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INITIAL TUBERCULOSIS (TB) SKIN TEST
LAST NAME:.JA'//%/// FIRSTNAME: (A0 E TSCCID #: /?/Iv /5;{'/1/[7

IUBERCULIN (TB) 2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

STEP 1 -TEST#1:
] 1
NAME OF PERSON ADMINISTERING: JD\MM.D‘J
pATEADMINISTERED (TEST #1): 11V 2I1L. ot CQIRUAA EXPIRATION DATE: _D]21]2012

DATEREAD: | hn l r]. (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINIST ERED)

TEST 1 RESULTS: POSITIVE v NEGATIVE REDNESS (please ldentify resultswitha v*)

E) mm {please provida measure inymsters)
g“*c
PHYSICIAN/NURSE PRACTITIONER SIGNATURE /? L W

On the date read (48-72 hrs afteritis ad ministered}, your provider will evaluate, measure, and interpret the area. Your provider will dooument the milimeters

(e.9.0mm, 4 mm, 12mm) and Ifthe 161 TST Is negative, you will ! tin7-21 .fthe 1stlestis posttive, you should see your providerfor
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

-

NAME OF PERSON ADMINISTERING: .DQ\M_EM@\)
DATE ADMINISTERED (TEST #2): .Lhﬂlﬂ_’l'l. ot _(CHAY AA EXPIRATION DATE: '1\3lL(I'B

patereap I~ 1Y L anust BE WiTHIN 48-72HRS AFTER DATE ADMINISTERED)

TEST 2RESULTS: POSITIVE XNEGATIVE REDNESS {please identify resutswitha v*)

mm {please provide measurein millimelers)

PHYSICIAN/NURSE PRACTITIONER SIGNATUREM 55 o (o 5 UB%{}‘NUDUNWERSITY MO

NTGOMERY
ENT HEALTH CENTER
- : IRMA B. MOORE HALL 102
| Provider: P.0. BOX 244073
| Please place office stamp MONTGOMERY, 4], 36124-4023

here (if possible) for
L validation purposes.

Jn the date read (48-72 hrs after TEST #2}, your provider will evaluate, measure, and Interpretthe TST, Document the milimeters (e Omm,4 mm, 12 mm
fthe2nd TST s negative - youare dane! (e.g.0mm, 4 mm, ).

In the date read (458-72 hrs after TEST #2, your providerwill evaluate, measure, and interpret the TST, Document the milimeters{e.g.0 mm, 4 mm, 12 mm
fthe2nd TSTis Rositive, you should see your providerfor ad ditionalinfomation & treatment, ] ' ' 4
MPORTANT NOTE:

I & T8 skin test cannot be performed due to past + lestor BCG vaccination:

1} Your provider will icely order a chest x-ray and you will provide the program with g Radlologist's report- OR
2} Yourprovider fon provider lelterhead) can document that vou ara free from T8 and do nnfongnnd a 9&4.» en frnd membmnto e
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TB Screening Questionnaire

Name: // ﬁ//'/? ad /%( 'é// 77 // Date of Birth: f -7 -% 7

Student Number:

Please mark “ves” or “no” to the following questions.

YES

—

\ VAN B

1, Do you have a cough that has lasted longer than 3 weeks? ]
2, Have you coughed up blood or mucus?

3, Have you had fever, chills, or night sweats?
4. Have you had unintentional weight loss?
5.
6.
7.

Have you been feeling very tired?

Have vou lost your appetite?
Have you ever had a positive TB skin test result or Positive

interferon gamma release assay (IGRA) result?
If so, when?
8. Have you ever had an abnormal chest x-ray?
9. Have you recently had the mucus coughed up tested for TB?
10. Have you ever been told you had TB or latent TB?

11. Have you ever taken medicine for TB?
12. Have you ever lived with or had close contact with someone who had

TB?
13. Do vou currently have a rash on either forearm?

14, Are you immunocompromised? (Steroids, chemotherapy, or other?)
15. Have you received a live vaccing in the past 30 days?

VASALEN

'\

#Alf TB skin test and Chest x-rays must be performed in the U.S. to be valid.*

| attest the above Is true and accurate to the best of my knowledge.

Date: %2//5\7 o

Patient Signature:/f,;__ e

M
Provider Signature: M Date; i"L\llM‘\-—

oG/2021
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HEALTH EXAMINATION FORM
LAST NAME:4‘L/‘\-}[? /7 !/ l/ FIRST NAME: /j/ 74 / /\/7(’ TSCCID # [2[)/ 3 Wﬁ V PHONE NUMBER: WB 7 i % g,

THE FOLLOW}NG INFORMATION MUST BE COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, B

Allergies (Food/Drng/Latex, efe.) V\ \UD PT
X 7
Height_ O ' 3 weign__ 1A IS mp Putse__ AN
Vision Right 20/ ;g 2 Left 20/ i S Corrected: ‘:ﬁ\ NDO
C NORMAL ABNORMAL FINDINGS
O CBC v
M Cardiovascular v
P Pulses VT
o
L Heart
Liungs "
E Skin —
T EN.T. W
E Gastrointestinal e
Musculoskeletal (e
Neurological L
Other
The student has been diagnosed witha chronic/serous medical condition(s)? (Ex. Diabetes, hypertension, sefzure disorders, ete.? es =No
if yes, please list: /} T]\/
Isfare the condition(s) being presantly contralled or treated? Yes V/ No  If yes, please describe:
The student has been diegnosed with a psychiatric/mental condition(s)? (Ex. Bipolar, depression, chemical d ependency, etc.) Yes ‘/ No
Is/are the condition(s) belng presently controlled or Ireated? Yes__ \e" No If yes, please describe:
The studentis takingprescribed medicationson a r;r ularbasis? y/ Yes No
Ifyes, please list: % 7 ;M (i@b( ,"1 &D

On the basls of my examination on this day / :} M . | approve the student's partisipation in Clinical Education.

manth, day, year
N\ Yes No Limited - If imited, please describe;

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (f:%mm) M d ﬁ m 7@///3 C %// /
' 74
PHYSICIAN/NURSE PRACTITIONER SIGNATURE /h{ e~ CEY I

...... AUBURN UNIVERSITY MONTGNOMERY

validation purposes. MONTGOMERY, AL 36124-4023

] Provider: STUDENT HEALTH CENTER
‘ Please place office stamp IRMA B. MOORE HALL RM. 102
i here (if possible) for - P.0, BOX 244023

|




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

4) Motor Function

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

b) Move, position, turn, transfer, assist with lifting or lift and carry clients without injury to clients, selfor
others "

¢) Maintain balance from any position

d) Stand on both légs

e) Coordinate hand/eye movements

1) Push/pull heavy objects without injury to client, self or others

g) Stand, bend, walk and/or sit for 6-12 hours in a clinical setting performing physical activities requiring 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 care and transporting items

J) Transport self and client without the use of ¢lectrical devices

k) Flex, abduct and rotate all joints freely

)] Respondrapidly toemergency situations

m) Maneuver in small areas

n} Perform daily care functions for the client

0) 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

) Understand that posing a direct threat to others is unacceptable and subjects one to discipline
h) Meet qualifications for licensure by examination 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

1) Remain free of chemical dependency

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

n) Provide nursing care in an appropriate time frame

0) Accepts responsibility, accountability, and ownership of one's actions
p} Scek supervision/consultation in a timely manner

q) Examine and modify one’s own behavior when it interferes with nursing care or learning

Note to ail 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 heaithcare provider to complete,

e e 77 AL
Student's Signature ‘ Date

=L Ctpy” [=F-20

Physician’s Signature Date
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HEPATITIS B IMMUNIZATION

LAST NAME:/V \ (-t(/}\a‘ l \ FIRST mwua:(1 {4 M\‘ e Tsceio # AL 334 % i
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? E "YES"- SEE STEP 1 & IF “NO“SEE_STEP 2.

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

SYEP 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,

DATE OF TITER: ‘\/ 317/3 -ty _POSITIVE? 7’5 (anli-HBs210milimL) NEGATIVE? (anti-HBs<10miU/mL) ({pleaseidentfy resuliswitha v/}

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS {PLEASE _PRINT) /)/E(M %( (/ I ,OWW

PHYSICIAN/NURSE PRACTITIONER SIGNATURE /}? 7 Clryd

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

| Prowder

| Please place office stamp

l here {if possible} for
validation purposes.

IF YOUR TITER RESUL TS ARE POSITIVE - YOU ARE DONE}
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - [F YOU HAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION ORIF YOU HAD ANEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED,

18T VACCINATIONDATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

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

2ND VACCINATIONDATE ______ PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
7O DE ADMNISTERED 1 MONTHAFTER 15T DOSE

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

r
!
|
i

JRD VACCINATIONDATE s
TO BE ADMNISTERED 8 MONTHE AFTER INDBsE ™ PHYSICIAN/NURSE 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 (anti-HBs) Tb DOCUMENT IMMUNITY:

JATEQF TITER: POSITIVE? (ant-HBs 210 mi/mlL} NEGATIVE? (anti-HBssS10mIU/mL) (please idenilfy resultswitha v )
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

€ .\ . .' . - ) ‘:
LAST NAME: PV 1M1 0y FIRST NAME:_ UV g\ WY, 1SCCID #: £UiF Jyph /
PS/RUBE! M -TOBECOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, ORNURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION? |F *YES® - STEP 1& [F"NO"

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

DOSE# /(»}J’”ZOIU

DATE OF MEASLES (RUBEOLA) TITER: 303 POSITIVE? (21.1 Al) NEGATIVE? (s 0.8Al) {pleaseidentify results witha v ) POSITIVE?

DATE OF MUMPS TITER: ——5— (2 1.1A) NEGATIVE? (S0.8A) (pleaseidentiy resultswitha v ) POSITIVE? 1.1
DAT MEASLES) TITER: __/
E OF RUBELLA (MEASLES) ER Al} NEGATIVE? (s0.7Al) (pleasaidentify resuftswitha )

W(ﬁ Clee A ¢
PHYSICIANINURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) W/M f N IV ¥
gt
PHYSICIAN/NURSE PRACTITIONER SIGNATURE /Z(’ /Z./ & gl

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER

| Provider: ] IRMA B. MOORE HALL RM. 102
| Please place office stam P.0. BOX 244023
' herep(if possible) for P MONTGOMERY, AL 36124-4023

i validation purposes.

IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF TITERRESULTSARENEGATIVE - COMPLETE STEP 2 BELOW,

P L VAC T

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

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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




N

S -"
NI

VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME: LA R RA) FIRsT NAME:_LUY 118 TSCCID #: /4 i34y i/‘

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

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

STEP 1.- IF YOU HAVE PREVIOUSLY COMPLETED A VARICELLA/CHICKEN FOX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVEA TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARENEGATIVE - SEE STEP2 - RE-IMMUNIZATION IS
REQUIRED. .

DATE OF VARICELLA TITER; / (“ 18/ - 2°1L/ posrerZM :}(:. 1.1Al) NEGATIVE? (S0.8Al (pleaseidentify resutswitha v*)

PHYSlCIANfNURSEF‘RACTPTIONERNAME&CREDENT/ (PLEASE PR"—‘J‘T_)‘Z )Fmﬁg/\é@/ fdé(’!/) C%/V)
) Tl Cpr by P

PHYSICIAN/NURSE PRACTITIONER SIGNATURE /

| Provider- |  AUBURN UNIVERSITY MONTGOMERY
| Piease place office stamp STUDENT HEALTH CENTER
| here (if possibie) for IRMA B. MOORE HALL RM. 102
[ validation purposes. MONTGOMERY, AL 361244023

IF YOUR TITER RESUL TS ARE POSITIVE - YOU ARE 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.
v H POXVACCINE
DATE OF VARICELLAVACCINE #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.
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

Ky, /) Ay om .
LAST NAME: ,%///f/// FIRST NAME:; /jfﬁ///ﬂy TSCCID #: /1ﬂ/5~‘l/'//‘/
TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER OR NURSE,

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

JATE OF ORIGINAL TDAP VACCINATION; / . S‘hl q @ 0 DATE OF MOST RECENT BOOSTER: “_—_\ R l Q'Ll

—~ . )
“HYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) / h&w W [ (/K/Z/
e
- :
*HYSICIAN/NURSE PRACTITIONER SIGNATURE M : 4(_@/ l /’)

{

Provider:

. Please place office stamp

| here (if possible) for
validation purposes.

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



Patient Namt@b\l Ne, m Hf’ﬁ(’/] ]

AUM Student Health Services

Immunization Record

Allergies/Medical Alert: p ¢ A

Birthdate: &f"’/"r “'f ﬂ/

Immunization _|Date Comments V.S, |[Initials
Tdap
Tatanus Taxoid,
Ra [ij i
Td Booster e
' | esmL
casmne (i~ ghirai
MMR 496018
HEP A
HEP B
Other
' s
Date Given: ] Date Read: | Resulis: MFR LOT# Comments initha
i kot vl [ (SRUAK AL WS
Tuberculin Testing: - \
PPD (MANTOUX} = : M aa (UFA Wn 1Rz | LW
szl [ONTV
Initials Signature initials Signature
___m_,___.»_@@ -

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

STAMP ABOVE

_______————'_—_-—_——



