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INITIAL TUBERCULOSIS (TB) SKIN TEST

LAST NAME: D&EA FIRST NAME: LML‘ TSCC ID#:

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

STEP 1 - TEST #1:

.

4
NAME OF PERSON ADMINISTERING: iy (o Ry Ly ha ) {2
pate aomimisTerReD (resT#1: INBNL ot _(QHISAA expiraTIoN pATE: SIS

DATE READ: -\‘1-‘ ST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: a POSITIVE XNEGATIVE REDNESS (please identify results with a v)

mm (please provi

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

On the date read (48-72 hrs after it is administered), yoyy/provider will evaluate, measure, and interpret the area. Your provider will document the millimeters

(e.g. 0 mm, 4 mm, 12 mm) and if the 1st TST is negative, you will return for the 2nd test in 7-21 days. If the 1st test is positive, you should see your provider for
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: { ‘: &g L ‘ Z Zu \ QJLQ } CL\ {\( (M/L/p

DATE ADMINISTERED (TEST #2): q—/ZS‘ Z 2, LOT #: ("‘gx 0 %IAA EXPIRATION DATE;B! | kl? }

DATE READ: i Z‘)Z« UST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: ___ POSITIVE NEGATIVE __ REDNESS {please identify results with a v)
mm (please provide measure in millimeters)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE {\ %j (/
Provider: STUDFN: . .. | NTER o
Please place office stamp IRM4 1 o LL
here {if possible) for k 24$023 K102
vahdatlon purposes. . MW RY AL 36124-4023

On the date read (48-72 hrs after TEST #2), your provider will evaluate, measure, and interpret the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm}.
If the 2nd TST is negative - you are donel

On the date read {48-72 hrs after TEST #2, your provider will evaluate, measure, and interpret the TST. Dogurnent the millimeters {e.g. 0 mm, 4 mm, 12 mm).
If the 2nd TST is positive, you should see your provider for additional information & treatment.

IMPORTANT NOTE:
if a TB skin test cannot be performed due to past + test or BCG vaccination:
1) Your provider will likely order a chest x-ray and you will provide the program with a Radiologist's report - OR
2) Your provider (on provider letterhead) can document that you are free from T8 and do not need a 2-step TB test or chest x-ray
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HEALTH EXAMINATION FORM

LAST NAME: Ei! t (; k FIRST NAME: l [] &% TSCC ID #: PHONE NUMBER:

THE FOLLOWING INFORMATION MUST B8 COMPLETED BY A PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

Allergies (FoodDrmg/LateX. etc.) MV—DQ
i
Height l Q “2 Weight \I:‘ a& BP \g\\ B L Pulse E\g
Vision Right 20/ 20 Left 20/ 5( ) Comected. Y NOI
C
NORMAL ABNORMAL FINDINGS
0O CBC v, ’
M Cardiovascular v
P Pulses v R
. Lungs v,
E Skin v .
T ENT, v
E Gastrointestinal V.
Musculoskeletal v
Neurological V4
Other
The student has been diagnosed with a chronic/serious medical condition(s)? (Ex. Diabetes, hypertension, 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:
The student has been diagnosed with a psychiatric/mental condition(s)? {Ex. Bipolar, depression, chemical dependency, etc.) Yes ! No
Isfare the condition(s) being presently controlled or treated? Yes No  Ifyes, please describe:
The student is taking prescribed medications on a regular basis? Yes _\/  No
If yes, please list:
On the basis of my examination on this day \ ZI approve the student’s participation in Ciinical Education.
\/ month, day, year
Yes No Limited - If imited, please describe:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER S1IGNATURE

' AUBURN ONIWBRSITY MONTGOMERY
- PleSPYDENDHEAE¥WCENTER
IRV B MOORE EALL RM. 102

validatidQpBOXN244023
- MONTGOMERY; AL 36124-4023
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: m || - FIRST NAME: E}“iM _________ — TSCCID #:

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VAGCCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

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

DATE OF ORIGINAL TDAP VACCINATION: Uu l[ﬁhh\\‘l DATE OF MOST RECENT BOOSTER;: [) l l !, !\1—3}?
‘ Diog of

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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

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



ADULT IMMUNIZATION RECORD

Name: REED, CODY MATTHEW
Allergies: DOB.  04/02/2002
Chat  _____
Reactions: #
- - Date of Service.  (7/18/2022
Type of Vaccine | Date Given | Age at Oose Route & Site Mfr. Lot # VIS Cate Vaccinator Signature
Vaccine Family {(no Brand Name) | {mm/adryy) | Adm | (ocoiml)
Tetanus, Diptheria, DTAP 06/03/02 2m 05
(Pertussis) DTAP 080702 | am 0.5
feg. Tc. Taap) DTAP 1008162 | 6m 05
DTAP-HEP B-IPY | 082003 | 16m 05
DTAP 071907 Sy 05
TDAP o717N3 My 05 SKB T4AP3 QUTSIDE GLINIC
Hepatitis A HEP A Q72518 16y 0.5 |Im MSD ROO7388 10/15/2021 [QUTSIDE CLINIG
(€.9.. HepA. HepA-HepB) - FEeo 0aZang | iry 05  |IM MSD R034339 10152021 |OUTSIDE CLINIC
Hepatitis B HEP B UNS 04/03/02 om 05 QUTSIDE CLINIC
([;%b{"Hengéfg@B;g& HEP B ADOLPED| 060302 | 2m 05
HepB) HEP B ADOL/PER| 08107102 4m 05
DTAP-HEP B-IPV | 082003 | 18m 05
Human Papilomavirus HPVY Q7/2518 16y 0.5 M MSD ROO1262 08/06/2021 {OUTSIDE CLINIC
fe.9.. HPV} HPVa 112818 | 16y 05 M MSD RO16971 0B/0B/2021 |OUTSIDE GLINIC
Measles, Mumps, Rubella |MMR 04/02/03 12m 05
(MMR, MMAV) MMRY 0719107 5y 05
Meningococcal MCV40 071713 1y 0.5 NOV A12129 QUTSIDE CLINIC
(MCV4, MPSV4) (MENVED)
MCVa0 07/2518 6y 05 | SKB M17058 QUTSIDE CLINIC
(MENVEOD)
Pneumococcal PCVT Q6/03/02 2m 05
(e.g. PCV. PPV) PCY7? 100902 | 6m 0.5
PCV7 0410203 | 12m 05
PCV7 08/2003 | 16m 05
Polio PV 06/03/02 2m 0.5
fj’lbg)" PV, DTaP-HepB- Moy 08702 | 4m 05
DTAP-HEP B-IPV | 08/20/03 | 16m 0.5
IPv 07719107 5y 05
Varicella (Var, MMRY) VARICELLA 04/02/03 12m [¢R.]
MMRY Tkt sy 05
influenza LAIV4 1140814 12y 0.2 MED CJ2129 08/07/2015 |OUTSIDE CLINIC
®.9. TV LAIV) V4 - P FREE 1024115 | 13y 05 | SKB 32NZ7 08/07/2015 |OUTSIDE GLINIC
IlV4 - P FREE 10/15116 14y 05 | SKB 08/07/2015 [OUTSIDE CLINIC
Zoster
Other HIB (PRP-T) 06/03/02 2m
HIB (PRP-OMP) 06/03/02 2m
HIB (PRP-OMP) 0BT 02 am
HIB (PRP.T) 0BT 02 am
WARHAWK HEALTH SERVICES PPD Date Results PPD Date Results
7461 EAST DRIVE Mantoux Maxioux
RM 102 MOORE HALL
MONTGOMERY, AL36117 Mantoux Mantoux
334 2443281 Mantoux Mantoux

*
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*
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VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME:MA FIRST NAME: Lh&-\l TSCCID #:

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? JE "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

STEP 1 - IF YOU HAVE PREVIQUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE ATITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION 1S
REQUIRED.

DATE OF VARICELLA TITER: POSITIVE? (z 1.1Al) NEGATIVE? / (s 0.8Al) (please identify results with a )

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
AUBURN UNIVERSITY MONTGNOMERY

Provider: STUDENT HEALTH CENTER
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 - YOU ARE DONE!

IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUNIZATION OR
BOOSTER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

CH

DATE OF VARICELLA VACCINE #‘3’ ,7—3 ’ZKZ

DATE OF VARICELLA VACCINE #2: w (Mvp
PHYSICIAN/NURSE PRACTITIONER NAME & CRE %S (PLEA INT)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE / AUBURN UNIVERSITY MONTGOMERY

, STUDENT HEALTH CENTER
Provider: : IRMA B. MOORE HALL RM. 102
Please place office stamp | P.O. BOX 244023

here {if possible] for
validation purposes.

MONTGOMERY, AL 36124-4023

AFTER COMPLETION OF 2-PART SERIES OR BOOSTER, HAVE A TITER DRAWN FOR VARICELLA ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? NEGATIVE? (please identify results with a ')

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

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




Instructions
Form instructions: TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

You must use the supplied form. Once completed, you will use the "add work" area to upload the
scanned form. Then you will click “turn in"

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? {F "YES" - SEE STEP 1 & IF
“NO" SEE STEP 2.

STEP 1 - IF YOU HAVE PREVIQUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION OR
HAVE HAD THE CHICKEN POX - HAVE A TITER DRAWN AND HAVE YOUR PROVIDER COMPLETE THE
FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION 1S REQUIRED.

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

**BE SURE TO NAME YOUR FILE AS: LAST NAME.NAME OF FILE (EX: BURNETT VARICELLA)
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HEPATITIS B IMMUNIZATION

LAST NAME: LLP.C) FIRST NAME:LQM__ TSCCID #

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? IE "YES" - SEE STEP 1 & IF "NQ"

HEPATITIS B TITER - TO BE COMPLETED BY YOUR HEALTHCARE PROVIDER.

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS 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: l “B \m‘LPOSITIVE? ‘/ {anti-HBsz10 miU/mL) NEGATIVE? (anti-HBs £10 mIWmL) (please identify results with a y)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
AUBURN UNIVERSITY MONTGOMERY

Provider: STUDENT I'IEALTH CENTER
Please place office stamp - 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 - COMPLETE STEP 2 BELOW.

IMMUNIZATION 1S REQUIRED.

18T VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
|

Provider: |

Please place office stamp |

here (if possible) for :
validation purposes.

2ND VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 1 MONTH AFTER 15T DOSE

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

3RD VACCINATION DATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMINISTERED 6 MONTHS AFTER IND DOSE

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

AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? (anti-HBs 210 miU/mL) NEGATIVE? (anti-HBs <10 mIU/mL) (please identify results with a v}

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT}

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION

LAST NAME: LR €1} FIRsT NamE:__UY) M TSCC ID #:

MEASLES/MUMPS/RUBELLA (MMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? IF "YES" - SEE STEP 1 & IF "NO” SEE STEP 2.

STEP 1 - IF 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-VACCINATION IS REQUIRED.

DATE OF MEASLES (RUBEOLA) TITER: _U)XB‘\ \ 1 POSITIVE? v’ = 1.1 Al) NEGATIVE? (£ 08AD (please identify resuils with a y')
DATE OF MUMPS TITER: jlm POSITIVE? /z 1.1 Al} NEGATIVE? (= 0.8 Al)  (please identify results with a )
DATE OF RUBELLA {MEASLES) TITER: j}mu POSITIVE? 1.1Al) NEGATIVE? __ (s 0.7Al) (please identify resulls with a v

PHYSICIAN/NURSE PRACTITICNER NAME & CR

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

. STUDENT HEALTH CENTER
MA B W§MLW 102
P ROR Y

MON’F(%)MERM;eAL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF TITER RESULTS ARE NEGATIVE OR IF YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW.

MEA PS. R MMR) VA N

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION IS REQUIRED. A HEALTHCARE
PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

DOSE #1 MEASLES (RUBEOQLA} 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

Provader,

Flaase place off
hare {if
walihston pu

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BOOSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? NEGATIVE? {please identify resuits with a v)
DATE OF MUMPS TITER: POSITIVE? NEGATIVE? {please identify results with a ')
DATE OF RUBELLATITER: POSITIVE? NEGATIVE? (please identify results with a v')

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




