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IMMUNIZATION/TITER HISTORY

H

',Pr:‘mm /anoe_i/tua,}! dlecee 03/12 ] 2000
LAST NAME FIRST NAME MIDDLE BIRTH DATE

Al CHS students must complete an immunization/titer history befare enrolling in classes. Please refer to your program/school
Student Handbook for specific information on immunization requirements.

MMR (Measles, Mumps, and Rubella)

If born before 1957, no MMR immunizations are required

Combined Vaccines (Two doses at least one month apart)

#1 #2
MMR 0 /_CH ERON | 03/ 11/ 100
month/day/year month/day/year

Tdap (tetanus-diphtheria-acellular pertussis)
One dose administered within the last 10 years. Other Tetanus vaccine types are NOT acceptable.,

12 /07 2020

month/day/year

Varicella {Chickenpox)

History of Disease

Vacecines

08 /13 240)

month/day/year

{A minimum of the

Manth/Year REQUIRED)

Laboratory Evidence of Immunity

OR

—__Immune
Measles | __ / / ____ Non-Immune
month/day/year
_ Immune
Mumps 5 ____ Non-Immuna
month/day/year
_.___Immune
Rubella Y A ) ____Non-lmmune
month/day/year

*If not immune, complete vaccination series

Laboratory Evidence of Immunity
Lao

OR

Hepatitis B*
Vaccines

#1 #2
oAty o
month/day/year month/day/year

maonth/day/year

OR

Immune
Non-Immune

(819,00

month/day/year

One month after dose 1

0448/ 00

month/day/year

Five months after dose 2

#3
o/ a0

month/day/year

OR

*If not immune, complete vaccination series

Yt

Comments:

A%L oy 0A1IH]1040

*If not immune, complete vaccination series

Laboratory Evidence of Immunity

I A *This must be a Hepatitis
month/day/year B Surface Antibody Titer
that indicates you are
Immune

IMMUNE to Hepatitis B.

Non-Immune

Form must be completed by one of the following licensed healthcare providers: MD, DO, NP/CRNP, PA, RN, LPN, or Pharmacist.
The form must be dated NO EARLIER THAN the last listed vaccination or lab test for the form to be valid. Nothing should be added
to form after the healthcare provider signs and dates UNLESS the individual addition is signed, credentialed, and dated.

Licensed Healthcare Provider's Printed Narne and Credentials: Mmaox Umrlu FQ‘\n . ULNP

Facility Name: Auinatny WVEYSIIA Y Y O 0 A

Facility Address:

City: PO AT U 0 v ppea

Vot o Heulth Uavies,

Cozt byl Swike {9

State: AL

!
SIGNATURE OF FJROVIDER:

Updated 2/23/2021

/N7

zip: 3\ W1
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= =
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TUBERCULOSIS TESTING
Q‘r‘mm_ Daveergah Adlerce - _03)|2) 2w

LAST NAME FIRST NAME " MIDDLE BIRTH DATE

All schoaols in the College of Health Sciences require tuberculosis (TB) screening prior to enroliment in courses, requirements vary
by school and/or program. Please refer to your school/program’s student handbook for specific requirements regarding
tuberculosis (TB) screening requirements. Only this form will be accepted to meet program/school requirements. If you have
received a BCG vaccine, an IGRA test is preferred. If you have a history of a positive TB skin test (210mm} or IGRA, please supply
infoermation regarding any evaluation and/or treatment below. Guidelines are based upon the recommendation of the CDC and
the American College Heaith Association.

**%5kin tests MUST be read 48-72 hours after they are placed.
***The second test in g two-step TB test MUST be administered between one {1) and three (3) weeks after the first test was read.

Section A Test Type Date Placed/Ordered Date Read/Resulted Results
No h|s';oBr\€ec;i§05|t|ve Skfn Test #1 0\ 08/ WL w / “) 12022 Q -
sinTest 12 U IS 22| (s 17120220 O
Skin Test OR Blaod Test | |GRA Blood Test Negative
Required o T-spot / / / / Positive
o Quantiferan Gold
Chest X-ray _ Negative
/ / / / Positive
OR
Section B Pasititive Test Type Date Placed/Ordered Date Read/Resulted | Results
History of Latent Positive Skin Test
Tuberculosis, Positive — / / / / -~ mm
Skin Test, or Positive Positive IGRA Blood Test
Blood Test 0 T-spot / / / /
0 Quantiferon Gold
Chest X-Ray Required | ChestX-ray — Negative
/ / / / Positive
Prophylactic medications far latent TB taken? O Yes o No
Total duration of prophylaxis? months
Date of last annual TB symptom questionnaire O Attach copy
(if applicable) ] /
OR
Section C Date Results
History of Active Date of Diagnosis / / o Attach copy
Tuberculosis Date Treatment Completed / / o Attach copy
Date of last annual TB symptom guestionnaire i / O Attach copy
History of Treatment | {if applicable}
Required Date of last Chest X-ray / / Negative
_ Positive
o Attach copy

This form must be completed by one of the following licensed healthcare providers: MD, DO, NP/CRNP, PA, RN, or LPN. The form
must be dated NO EARLIER THAN the last listed test date on the form to be valid. Nothing should be added to form after the
healthcare provider signs and dates UNLESS the individual addition is signed, credentialed, and dated.

Licensed Healthcare Provider’s Printed Name and Credentials: olondd Eoun, VNP
Facility Name: Auvhayn \J\Y\NQMQ\‘\'\J\‘ \’Y\QY\‘\'(J;QYY\M\A | bt Beolth Sexrun@s
Facility Address: YWY E0NY Bive  Swiit 1L

City: M(‘\'ﬁ State: AL Zip: 30N
SIGNATURE OF PROVIDEa: ?i N 2 P DATE: _ [ —¥—7
4 " St NS U

AT UZ
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PHYSICAL EXAMINATION
P,r:'n;;m Df;u} eenyall dlecce 03/id 2000 SEX: m '
LAST NAME FIRST NAM‘é VIIDDLE BIRTH DATE

All CHS students must submit a completed physical examination on this form prior to enrolling in courses. Please refer to jour
program/school handbook for further information on specific requirements. {af fette.

Blood Pressure \ \7—2 3 Ei Pulse j{B Height (al‘ls -\Y\ Weight\@'\‘qflbs. Vision@}ls rightzcy\sleﬂ

The College of Health Sciences (CHS) requires that all students have evidence of a physical examination from a physician,
physician assistant, or nurse practitioner verifying that the individual is able to meet physical and mental requirements — with or
without accommodation ~ for both didactic and clinical components of their respective program. The physical examination must
be completed and this form submitted before the first day of class. The student affirms that by submitting this form he or she
consents to the disclosure of the information contained herein to the program, school and college’s administrators, faculty and
staff, as well as experiential site preceptors/coordinators as is necessary to ensure compliance with program requirements and
affiliated site requirements. Some programs may require an annual physical examination.

REVIEW OF SYSTEMS:

Are there abnormalities in the following systems? Describe fully, including any assistive devices which may be required (e.g. hearing
aids, eyeglasses, prosthetics, etc.).

YES | Comments

HEENT
Respiratory
Cardiovascular
Gastrointestinal
Musculoskeletal
Neurologic
Dermatologic

ALLERGIES: _SQIV\O’%O@ S

1. Isthe patient now under treatment for any medical or psychological condition? NO ‘/ YES {explain)

AR E

S
2. Does this patient have any active prescriptions, even if for accasional use only? NO_ V' ¥ES (list)

3. Has this patient ever been diagnosed with alcoholism or another drug dependency (not including tobacco)? NO \ " YES

(list)
4. Are there any conditions, physical and /or psychological, which may interfere with functioning as a health professional student
in the classroom or clinical setting? NO YES (please comment)
NOTES/COMMENTS:

Form must be completed by one of the following licensed heaithcare prow'dérs: MD, DO, NP/CRNP, or PA. Nothing should be
added to form after the healthcare provider signs and dates UNLESS the individual addition is signed, credentialed, and dated.

Licensed Healthcare Provider's Printed Name ang Credentials: er (:5( () i m,ﬂ
3

Facility Name: __ #ApA rl&g«w € LA
Facility Address: ch/f\a( P, \SLA..TCI (oL
City: [Mny) State: AL Zip: /1Y

SIGNATURE OF PROVIDER: ] < a2 DATE: (-8 1L
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