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HEALTH EXAMINATION FORM

AST NAME: C\q al’ﬂ \Yﬁ/ FIRST NAME: IAW\U.S{CL ):a TSCCIO# . PHONE NUMBER:

"HE FOLLOWING INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER,

Allergies (FoodDiug/Latex, etc.) nw A,
o
Height S ‘" weiemt XS (b, e \2.1/ ’-}4 puse 1>
Vision Right 20/ 2 ,‘;) Left 20/ ZKD Corrected: YO NN/
¢ NORMAL ABNORMAL FINDINGS
Y CBC >4
M Cardiovasenlar v
P Pulses v
L Heart v
Lungs (.~
E Skin e
T EN.T. s
E Gastrointestinal |
Musculoskeletal ol
Neurological —
Other

"he studenthas been diagnosed with a chronic/serious medical condition(s)? (Ex. Diabetes, hyperiension, seizure disorders, etc.?)

Yes No

If yes, please list:

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

‘he student has been diagnosed with a psychiatric/mental condition(s)? (Ex. Bipolar, depression, chemical dependency. etc.)

Yes\/ No

Is/are the condition(s) being presently controlled or ireated? Yes No  If yes, please describe:

‘he student is takingprescribed medications on a regularbasis? Yes No

If yes, please list:

In the bapis of my examination on this day, \ L‘ - Z’L , | approve the student’s participation in Clinlcal Education.
month, day, year

Yes No Lirnited - If limited, please describe:

’HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) /)/14;267 i ‘(" ﬁ"/‘ /Wﬂ

HYSICIAN/NURSE PRACTITIONER SIGNATURE m Cer Y]

——— — .-

Provider:

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




H. Councill Trenholm State

Community College
ADN Program )

Required Qualifications for Your Prbgram

ATTENTION Students:

We've partnered with Verified Credentials, Inc. to help you supply the required qualifications for your
program. To get started, carefully follow the instructions below:

How it Works:

Al

TNWA vy

.. *
—~— A == T J
@ & @ G
Enter Create Account/ Review Required Enter Supply Official

Your Code Login To Your Inforvation information

Docuwnentation
Existing Account

Background Check — ADN Program PPKFW-76392

http://scholar.verifiedcredentials.com/trenholmstate

For Best Results - Use a laptop or desktop computer to complete this process.
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INITIAL TUBERCULOSIS (TB) SKIN TEST
asTnave: (Cponalkl rrsTRAME AYROS YONIGL TSCC D #:

<

""--f:

g bai M
TB) 2 STEP MANTOUXS JEST-TO BECOMPLETED BYPHYSICIAN NURSE PRACTITIONER, OR NURSE‘ ' "

3TEP 1 -TEST M:

. -
NAME OF PERSON ADMINISTERING: m;m_&;mw
paTeapminisTERED (TEST #1): 1 LIYJUAL ot LQ13WMAA ExPIRATION DATE: _B12L1W0TL

DATE READ: 142’ (MUST BE WITHIN 48-72HRSAFTER DATE ADMINISTERED)

N - .5
- LI I . ‘
TEST 1 RESULTS: POSITIVE x NEGATIVE ___REDNESS (please identify resultswitha v*)

{ptease provide measure in mil

PHYSICIAN/NURSE PRACTITIONER SIGNATURE _J . A
'I‘J D R R

9n the date read (48-72 hrs aﬂer |l is ad mlnlslered). yourprovider will evaluate measure, and interpret the area. Your provider will document the millimeters
e.g.0mm, 4 mm, 12mm) and ifthe 151 TST is negative, you wi rthe 2n tin7-21 days. Ifthe 1sttestis positive, you should see your providerfor
idditional evalvation and trealment.

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

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

NAME OF PERSON ADMINISTERING:

DATE ADMINISTERED (TEST #2): LOT # EXPIRATION DATE:
DATEREAD: (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)
TEST 2 RESULTS: POSITIVE NEGATIVE REDNESS (pleaégj‘denlify resultswitha v)

mm  {please provide measurein millimeters)

PHYSICIANNURSE PRACTITIONER SIGNATURE

r : ———-—
; Provider:

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

On the date read (48-72 hrs aRer TEST #2), your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm).
i the 2nd TSTis negative - you are done!

On the date read (48-72 hrs afler TEST #2, your providerwill evaluate, measure, and interpret the TST, Document the milimeters (e.g. 0 mm, 4 mm, 12 mm).
lfthe 2nd TST is positive, you should see your provider for additional infornation & treatment.

IMPORTANT NOTE:
If a TB skin test cannot be performed due to past + testor BCG vaccination:
1) Your provider will fkely order a chest x-ray and you will provide the program with a Radiologist's report- OR
2} Your provider {on provider letierhead) can document that vou are free from TB and do nof need a 2-sten TB test or chas! x-rav



\\\\\ | U/&

[ A
Bﬂ@__, %
TN

VARICELLA (CHICKEN POX) IMMUNIZATION

9 F LA [
' 1 ‘,‘, & - "-"A!{'
. i

. L [

1
AsTNAME:_ (Qaaied, FrRsTNAME: AnaSiihg TSCCID #:

'‘ARICELLA/CHICKEN POX IMMUNIZATION - TO BECOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

{AVE YOURECEIVED YOUR VARICELLA/CHICKEN POXIMMUNIZATION?JE YE. §

rorw ot it ly _

TEP 1 1 IF YOUHAVE PREVIOUSLY COMPLETED A VARICELLA/CHICKEN £OX IMMUNIZATION OR HAVE WA THE CHICKEN POX - HAVEA TITER
— DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARENEGATIVE - SEE STEP2 - RE-IMMUNIZATIONIS
REQUIRED.

DATEOF VAR|CELLAT|TER:_|_L‘|_h_u1‘L POSITIVE? v (= 1.1Al) NEGATIVE? (0.8 Al) (pleaseidenlify resulswitha v)

~

17
UNIVERSITY M .
CHCrry STUDENT HEAL MONTGOMERY

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENT%;LEASE PRINT}

PHYSICIAN/INURSE PRACTITIONER SIGNATURE ’ TH CENTER
S IRMA B. MOORE HALL RM. 102
§ Provider: | MONTGI:)%;I?;( ﬂmﬁ
' Please place office stamp » AL 36124-4023

here (if possible) for

|
| validation purposes. I
L. -

IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!

IF YOUR RESULTS ARE NEGATIVE- COMPLETE STEP2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR ANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION IS
REQUIRED.

VARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLAVACCINE #1: ‘
DATE OF VARICELLAVACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

\ Provider: }
{ Please place office stamp

i here (if possible) for

! validation purposes.




ANNUAL TUBERCULOSIS (TB) SKIN TEST

«70 BE COMPLETED 1 YEAR AFTER ACCEPTANCE INTO THE PROGRAM”

P PR Lol
OYRIA N XS B B

AST NAME: h"u‘g. FIRST NAME: !I[ QL t Q)} Q4 TSCCID #:

UBERCULIN (TB) 1 STEP SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

-

NAME OF PERSON ADMINISTERING:

DATE ADMINISTERED (TEST #1): - LOT#: EXPIRATION DATE:
I ST P e Sar RSN
" 1...1.. - A ,t . . '
T4 *
DATEREAD: {MUST BE WITHIN 48-72 HRS AFTER DATE ADMIN?BTERED)
TESTRESULTS: POSITIVE NEGATIVE REDNESS (please identify results witha v}

mm (please provide measure in millimeters)

PHYSICIANINURSE PRACTITIONER SIGNATURE
vy B I R PRI NP
: Provider: + ]
! Please place office stamp I
e here {if.possible) for
validation purposes.

-

L
-

*i PR
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INFLUENZA (FLU) IMMUNIZATION

astnave:__(@Oule rrsT NAME:_AaSinsia, TSCC ID #:

N . »

EASONAL INFLUENZA (FLH SHQT) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE

FLU SEASON TYPICAL'L%EEQI ,s.m;o‘s'}s#rm;s%r‘g. ;o
VACCINATIONS ARE NOT AYAIUABLE BEFORE THIS AIME *

i
pate aominisTERED: 1 ] 4 120 manuFACTURER: W Lot# 1R ANDN_ exeration pare: WR01UAL
o

SITE OF INJECTION: LEFT DELTOID \/RIGHT DELTOID (please idenlify location of injection with a ¥)

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION;

NAME OF PERSON ADMINISTERING: m:\]_mLB]M\CREDENTIALS OF PERSON ADMINISTERING: 23

SIGNATURE OF PERSON ADMINISTERING: M
NAME OF OFFICE OR FACILITY: _ VAN prone #(Z84 ) 194 -S1L1)

sTreeTADDRESS: 1YW Coazy Pt oo monNMoyrmpia  sTae: AL ziecope: 3N

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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MEASLES, MUMPS, RUBEELA (MMR) IMMUNIZATION
astnave: (Do IR, FIRST NAME: M—— TSCCID #:

EA MPS/RUBELL A (MMR) IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

{AVE YOU RECEIVED YOUR MMR IMMUNIZATION? |E "YES" - STEP 1 & IF "NO" SE EP 2.

STEP 1 -1F 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-IMMUNIZATIONIS REQUIRED.

JOSEM

DATE OF MEASLES (RueeowA) TITer: AMM NN rosmive? 1.1 A) Ns 0.8Al) (pleaseidentiy results witha v*) POSITIVE?
DATE OF MUMPS TITER: NUDY 14y NEGATIVE? (<0.8AN) (pleaseidently resultswitha v @11

DATE OF RUBELLA (MeAsLES) TiTer: 141 ! o ,
- Al) (s0.7TAl) (pleaseidentify resultswitha v)
RS ~badtNe .@

VB - ROTIVR

PHYSICIAN/NURSE PRACTITIONER NAME&CREDEWPLEASE PRI 2
PHYSICIANNURSE PRACTITIONER SIGNATURE _, ay — V//V"’ C 7Y /
| — ] i AUBURN UNIVERSITY MONTGOMERY
| Provider: | STUDENT HEALTH CENTER
j Please place office stamp IRMA B. MOORE HALL RM. 102
{‘ here (if possible} for P.O. BOX 244023
validation purposes. MONTGOMERY, AL 36124-4023

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

MEASLES, MUMPS, RUBELLS ACCINATION

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

DOSE# 1 MEASLES (RUBEOLA) DATE: DOSE# 2 MEASLES (RUBEOCLA} DATE:
DOSE# 1 MUMPS DATE._ DOSE# 2 MUMPS DATE:
DOSE# 1 RUBELLA (MEASLES) DATE: DOSE# 2 RUBELLA (MEASLES} DATE:

PHYSICIAN/NURSE PRACTITIONER NAME 8& CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

i AT L e,
.

AST NAME: FIRST NAME: TSCCID #:
IAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? JF "YES"- SEE STEP 1 & IF "NO"SEE STEP 2.

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

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

g ce
a, o

I

JATE OF TITER: POSITIVE? (anti-HBs210mIU/mL) NEGATIVE? (ann—HBs;swmIUImL) (please identdy resultswitha v/
¥ A " .

HYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE PRINT) ' R N

g e s ey

. ‘v-i’ LR 1'.“ “s’.‘. c

HYSICIAN/NURSE PRACTITIONER SISMATURE o= © 2f siag sy R

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

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

3TEP 2 - IF YOU HAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION QRIF YOU HAD ANEGATIVETITER - A FULL 3-PART SERIES
IMMUNIZATION ISREQUIRED.

IST VACCINATION DATE: PHYSICIANINURSE PRACTITIONER SIGNATURE:

; Provider:

. Please place office stamp |
! here (if possible) for

i validation purposes.

IND VACCINATIONDATE ________ PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BEADMNISTERED 1 MONTH AFTER 1STDOSE

e ——— e ——— e - — e

Provxder
} Please place office stamp
i here (if possible) for
{f vahdatlon purposes

IRD VACCINATIONDATE .
70 BE ADMNISTERED 6 MONTHS AFTER ZND DOSE PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

| Provider:

Please place office stamp
! here (if possible) for
l_, valldatlon purposes

\FTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FOR HEPAT!TIS B SURFACE ANTIGENS {anti-HBs) TO DOCUMENT IMMUNITY:

JATE OF TITER: POSITIVE? (anti-HBs 210 mlU/mL) NEGATIVE? {anti-HBs s10 miU/mL) (please identify resullswitha v*)




WARHAWK
HEALTH SERVICES

Vacecine Consent and Administration Record

Neme: Plastesia Cray ke DOBC}*{/{(EZQZ phone{ 1 18 51799

L

Mailing Address:P,O BOXZCO(H City: m L ST:P{L ZipS’G{ZU
Insurance Company: U\P’\R Subscriber name: DOB(" HZ /Cﬂlq Z

Group number:

Insurance Contract Number:

Screening Questions: Yes No  Don’t Know

1) Are you sick today? ( cold, fever, acute illness) D z’

2) Do you have allergies to any foods, medications or fatex? m'

(For example: €ggs, gentamycin gelatin, food, neomycin, thimerosal, or vaccinations)

List___
3) Have you had any serious reactions from a vaccine? D I\/ D
e |

ou been diagnosed with Guillain-Barre syndrome?

4) Have y

ion Sheet corresponding to the vaccine that |
ded about the vaccine { am to receive. | have
| understand the benefits and risks of vac-

| request that the vaccine be
given to me Or the person named above for whom lamaut

Signatut‘em /% L _ Date / /Z// / 2 Z
Administration Date___\___tl fhoat Route: IM LD or@ Volume: 0.5¢c Lo

1 provided with the Vaccine Informat
e had explained the information provi

hat were answered to my satisfaction.

full responsibility for any reactions that may result.
horized to make this request,

Consent for Setvices: | have beel
am receiving. 1 have read or hav

had the chance to ask questions t
cination and 1 voluntarily assume

Administrator__!! \ -5](.!=V\QA\ JZS:} i VIS Date 08/15/2019 NOL 5216088741
]
Manufacturer: GSK Fluarix® Quadrivalent Lot # TRONM Expires 06/30/2022 Vaoaine
FLALANEX OWADAVALENT
2/ Formula

Wl

e

Temp: ,
- el 1
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HEPATITIS B IMMUNIZATION

AST NAME: E)‘ UKo, FIRST NAME: A’Y\Ok FANA TSCCID #:

IAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? JE"YES"- TEP "NO* ST

</

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

JEP 1 - IF YOUHAVE COMPLETED AHEPATITIS B SERIES IN THE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YOUR TITER LS NEGATIVE YOU MUST COMPLETE STEP 2.

JATEQF TITER: POSITIVE? __(anti-HBs210miU/mL} NEGATIVE? (anti-HBs <10 mi/mL) (please identify resuliswitha ')

HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

HYSICIAN/NURSE PRACTITIONER SIGNATURE

! Provider: ‘

| Please place office stamp

i here (if possible) for |
validation purposes. ]

IFYOQUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTSARE NEGATIVE - COMPLETE STEP2 BELOW.

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

IST VACCINATIONDATE: _[}S ! 2 ! 24 PHYSICIAN/NURSE PRACTITIONER SIGNATURE: | 0O
Hep\\ga‘/’ f Provider: ]]

. Please place office stamp
i here (if possible) for
validation purposes. '

ND vaccinaTionoate 0| 302\ P;YS[CININ:J!E ;R—ATCTI;(;N;I;-SIGNATURE:%JM %ﬂ{ wﬂfa@')/ / My

TOBE ADMNISTERED 1 MONTHAFTER 15STDOSE

theplav-8 f provider

Please place office stamp
here (if possible) for
valsdatson purposes J

JRD VACCINATIONDATE .
O BEADMNISTERED 8 MONTHE AETER SN DOE— PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

i Provider:

Please place office stamp
! here (if possible) for
i vahdatlon purposes

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

DATE OF TITER: * POSITIVE? (anti-HBs210 mi/mL) NEGATIVE?____ (anti-HBsS10miU/mL) (please identify resultswitha v

§ Z Pavt Variwa pvwfed. TWer b padvvined. MWwWon/oq R




Students may choose any ficensed health care provider for needed services. The information listed below reflects
sosts and details for the primary care AUM Student Health Clinic that is offered to the public.

A\UM Student Health Clinic A T
.ocated on the AUM campus

rma B. Moore Hall, Room 102

Jhone 334-244-3281

1ours of Operation
vion. - Fri. 8:15 a.m. - 4:3Q*p.rh: (walk-ins are welcome; however, appointments are given priority)

Y
R

Sfice Visits for non-AUM students: ST
Jimited Service - $15 T R goof e

comprehensive Physical - $3§ '

liters / immunity:

{epatitis B Surface Antigen - $15
Varicella IgG - $25 -

VMR Titer - $55
B~ 18

vaccinations (No Office Fee):
DaP - $40

Hep B - $50
TB 2 step - $20 L,
VMR - $75 S
Varicella - $150
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

-

~)

———ty

N

astname:_(zo0le FIRsTNAME AN 0 TSCCID #:

ETANUS DIPTHERIA, & PERT TDAP) VACCINATION -TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

\ TDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

JATE OF ORIGINAL TDAP VACCINATION: DATEOF MoST RECENT ooster: ] lunL
URKNTLA * NT vaanila N

£-€ L0y BthLeJ \
'HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRI mulamh_ﬁmn_,w
’_—04}‘%' Eperey”

HYSICIAN/NURSE PRACTITIONER SIGNATURE M 4

I i 1
: Provider:

. Please place office stamp

| here {if possible) for

validation purposes.

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



