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HEALTH EXAMINATION FORM

wasrane: £20icannags rmstwaue_Cingelo, T8CC 0 £

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

PHONENUMBER:_ 334 207 KJTL

Alleygies (Food/Drug/Latex, eic.)
1 v
Heignt_ SV weighr_| 53 . C V45 s gl4% Puke__ 4§
Vision Right 20/ @ Left 20/ (b] Comected: YD) VEV‘
C NORMAL ABNORMAL FINDINGS
O CBC . TUW, Sel et
M Cardiovascular \ ' !
P Pulses L
L Heart v
Lungs |
E Skin s
T | EN.T. (s
E Gastrointestinal |
Musculoskeletal |
Neurological (el
Other
The student has been diagnosed with a chronic/serlous medice! concdiion(s)7 (Ex. Diabates, hypertension, seizure disarders, etc.?} Yes — No
If yes, please list: \/
is/are the condition{s) being presentiy controlied of treated? Yes No Hyes,ploase desorbe:
The student has been diagncaed with a paychialric/mental condiion(s)? {Ex. Bipolar, depression, chemical dependency, eic.) Yea \/No
\s/are the condllion{s) being prasantly controlled or treated?  _____Yes if yes, please describe:
The student is akingprescibed medicaticns on 8 regularbasis? —Yes No
If yes, please Hst
On tha basis of my examination on this day. / (O z , | approve the student’s participation in Clinical Education.
month, day, yeer
NS Yes No Limited - Wlintted, please descibe:
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (%%M- MV{Q( f‘fa CM :ﬂ
PHYSICIAN/NURSE PRACTITIONER SIGNATURE '
Provider: AUBURN UNIVERSITY MONTGOMERY
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
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Trenholm State

COMMUNITY COLLEGE Alabama Community College System
Nursing Programs Essential Functions Form

s

The Alabama Community College Systern endorses the Americans' with Disabilities Act. In accordance with
College policy, when requested, reasonable accommodations may be provided for individuals with disabilities.

Physical, cognitive, psychomotor, affective and social abilities are required in unique combinations to provide
safe and effective nursing care. The applicant/student must be able to meet the essential fimctions with or without
reasonable accommodations throughout the program of leaming. Admission, progression and graduation are contingent
upon one's ability to demonstrate the essential functions delineated for the nursing programs with or without reasonable
accommodations. The nursing programs and/or its affiliated clinical agencies may identify additional essential functions.
The nursing programs reserve the right to amend the essential functions as deemed necessary.

In order to be admitted and to progress in the nursing program one must possess a functional level of ability
to perform the duties required of a nurse. Admission or progression may be denied ifa studentisunabletodemonstrate
the essential functions with or without reasonable accommodations.

The essential functions delineated are those deemed necessary the Alabama Community College System nursing
programs. No representation regarding industrial standards is implied. Similarly, any reasonable accommodations made
will be determined and applied to the respective nursing program and may vary from reasonable accommodations made
by healthcare employers.

The cssential functions delineated below are neceasary for nursing program edmission, progression and
graduation and for the provision of safe and effective nursing care. The essential functions include bul are not limited to
the ability to:

1) Scnsory Perception

a) Visual
i) Observe and discern subitle changes in physical conditions and the environment
ii} Visualize different color spectrums and color changes
iii} Read fine print in varying levels of light
iv) Read for prolonged periods of time
v) Read cursive writing
vi) Readatvarying distances
vii)Read data/information displayed on monitors/equipment

b) Auditory
i) [Interpret monitoring devices
ii) Distinguish muffied sounds heard through a stethoscope
fli} Hear and discriminate high and low frequency sounds produced by the body and the ¢nvironment
iv) Effectively hear to communicate with others

¢) Tactile
i} Discern tremors, vibrations, pulses, textures, temperature, shapes, size, location and other physical

characteristics

d) Olfactory

i) Detect body odors and odors in the environment

2) Communication/ Interpersonal Relationships
a) Verbally and in writing, engage in a two-way communication and interact effectively with others, from a
variety of social, emotional, cultural and inteliectual backgrounds
b) Work effectively in groups
c) Work effectively independently
d) Discern and intevpret nonverbal commumication
¢) Express one's ideas and feelings clearly
f) Communicate with others accurately in a timely manner
g) Obtain communications from a computer



3) Cognitive/Critical Thinking
a) Effectively read, write and comprehend the English language
b) Consistently and dependably engage in the process of critical thinking in order to formulate and implement
safe and ethical nursing decigions i a variety of health care settings
¢} Demonstrate satisfactory perfonnance on writien examinations including mathematical computations
without a calculator
d) Satisfactorily achieve the program objectives

4) Motor Fanction

&) Handle small delicate equipment/objects without extraneous movement, contamination or destruction

b} Move, posltlon, turn, transfer, assist with lifting or lift and carry clients without injury to clients, seif or
others

¢} Maintain balance from any position

d) Stand on both légs

e) Coordinate hand/eye movements

t} Push/puil heavy objects without injury to client, seif or others

g) Stand, bend, walk and/or sit for 6-12 hours in a clinical setting performing physical activities sequiring energy
without jeopardizing the safety of the client, self or others

h) Walk without a cane, walker or crutches

i) Function with hands free for nursing carc and transporting items

J) Transport self and client without the use of electrical devices

k) Flex, abduct and rotate all joints freely

1) Respondrapidly toemergency situations

m) Maneuver in small areas

n} Perform daily care functions for the client

o} Coordinate fine and gross motor hand movements to provide safe effective nursing care

p} Calibrate/use equipment

q) Execute movement required to provide nursing care in all health care settings

r) Perform CPR and physical assessment

s} Operateacomputer

5) Professional Behavior
a)} Convey caring, respect, sensitivity, tact, compassion, empathy, tolerance and a healthy attitude toward
others
b} Demonstrate a mentally healthy attitude that is age appropriate in relationship to the client
¢) Handle multiple tasks concurrently
d) Perform safe, effective nursing care for clients in a caring context
¢) Understand and follow the policies and procedures of the College and clinical agencies

f) Understand the consequences of violating the student code of conduct

g) Understand that posing & direct threat to others is unacceptable and subjects one to  discipline
h} Meet qualifications for licensure by cxamination as stipulated by the Alabama Board of Nursing
i} Not to pose a threat to self or others

j) Function effectively in situations of uncertainty and stress inherent in providing nursing care
k)} Adapt to changing environments and situations

I} Remain free of chemical dependency

m) Report promptly to clinicals and remain for 6-12 hours en the clinical unit

n) Provide nursing care in an appropriate time frame

0) Accepts responsibility, accountability, and ownership of one'sactions

p) Sececk supervision/consultation in a timely manner

q)} Examine and modify one’s own behavicr when it interferes with nursing care or leamning

Note to all applicants: The essential functions form must be signed and dated by the student. This states that
you have read and agreed to the terms. You will receive the essential functions form for the nursing program once
accepted into the program for a healthcare provider to complete.

Dn Jeka E&kq r\r\MO_"y\c\ } 02T

Student's Signature Date
%—C W )‘0 ) /(‘,—22,

Physnc:an s Signature Date
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Screening CheCinst PATIENT NAME

for Contraindications ™ Jpos YASIWAR LY

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,

C don't
yes @ know

1. Are you sick today? M X 3
2. Do you have allergies to medications, food, a vaccine component, or latex? | ¥4 O
3. Have you ever had a serious reaction after receiving a vaccination? ] = O
4, Do you have a long-term health problem with heart disease, lung disease, asthma,
Lidney disease, metabolic disease {e.g. diabetes), anemia, or other blood disorder? = X [
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? O X - O
6. In the past 3 months, have you taken medications that affect your immune syster,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of 3 s O
rheumatold 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? X 0
8. During the past year, have you received a transfusion of blood or blood products, . 0
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 0 R 0
during the next month? '
10. Have you received any vaccinations in the past 4 weeks? 3 K O
FORM COMPLETED BY Q‘\j@kﬁ E A kchf\f\aﬁh(}\ DATEm_].GJ_J;O.il‘

FORM REVIEWED BYM pare Al gl

Yﬂﬂ l.__l no [:]

inations. If you don’t have a personal record,
with you every time

Did you bring your immunization recerd card with youp

It is important for you to have a personal record of your vacc
ask your healthcare provider to give you one. Keep this record in a safe place and bring it
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.

immunization
action coalition
¥ L3 Tachmical cantant reviswed by the Centers for Disease Contrel and Prevention

Saint Paul, Minnesota » 651-647-9009 - www.immunize.org » wwwyaccineinformation.org

www,immun':zeAnrg/cztg.d/p4065.pdf . item #P406S (418}

/ Bl
immunize.org




Patient Name: | )D&!u! (! E] |! y: ann ﬂﬂhl

Allergies/Medical Alert: Ny A

AUM Student Health Services
immunization Record

Birthdate: 0 |\1\ 494

STAMP ABOVE

Immunization |Date 1LSIte Dose MFR [Comments V.1 S initials
l‘! h&:n (N Y LoT
Tdap g
HDCSH160-042-43
TmnuTo;nid, .
Td Booster Toxold s AcallularPartussi
05 mL
Gaasrinnioe |~y Tl
MMR 496014
HEP A
HEP B
Other
Date Given: | Date Read: Results: MFR LOTH Comments fnitlals
' Tuberculin Testing -
PPD (MANTOU‘X) =
0.1mliD
Initials Signature initials Slgnature
___LL.LB_—-—-—-' "
AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.0. BOX 244023
CIONTCOMERY. AT IA124-4073
Mi
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MEASLES, MUMPS, RUBE[LA (MMR) IMMUNIZATION

LAST NAME: (= 2¢ | ) FIRST NAME: ()h;e_ka TSCCID &
BEL( A (MMR) IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION?
- IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOURPROVIDER COMPLETE

THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATIONIS REQUIRED.

POSITIVE? @1.1 Al) a.anu) (plmeidmmmm{) POSITIVE?
NVE? @1

= 1.1Al) NEGATIVE? {<0.8Al) (pleaseidently resultswitha v )PO

DOSE#H
DATE OF MEASLES (RUBEOLA) TITER: \‘Mm
(= 0.7Al} (please idently resullswitha v ) ‘\‘\‘\'ﬁ ‘L

DATE OF MUMPS TITER:

DATE OF RUBELLA (MEASLES) TITer: tholitn M) NEGATVE?

el WS - RLguvG .
g -PAVIVE  (olia- poft . v
Dosanda Fown DY

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE PRINT)

PHYSICIANNURSE PRACTITIONER SIGNATURE _/ .
AUBURN UNIVERSITY MONTGNMERY
| Provider: STUDENT HEALTH CENTER
| Please place office stamp IRMA B-P MOORE HALL RM. 1(2
' here (if possible) for MONTG(:)O' BOX 244023
validation purposes. MERY, AL 36124-4023

i
IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF TITER RESULTSARENEGATIVE- COMPLETE STEP2 BELOW.

STEP 2 - F YOUHAVE NOT HAD AN MMR IMMUNIZATION OR iF YOU HAVE A NEGATIVE TITER - IMMUNIZATION IS REQUIRED.

DOSE# 2 MEASLES (RUBEOLA} DATE:

DOSE# 1 MEASLES (RUBEOLA) DATE.
DATE: DOSE#2  MUMPS DATE:

DOSE#2  RUDELLA (MEASLES) DATE:

DOSE# 1 MUMPS

DOSE# 1 RUBELLA (MEASLES) DATE:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIANNURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible) for
validation purposes.
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HEPATITIS B IMMUNIZATION
LasTNAME: =2 FIRST NAME: Dnjﬂtq TSCCID #:
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? . .

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

STEP 1 - IF YOU HAVE COMPLETED AHEPATITIS B SERIES IN THE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOWING.
PIL EASE NOTE THAT IF YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2

mrsormst_\_\y_\lngpowm (anti-HBex10 miU/mi) ?EGATNE? A/ (enti-HBsS10mIUMmL) {pleaseidentily resultswitha v/)

PHYSICIAN/NURSE PRACTITIONER NAME & W
PHYSICIAN/NURSE PRACTITIONER s:eer

- AUBURN UNIVERSITY MONTGOMERY

: Provider: STUDENT HEALTH CENTER

I Please place office stamp I IRMA B. MOORE HALL RM. 102
i here (if possible} for P.O. BOX 244023

; validation purposes. MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE- COMPLETESTEP 2 BELOW.

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

1ST VACCINATIONDATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

M

i Provider:
! Please place office stamp
here (if possible)} for

validation purposes.

2ND VACCINATIONDATE e PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BEADMNISTERED 1 MONTH AFTER 1STDOSE

-

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

srggs\:wTWﬁmE S AFTERINDBoE PHYSICIANMNURSE PRACTITIONER SIGNATURE:
| Provider:
Please place office stamp
| here {if possible) for

| validation purposes.

AFTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B SURFACE ANTIGENS (lntl-liBs)'l:O DOCUMENT IMMUNITY:

DATEOFTITER._______ POSITIVE?_______ (anti-HBs210miU/mL) NEGATIVE? {ant-HBsSI0miU/mL) (please identify resuliswitha )
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST ma_gzi—.m.nﬂﬂ.gha FirgTNAME:_( ntekn TSCCiD#®:

N -TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

ATDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAPVACCINATION: DATEOF MOST RECENT BOOSTER: i v
unchle f0 4Rt gue T8
NY trnm unioTion 1 Wwid

PHYSICIAN/NURSE PRACTITIONER NAME & MWPW"
PHYSICIAN/NURSE PRACTITIONER SIGNATURE . C¥me

Provider:
Please place office stamp

here (if possible) for
validation purposes.

AUBURN UNIVERSITY MONTGNOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.0. BOX 244023
MONTGOMERY, AL 36124-4023
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VARICELLA {CHICKEN POX) IMMUNIZATION

LAST NAME: _Eﬂ_ekg_ongghu_ FIRST NAME: On-j ek TSCCID #
VARIGELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR  NURSE.

HAVE YOU RECEIVED YOUR VARICELLAICHICKEN POX IMMUNIZATION? |E "YES" - SEE STEP 1 & |F"NO"SEE STEF2.

SYEP 1 -IF YOUHAVE PREVIOUSLY COMPLEI'EDAV CELLNCHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVEA TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOMNG.IF RESUL TS ARENEGATIVE - SEE STEP2 - RE-IMMUNIZATIONIS
REQUIRED.

bATEOF variceLLATITER:1 1Ll 1. Posmva?__p 1.4A) NEGATE?___(s08A) (pleaseidenty resulswitha )

PHYSICIAN/NURSE PRACTITIONER NAME & C {PLEASE PRINT)

PHYSICIANNNURSE PRACTITIONER SIGNA‘ru
AUBURN UNIVERSITY MONTGNMERY

5 provider: STUDENT HEALTH CEN'rExltu2
I Please place office stamp IRMA B. I%Ogg;é HALLMBRM-

| here (if possible) for P 244023
l validation purposes. MONTGOMERY, AL 361

IF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF YOUR RESULTS ARE NEGATIVE- COMPLETE STEP2 BELOW.

%YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION ORANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION I8

DATE OF VARICELLAVACCINE #1:

DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIANNURSE PRACTITIONER SIGNATURE

]

Provider: |

Please place office stamp
here [if possible} for

!
b
I
! validation purposes.




