&LQOQO AUBURN UNIVERSITY MONTGOMERY

STUDENT HEALTH CENTER
l Provider: IRMA B. MOORE HALL RM. 102
| Please place office stamp P.0. BOX 244023
! here (if possible) for MONTGOMERY, AL 36121 ‘",
i

validation purposes.

On the date read (48-72 hrs after TEST #2), your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. ¢ mm, 4 mm, 12 mm).
If the 2nd TST is pegative - you are done!

On the date read (48-72 hrs after TEST #2, your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm).
If the 2nd TST is positive, you should see your provider for additional information & treatment.

IMPORTANT NOTE:
if @ TB skin test cannot be performed due to past + lest or BCG vaccinalion:
1) Your provider will likely order a chest x-ray and you will provide the program with a Radiologist's report - OR
2) Your provider (on provider letterhead) can document that you are free from TB and do not need a 2-step T8 test or chest x-ray



HEALTH EXAMINATION FORM

LAST NAME:FO \Kg’g.\“\mo(\%RST NAME: K{“\ (0\ TSCCID #: ROQIQ\MBPHONE NUMBER:% 6467624 q

THE FOLLOWING INFORMATION MUST BE COMPLETED 8Y A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

AHergies (Food/Drug/Latex. etc.) NK R
Height S0 Wweight | ©3 .3 BP_IOBISR Pulse (o (p
Vision Right 20/} Left20r 1S Corrected: YE/ND
(6 NORMAL ABNORMAL FINDINGS
o | CBC »/ Perding Rrsraie twuarkyo
M Cardiovascular v~
P Pulses v
L Heart v
Lungs v
T EN.T. Nz
E Gastrointestinal /
Musculoskeletal v .
Neurological Y.
Other Y
The student has been diagnosed with a chronic/serious medical condition(s)? (Ex. Diabetes, hypentension, seizure disorders, etc.?) Yes Ne

If yes, please list:

Is/are the condition(s) being presently controlled or treated? __ Yes __ No Ifyes, please describe:

The student has been diagnosed with a psychiatric’/mental condition(s)? (Ex. Bipolar, depression, chemical dependency, efc.) __ _Yes _ ¥ No
Is/are the condition(s) being presently controlled or treated? _ Yes L No  If yes, please describe:

The student is taking prescribed medications con a regular basis? _ Yes _‘/__H No

If yes, please list:

On the basis of my examination on this day 1© ,3 \ QQQQ . | approve the student’s participation in Clinical Education.
manth, day, year
Vel
V Yes Ng Limited - If iimited, please describe:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS {PLEASE PRINT) gﬁtﬁﬁb‘yu_ﬂ 1) Chp

PHYSICIAN/NURSE PRACTITIONER SIGNATURE &M

Provider:
Piease place office stamp
here {if possible} for
validation purposes.

AUBURN UNIVERSITY MONTGOMER
STUDENT HEALTH CENTER
TRMA B. MOORE HALL RM. 102
P.0. BOX 244023
MONTGOMERY, AL 36124-4023
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HEPATITIS B IMMUNIZATION

rsr el QRS SRS e wnne KL scene i ULIH1D

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? |F "YES" - SEE STEP 1 & |F "NQ" SEE STEP 2.

HEPATITIS B TITER - TO BE COMPLETED BY YOUR HEALTHCARE PROVIDER.

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIES IN THE PAST - HAVE ATITER DRAWN AND COMPLETE THE FOLLOWING.
PLLEASE NOTE THAT {F YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2,

DATE QF TITER: | \ !3\[1911 POSITIVE? v’ {anti-HBs210 miU/mL) NEGATIVE? (anti-HBs <10 mlU/mL) (please identify results with a )

PHYSIGIAN/NURSE PRAGTITIONER NAME & CREDENTIALS (PLEASE PRINT) Rahiry RAOULUGRAY (N Y
PHYSICIAN/NURSE PRACTITIONER SIGNATURE M&w

AUBURN UNIVERSITY MONTGNMERY

Provider:
Please place office stamp STUDENT HEALTH CENTER
here {if possible) for IRMA B. MOORE HALL RM. 102
validation purposes, P.0. BOX 244023

MONTGOMERY, AL 36124-4023

{F YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BEL.OW,

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION OR iF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

18T VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

Provider:
Please place office stamp
here (i possible) for
validation purposes.

2ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 1 MONTH AFTER 18T DOSE

Provider:
Please place office stamp
here {if possible) for
validation purposes.

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 6 MONTHS AFTER IND DOSE

Please place office stamp
here (if possible} for
' validation ;)urposes

, :
F Provider:

t

[

|

AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:

DATE GF TITER: POSITIVE? (anti-HBs 210 mIU/mL) NEGATIVE? (anti-HBs <10 mIU/mL) (please identify resulls with a ¢)

PHYSICIAN/NURSE PRACTITICNER NAME & CREDENTIALS (FLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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VARICELLA (CHICKEN POX) IMMUNIZATION

xsrre FOLKSSUOIONG e e KA scens NP

VARICELEA/CHICKEN

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? JF "YES" - SEE STEP 1 & |F "NQ" SEE STEP 2,

STEP 1 - IF YOU HAVE PREVICUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE A TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION IS
REQUIRED.

DATE OF VARICELLA TITER: | B\S lt ur\,’L POSITIVE? = 1.1Al) NEGATIVE? (=0.8Al (please identify results with a ¢)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) EQ‘Q\D_EXQ\M_\_,_(LN P
PHYSICIAN/NURSE PRACTITIONER SIGNATURE _Mfam_cjtp

AUBURN UNIVERSITY MONTGOMERY

f brovid | STUDENT HEALTH CENTER
1, Provider:
| Please piace office stamp ‘ IRMA B. MOORE %;RM 102
- here (if possible) for P.0.BOX 2
validation purposes. ‘ MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR
BOOSTER IS REQUIRED. AHEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

VARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLA VACCINE #1:
DATE OF VARICELLA VACCINE #2.

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT}

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible) for
validation purposes.

AFTER COMPLETION OF 2-PART SERIES OR BOOSTER, HAVE A TITER DRAWN FOR VARICELLA ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? NEGATIVE? (please identify results with a )

PHYSICIANMNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIANANURSE PRACTITIONER SIGNATURE
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAME:MM FIRST NAME: K‘a( 0\ TSCC ID #: ho pu L\M6

MEASLES/MUMPS/RUBELLA (MMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

HAVE YOU RECEIVED YOUR MMR IMMUNIZATICON IN THE PAST? |F "YES" - SEE STEP 1 & IF "NQ" SEE STEP 2.

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER
COMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: MJL’\ 1 POSITIVE? z_ z 1.1Al) NEGATIVE? ___ (s 08Al {please identify resuits with a ¥}
DATE OF MUMPS TITER: WYL posmvE? ¥ @11A) NEGATVE? <08 Aly (please identity results with a v/
DATE OF RUBELLA (MEASLES) TITER: \M%!! LL  POSITIVE? _\é 1.1Al) NEGATIVE? ___ (s07Al) (please identify results with a v)
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) ¥l DAoLy ,Q;)&E NP
PHYSICIAN/NURSE PRACTITIONER SIGNATURE MM&L‘P AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
e — IRMA B. MOORE HALL RM. 102
D Please place office stamp P.O. BOX 244023
e 1 possible) o MONTGOMERY, AL 36124-4023

validation purposes,

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW.

A MMR) VACCINATI

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION 1S REQUIRED. A HEALTHCARE
PROVIDER MAY RECOMMEND A BCOSTER. IF ABOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

DOSE #1 MEASLES (RUBEOLA) DATE: DOSE # 2 MEASLES (RUBEOLA) DATE:
DOSE # 1 MUMPS DATE: DOSE # 2 MUMPS DATE:
DOSE #1 RUBELLA (MEASLES) DATE: DOSE# 2 RUBECLLA (MEASLES) DATE:

PHYSICIAN/MNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provicer:

Fioase place office stamp
here (i passiblel for
vahdalion purposes

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? NEGATIVE? (please identify results with a ')
DATE GF MUMPS TITER: POSITIVE? NEGATIVE? (please identify results with a )
DATE OF RUBELLATITER: POSITIVE? NEGATIVE? {please identify results with a ¢')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

| . R4
nsrawe FOKSOIMIONS e e KT e M

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

ATDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP VACCINATION: Blfll—l b0 DATE OF MOST RECENT BOOSTER: L h:\ \LA\A

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) K Qb RO WG10 3Y ,CXNP
PHYSICIAN/NURSE PRACTITIONER SIGNATURE éﬁkM&kcﬁw

% Provider:

1 Please place office stamp
| here {if possible) for

| validation purposes.

5 ANUNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.0. BOX 244023
MONTGOMERY, AL 36124-4023



Auburn Montgomery Student Heaith Services
7461 East Dr
Montgomery, AL 36117
{334) 244-3281

Laboratory Results
Patient Name: KEIRA FOLKS-SIMMONS Order Date: 10/31/2022

MRN: 4982 DOB: 06/10/2000 Phone: {) - Gender:

Placer Order (D: 00835463 Physician: BLACKWELL
Fiiler Order ID: AL279029X Physician iD: 1205276632
Specimen Date: 10/31/2022 11:06 AM Fasting:

Result Date: 11/01/2022 4.07 PM Disposition:

Specimen Source: SOURCE, UNSPECIFIED

Test Name Abnormal  Result Value Unit of Measure Ref Range Status Producer {0
MEASLES AB [IGG), IMMOKE STATUS 167,00 Al/ml F ET

interpretation

BEREET PR AR I A SR ST AV S

The preserce of meas.es IglG suggests Lmnunl. ation Gr

past or current infection with measios virus,

Fur additional information, please refer vc
Witp://education.Questliagnostics.com/fag/FACIED
iThis tink is being provided for informaticnal/

edurational purposes oniy. ]

AR {IGG), IMMUNE 1FL1e AU/mL F AT

Interpretation
Not conslstent with immunity
Lay Faguivocal

Consistent with o imoun Ly

The gpresenco of momps 1a0 act tbhedy sugaest s tiemin nation
or opast or oonrrent nfocovicn with oramps s
RUBELLA AB (1GGH, IMMUNE 3TATUSZ L5 Index ¥ AT
Inden Interpretation
DGO Hot consistent with immunzty
IR CI Rqulvooal
oroo- 1.0 Copsistent wlbo Lmmunitiy

Tre presences of rubeila (g0 antibody suggests

rmmunloatien or past ar current anfecticn with

rubella virus,

Test Name Abnormal Result Value Unit of Measure Ref Range Status Preducer 1D
WHITE BLOOD CELL COUNT 4.8 Thousand/ul 3, R-10,8 ¥ AT
RFEO BLOOD CELL CCUNT H 5oLg Million/ul 3.20-5.10 F AT

Confidential

Generated by an Electronic Health Record appiication an 11/2/2022 8:42:48 AM 1 of 3



ADULT IMMUNIZATION RECORD

Name: FOLKS, KEIRA BRANDI-JDAZA
Allergies: DoB: 0810/
- Chart
Reactions: #:
Date of Service: 10/31/2022
. . Type of Vaccine | Date Given [Age at Dose Route & Site Mfr. Lot # V1S Date Vaccinator Signature
Vaccine Family {no Brand Name) | {mm/dd/yy) | Adm | (co/mL}
Tetanus, Diptheria, DTAP 08/22/00 2m 0.5
(Pertussis) DTAP 10013000 | 4m | 05
{e.q., Td, Tdap)
DTAP 11/08/00 4m o5
DTAP 12/14/00 ém 05
DTAP 06/12/03 3y 0.5
DTAP 07/01/04 4y 0.5
TDAP 04/17/13 12y 0.5 PO LD PMC C4030AA OJUTSIDE CLINIC
Hepatitis A
{e.g., HepA, HepA-HepB)
Hepatitis B HEF B ADCU/PED| 086/12/00 om g5 QUTSIDE CLINIC
(e.g., HepB, HepB-Hib, HEP B ADOLIPED| o7/18/00 | 1 0.5
DTaP-HepB-IPV, HepA- ¢ m ;
HepB) HEP B ADCL/PED 12/14/00 ém 05
Human Papilomavirus
{e.g.. HPV)
Measies, Mumps, Rubeila |MMR 08/12/63 3y 0.5
MM MR
(MMR, MMRV) MMR 07/01/04 4y 0.5
Meningococcal MCV4P 04/17/13 12y 05 PO LD PMC Ud4397AB CGUTSIDE CLINIC
{MCV4, MPSV4) (MENACTRA)
Pneumococcal PCV7 a0 8am 0.5
{e.. PCV, PPV) PCV7 oer1/e1 | 12m | 05
Polic 1PV 08/22/00 2m 0.5
gfif)" IPV, DTaP-HepB- gy 101300 | 4m 0.5
PV 11/08/00 4m 0.5
PV 06/12/03 3y 05
PV 07/01/04 4y 0.5
Varicella (Var, MMRV) VARICELLA 08/11/01 12m 0.5
VARICELLA 06/14/10 10y 0.5
Influenza
(e.g.. TV, LAIV)
Zoster
Other HIB (PRP-OMP} 08/22/00 Zm
HIB (PRP-OMP) 10/13/G0 4m
HIB (PRP-CMP) 12/14/00 6m
HIB {HBOC}) 06/12/03 3y
WARHAWK HEALTH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE
Mantoux Maxtoux
RM 102 MOORE HALL
MONTGOMERY, AL36117 Mantoux Mantoux
334 2443281 Mantoux Mantoux




FILE AS PAGE DIRECTLY BEHIND DD FORM 2768 ON LEFT SIDE OF MEDICAL RECORD

VACCINE ADMINISTRATION RECORD
(THIS FORM IS SUBJECT TO THE PRIVACY ACT OF 1974)
This document comgplies with Article 36 and Annex 6 of the World Health Organization International Health Regulations (IHR}) of 2005. International
Health Regulations cali for this document to be accepted in lieu of the International Certificate of Vaccination (PHS Form 731) when traveling
outside the United States. In accordance with the IHR, this automated record is an equivalent document issued by the United States Armed Forces.
By inserting the Vaccine Information Statement (VIS version date in the applicable field, providers verify that the vaccine(s) annotated were
administered and current VISs were given to the parent, legal guardian or patient. This form complies with federal record-keeping requirements of
the National Childhood Vaccine Injury Act of 1986 as amended 14 December 1993. Parent, guardian, or patient signature is not required unless
Istate law mandates a guardian signaturg and proof of informed consent.
' Vaccine (Seﬁes) ' Date Manufacturer Lot Number Do.:,age VIS Version Administering Tech
Adenovirus types 4 and 7 18 Mar 2019 |Barr Laboratories 34600399 2tablets |6/11/14 ACHA, CHERRY
COVID-19 Pfizer(1) 1 Oct 2021 |Pfizer, Inc 30130BA TRANSCRIBED
COVID-19 Pfizer(1) 22 Qct 2021 |Pfizer, Inc 30130BA TRANSCRIBED
Hep A-Hep B(1) 18 Mar 2019 |GlaxoSmithKline 3C422 1.0mL Q71201186 ACHA, CHERRY
Hep A-Hep B(2) 18 Apr 2019 |GlaxoSmithKline H4A37 1.0mL 07/20/16 KUEHN, SHANE
Hep A-Hep B(3) 2 Aug 2020 [GlaxoSmithKline 75C72 1.0mL 7i20/2016 JOHNSON, KEISHA
Influenza, injectable, quadrivalent 21 Feb 2019 |Seqirus YF44009 0.5mL
Influenza, injectable, quadrivalent, pres| 6 Nov 2020 |Seqirus P100261246 0.5mL 08/14/2019 WHITING, ALBERT
influenza, injectable, quadrivalent, pref 4 Dec 2021 GlaxoSmithKline 334RL 05mL JOHNSON, KEISHA
1PV(1) 21 Feb 2019 (Sanofi Pasteur P1A432M 05mL  (7/20f16
Meningococcal MCV4AP 21 Feb 2018 |Sanofi Pasteur uB002CA »|0.5mL  |08/24/2018
Tdap i 21 Feb 2019 GlaxoeSmithKline 429H5 0.5mL 02/24/2015
Immunization Exemptions “
Vaccine Exemption Expiration Date

Measles Pos Titer Indefinite

Mumps Pos Titer Indefinite

Rubella Pos Titer Indefinite

Variceila Paos Titer Indefinite

LAST ITEM
DO NOT MAKE ENTRIES BELOW THIS BLOCK

Name:  co1 ks SIMMONS KEIRA B Sex. g
Status: Rank:
NG SRA
Service: Sponsor's ID: BOB:
Air Force 1543985801 10 Jun 2000

DD FORM 2766C (Computer Generated) - ASIMS Printed 10/21/2022 12:06




ADULT IMMUNIZATION RECORD

Name: FOLKSSIMMONS, KEIRA.
Allergies: DOB:  06/10/2000
- Chart
Reactions: #
Date of Service:  10/31/,
5 . Type of Vaccine | Date Given |Age at Dose Route & Site Mfr. Lot # VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mm/ddiyy) | Adm | (co/mL)
Tetanus, Diptheria,
(Pertussis}
{e.g., Td, Tdap}
Hepatitis A
(e.g., HepA, HepA-HepB)
Hepatitis B
(e.g., HepB, HepB-Hib,
DTaP-HepB-IPV, HepA-
HepB)
Human Papilomavirus
(e.g., HPV)
Meastes, Mumps, Rubella
(MMR, MMRVY)
Meningococcal
{MCV4 MPSV4)
Pneumococcal
{e.g. PCV, PPV)
Polic
{e.q., IPV, DTaP-HepB-
Hio)
Varicella (Var, MMRV}
Influenza
{e.g., TIV, LAIV)
Zoster
Other Pfizer Covid19 10/01/21 21y M PFR 30130BA OUTSIDE CLINIC
Pfizer Covid18 10/22/21 21y M PFR 301308BA QUTSIDE CLINIC
WARHAWK HEALTH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE
Mantoux Maxtoux

RM 102 MOORE HALL

MONTGOMERY, AL36117 Mantoux Mantoux

334 2443281 Mantoux Mantoux




