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Screening Checklist e Ongeta Erobanoagha

for Contraindications osre or siwre Loy o1 12008
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” 1o any guestion, it does not necessarily mean you should not be vaccinated. Jtjust means
additional questions must be asked. If a question is not clear, please askyour healthcare provider to explain it.

don't
yes no know
1. Are you sick today? O Vil 0
2. Do you have allergies to medications, food, a vaccine component, or latex? 0 X O
3. Have you ever had a serlous reaction after recelving a vaccination? M il [
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? U ™ Ll
5. Do you have cancer, leukemia, HIV/AIDS, orany other immune system problem? O ™ M
6. in the past 3 months, have you taken medications that affect your immune system,
such as prednisone, cther steroids, or anticancer drugs; drugs for the treatment of ™ IV i
rheyrmatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?
7. Have you had a seizure or a brain or ather nervous system problern? [ X ]
8. During the past year, have you received a transfusion of bload or blood oroducts,
or been given immune (gamma) globulin er an antiviral drug? i X L
8, For women: Are you ;;regnant or is there a chance you could become pregnant
during the next menth? . . L X O
“10. Have you received any vaccinations in the pasf 4 weeks? : ] X
FORM COMPLETED vagw_mmﬁm pare_| IC’ l'lOZ(

FORM REVIEWED BY,_.‘-}_}\R Mq&\\) oare_ A1 19

Did you bring your immunization record card with you? yes (1 ne ™

It is important for you to have a personal record of your vaccinations. 1f 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 vaceinations on it

immunization
actizn coalition
c-- el Technical content reviewed by the Centers for Disease Control and Prevention
I =, - . . . . . .
| ',& Saint Paul, Minnesota « 657-647-8009 = www.immunize.org » wwwvaccineinformation.org
R

" www.mmunize.orgfcatg.d/p4065.pdf » e #P4065 (4/18)
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HEALTH EXAMINATION FORM

LAST NAME: E]_QLQ_n_ngsha_ﬂnsr name.__On £ eko

vsccio s AC2010221{ pronenumser:_33Y4-202-3005

THE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER,

Allergles (Food Drug/Latex. etc.) MOY\ e_
Heigit_ Ng Biadh weight {66 BP lad]aq Pulse__ 13
Vision Right 20/__\4 Left 20/ S0 Comeeted: YO MO
C NORMAL ABNORMAL FINDINGS
0 CBC v
M Cardiovascular v
P Pulses v_
L Heut /
Lungs v
E Skin v
T EN.T. v
E Gastrointestinal v’
Musculoskeletn] v
Newrological v
Othet v i

The student has been diagnosed with a chronic/serfous madical condition{s)? {Ex. Diabetes, hypertension, seizure disorders, etc.?)

If yes, please list:

Yes

isfare the condition{s) being presantly controlied or treated? Yes

The student has been diagnosed with a psychigtric/mental condition{s)? (Ex. Bipolar, depression, chemical dependency, etc.)

Is#are the condition(s) being presentiy controled or treated? Yes

Thae student is takingprescribed medicationson a regularbasis? Yes

If yes, please list:

No N yes, please descrbe:

v i e

No  If yes, please describe:

_Y ____No

On the basis of my examination on this day \ A-R 3

\/ month, day, year
Yes

—No e Limited - iflimited, please desaibe:

, 1approve the student's particlpation In Clinical Education.

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE PRINT)

onn Sla

PHYSICIAN/NURSE PRACTITIONER SIGNATURE MMMO

r Provider: AUBURN UNIVERSITY MONTGNMERY
Please place office stamp STUDENT HEALTH CENTER
here (if possible) for IRMA B. MOORE HALL RM. 102

[EEUUHERRN

validation purposes.

P.0. BOX 244023
MONTGOMERY, AL 36124-4023
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HEPATITIS B IMMUNIZATION

LAST NAME: Qﬂy_tkhgﬂnaghq FIRST NAME: }nagkg sccio #:__AN2(03244

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION?

HEPATITIS B IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STER 1 - IF YOUHAVE COMPLETED AHEPATITIS 8 SERIES IN THE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTETHAT IF YOUR TITER 1S NEGATIVE YOUMUST COMPLETE STEP 2.

DATEOFTITER________ POSITIVE? (anti-HBS210mIUMML) NEGATIVE?

{anti-HBs<10mIWmL) (please identlfy resultswitha v}
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE FRACTITIONER SIGNATURE

T mewe ] ™NOY due unn ]
Please place office stamp

here (if possible) for | ‘)_\O\\'l()‘lg .

i valtdatnon purposes

IF YOUR TITER RESUL TS ARE POSITIVE - YOUARE DONE!
iF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOUHAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION QRIF YOU HAD ANEGATIVE TITER - A FULL 3-PART SERIES

IMMUNIZATION IS REQUIRED.
PN VOLUNOTION ¥ Lovd
v wcomatowonte LIRNATL - serscimuRss eACTRRY ARG wonromaRy———
? ’ Prowder_ STUDENT HEALTH CENTER
~ Please place officel RMHdB. MOORE HALL RM. 102
| here (if possible) for  F}O- BOX 244023
' validation purp NTGOMERY, AL 36124-4023
IND VACCINATIONDATE SEE_I'}%%}_ PHYSICIANINURSE PRAcrrno;ERsm ATURE:
TO BE ADMNISTERED ¥ MO S m V“L_u“m“n “;W‘
Provider: AUBURN UNIVERSITY MONgggllldERY
E
Please place office stamp STUDENT HEALTH C
here {if possible) for . | IRMA B. %Oggf( %;RM‘ 102
validation purposes. P.0.
Lo Em—— MONTGOMERY, AL 36124-4023
wanels .
;g%&mg%@g‘fgﬁs—‘%-lm—}%r PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
AUBURN UNIVE&‘IT%&TGOMERY Provider: i
STUDENT HEALTH CENTER ? :
. Please place office stamp . <
IRMA B.MOOREHALLRM. 102 ' "y o "uen capevenr | T1IOK dwe 21107
P.0. BOX 244023 ; valldatuon purposes
MONTGOMERY, AL 36124-4023 '

e — b ——

AFTER COMPLETION OF 3-PART Sﬂlﬁs. HAVE A TITER DRAWN FOR HEPATITIS B SURFACE ANTIGENS (anti -HBs) TO DOCUMENT IMMUNITY:

DATE OF TITER; _POSITIVE? {anti-HBs210mil/mL) NEGATIVE? {anti-HBs$10miU/mL) (please identlfy resultswitha )




/@, Quest Page 2 of 4 01/10/2023  08:38:50 AM Report Status: Final
g} Diagnostics” EZEKAN NAGHA, ONYEKA
Patient Information Specimen Information Client Information
i : [ 3 i - ATILOGOO
EZEKANNAGHA, ONYEKA Spcm_rn_c.n. ALBO4593Y Client # 49100038 Q
Requisition: 2920247 BLACKWELL, ROBIN
DOB: 0%/01/1989 AGE: 33 Lab Ref # 00855528 AUM NURSING CARE CENTER
Gender:  F Colleted:  01/09/2023 / 16:48 CST E&?ﬁ?}ﬁ%ﬁyﬁ 22 .
Phone. NG Received:  01/10/2023 /03:16 CST GOMERY. AL~
Patient ID: 5024 Reported  01/10/2023 /06:03 CST
PROVIDER: BICKNEILT, MIRANDA
Test Name In Range Cut Of Range Reference Range Lab
CBC (INCLUDES DIFF/PLT) AT
WHITE BLOOD CELL COQUNT 5.8 2.8-10.8 Thousand/ulL
RED BLOOD CELL COUNT 4 .14 3.80-5.10 Million/uL
HEMOGLOBIN 11.90 L 11.7-15.5 g/dL
HEMATOCRIT 34.1 L 35.,0-45.0 %
MCV 82.4 80.0-100.0 fL
MCH 26.6 L 27.0-33.0 pg
MCHC 32.3 32.0-36.0 g/dL
RDW 12.4 11.0-15.0 %
PLATELET COUNT 335 140-400 Thouzgand/ul
MPEPV 11.2 7.5-12.5 ZL
A3SOLUTE NEUTROPHILS 2732 1500-7800 cells/ul
ABSOLUTE LYMPHOCYTES 2355 850-3300 cells/ul
ABSOLUTE MONCCYTES 609 200-950 cells/ulL
ABSOLUTE EOSINOPHILE 52 15-500 cells/ul
ABSOLUTE BASOPHILS 52 0-200 cells/uL
NEUTROPHILS 47.1 %
LYMPHOCUYTES 40.6 5
MONOCYTES 10.5 %
EQSINQOPHILS 2.9 %
BASOPHILS 0.9 %
PERFORMING SITE: N
AT QUEST DIAGNOSTICS-ATLANT A, 1777 MONTREAL CITRCLE, TUCKER. GA 30084-68U2 Laboralory Direclor ANLREW N YOUNGMILPUD, CLIAL FLDUZS53931

LIST OF RESULTS PRINTED IN THE OUT OF RANGE COLUMN:

HEMOGLOBIN
HEMATQOCRIT
MCH

CLIENT SERVICES: 866.697.8378

11.0 L
34.1 L
26.6 L

SPECIMEN: AL804593Y

11.7-15.5 g/dL AT
35.0-45.0 % AT
27.0-33.0 pg AT

PAGE 1 O 1

Quest, Quest Diagnostics, the associated logo and all associated Quest Diagnostics marks are the trademarks of Quest Diagnostics.



ADULT IMMUNIZATION RECORD

Name: EZEKANNAGHA K
Allergies: DOB:  (09/01/1989
N Chart
Reactions: #
o Date of Service:  01/10/2023
) , Type of Vaccine | Date Given | Age at Dose Routs & Site Mfr. Lot # VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mmiddayy) | Adm | (cefmiy
Tetanus, Diptheria, TDAP 01/06/22 32y 0.5 IM LD SKB M442P
{Pertussis)
(e.g.. Td, Tdap)
Hepatlitis A
(e.g9.. HepA, HepA-HepB)
Hepatitis B HEP B ADULT 02/03/22 32y 1.0 M SKg XA4DD QUTSIDE CLINIC
{e.g.. HepB. HepB-Hib, » . IM T
DTaP-HepG-IPY. HepA. HEP B ADULT 03/03/22 32y 1.0 SKB 4F472 OUTSIDE CLINIC
HepB) HEP B ADULT 01/09/23 33y 1.0 IMLD SKB NT9X3
Human Papilomavirus
te.g., HPV)
Measles, Mumps, Rubella |MMR 02403122 32y 0.5 5C MSD QUTSIDE CLINIC
{MMR. MMRV)
MMR 03/03/22 32y 0.5 5C MSD QUTSIDE CLINIC
Meningococcal
{MCV4, MPSV4)
Pneumococcal
{e.9. PCV, PRV)
Polio
(e.q.. IPV, DTaP-HepB-
Hib)
Varlcella (vVar, MMRV)
Influenza
{e.g.. TIV. LAN)
Zoster
Other Plizer Covid19 0513722 32y 0.3 MLD PFR FP4554 QUTSIDE CLINKC
{NcnDiluent)
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