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HEPATITI IMMUNIZATION
LasT Name: Hur Y FIRST NAME:_GOYmON O TSCC ID #;

HAVE YOU COMPLETED A SERIES OF HEPATITIS 8 IMMUNIZATION? |F "YES" - "NO*

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIES IN THE PAST - HAVE ATITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YQUR TITER 1S NEGATIVE YOU MUST COMPLETE STEP 2.

DATE OF TITER: | I‘I.'th n’n-POSITIVE? {anti-HBs210 mIU/mL) NEGATIWVE? ‘/(anti-HBs £10 mlU/mL) {please identify results with a ¢}

PHY SICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) mﬂmml\_dm_mg,_(‘!,h

?
PHYSICIAN/NURSE PRACTITIONER SIGNATURE M
AUBURN UNIVERSITY MONTGOMERY

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

{FYOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YQUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION QR IF YOU HAD ANEGATIVE TITER .4 FULL 3-PART § S
IMMUNIZATION IS REQUIRED.

18T VACCINATION DATE: j IZS,’ZU?"L P”KWW@WR I — {
STUDENS. HEALTH CENTER '
'M@Ba MOQREHALL RM. 102
wors i pRQEBOX 244023
M’KGQMEM»AL 36124-4023

2ND VACCINATION DATE: PHYSICIANINURSE PRACTITIONER SIGNATURE:
TC BE ADMINISTERED 1 MONTH AFTER 14T DOSE

3RD VACCINATION DATE:
TO BE ADFNISTERED § MONTHS AFTER ZND DOSE

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 mliU/mL) (please identify results with a )

PHYSICIAN/MNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE




LAST NAME:___H_\A!_T}_ _____________________________

MEASLESMUMPS/RURELLA IMMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

TSCCID #:

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

STEP 1-1F YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE ATITER DRAWN - AND HAVE YOUR PROVIDER
COMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-VACCINATION IS REQUESRED.

‘/(‘a 1.1Al) NEGATIVE? < 0.8Al} (please identify resuits with a )
__________ (S 0.8A1} (please identify resulls with a v)

(€ 0.7ALl  (please identify results with a )

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

W YTHAR TITER RESULES ARE POSTTIVE - YINIARE DONET
o ONTER RESLLTS ARE NEGATIVE QR IF YO HAVE NEVER BEEN VACCINATED - COMPLETE STEP T BELOW,

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION i8S REQUIRED. AHEALTHCARE
FROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

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

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? {ptease identify results with a v")
DATE OF MUMPS TITER: . POSITIVE? NEGATIVE? (please identify results with & v}
DATEOFRUBELLATITER: _ PGSITIVE? NEGATIVE? (piease identify resulls with a ¥}

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITICNER SIGNATURE
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INITIAL TUBERCULOSIS (TB) SKIN TE
LAST NAME: H\M'\: FIRST NaMe:_( ™0 X O TSCCID #:

STEP 1- TEST #1:

L] 4
NAME OF PERSON ADMINISTERING: mm_ﬂji.ﬂg.uhm

DATE ADMINISTERED (TEST #1}: thM‘l.’L or#  _CLSBDSAA A EXPIRATION DATE: 'ﬁ"l_’jh. k]
(L)F

DATE READj’?-S_'ZL(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: ___POSITIVE ; ;\IEGATIVE ____REDNESS (please identify results with a ¥)

D mm {please provide measure | eters)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE ’ ’ ) %A/\/ W

On the date read (48-72 hrs after it is administered), your 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 st test is positive, you should see your provider for
additional evaluation and treatment.

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

NAME OF PERSON ADMINISTERING: mafo’nd CL %‘ﬂ leo
DATE ADMINISTERED (TEST #2]: ”7/ !'Zl/ LOT #: CS-éDS-I l EXPIRATION DATE: 1’_’_1/,2&3

DATE READ: Z’_’/_ZZ (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: —___POSITIVE %EGATIVE REDNESS {please identify results with a v}

mm (please provide freas

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Y MONTGOMERY
URN UNIVERSIT
AP STUDENT HE&L TH CENTER

L\i

LAY

S

P 0.BOX 24
MONTGOMERY 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 pegative - v ara dones

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 positive, you shauld 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 fon provider letterhead) can document thal you are free from TB and do not need a 2-step T8 test or chest x-ray



VARICELLA (CHICKEN POX) IMMUNIZATION

LasT NAME: HMY FirsT NAME: COPAR X OV TSCCID #:

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

STEP 1 - IF YOU HAVE PREVIOUSLY COMPLETED A VARICELLA/CHICKEN POX IMMUNIZATION CR HAVE HAD THE CHICKEN POX - HAVE ATITER

DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION IS
REQUIRED.

DATE OF VARICELLA TITER:m'L POSITIVE? / ®1.1Al) NEGATIVE? (SOBAI) (please idertify results with a ¥)

PHY SICIAN/NURSE PRACTITIONER NAME & CREDENTI SE PRINT) MMLXN?

PHYSICIANNURSE PRACTITIONER SIGNATURE

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

i#F YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!

FYOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

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

BOOSTER IS REQUIRED. A HEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABQOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

VARICELLA/CHICKEN POX VACCINE
DATE OF VARICELLAVACCINE #1:

DATE OF VARICELLA VACCINE #2:

PHY SICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

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




TDAP (TETAN IPTHE T 1 MUNIZATION

LAST NAMEl‘Mﬂ" FIRST NAME(,QYV\UUY) TSCCID #:

DATE OF ORIGINAL TDAP VAGCINATION: \NAALY I VIV

st e 2InIn
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIAL

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

PRTTO L I U S gy g
YRETATI (HEESa.



ADULT IMMUNIZATION RECORD

Allergies:

Reactions:

Name: HURT, CAMERON M
DCB:  05/26/1991

Chart
#

Date of Service:  07/22/2022

Vaccine Family

Type of Vaccine
{no Brand Name)

Date Given
(mm/ddiy)

Age at
Adm

Dose
{cc/ml}

Route & Site

Mir. Lot #

VIS Date

WVaccinator Signature

Tetanus, Diptheria,
(Pertussis)

{e.g., Td. Tdap)

D

02/11/05

13y

0.5

Hepatitis A
(e.g., HepA. HepA-HepB)

Hepatitis B

{e.g., HepB, HepB-Hib,
DTaP-HepB-IPV, HepA-
HepB)

HEP B ADOL/PED

09/2499

8y

0.5

Human Papllomavirus
(e.g., HPV)

Measles, Mumps, Rubella
(MMR, MMRV)

Meningococcal
(MCV4, MPSV4)

Pneumococcal
{e.g. PCVY, PPY)

Pollo
(e.g., IPV, DTaP-HepB-
Hib)

Varicella (Var, MMRY)

Influenza
e.g., TIV, LAIV)

Other

Pfizer Covid1g

12/10/21

0y

0.3

PFR FJ1620

QUTSIDE CLINIC

Pfizer Covid19

(NonDilvent)

04/07 /22

0y

PFR FMO0698

OUTSIDE CLINIC

WARHAWK HEALTH SERVICES
7461 EAST DRIVE

RM 102 MOORE HALL
MONTGOMERY, AL36117

334 2443281

Results

PPD

Results

Maxtoux

Mantoux

Mantoux
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HEALTH EXAMINATION FORM

LAST NAME: le‘l/ FIRST NAME: pﬁm TSCC D #:

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

PHONE NUMBER:

Allergies (FoodDrug/Latex. etc.)
nNY A
Height__ 11 yy. weight_ LU0 e ]ﬁ”"\ﬁ putse_ 97
Vision Right 20/_3.0 Left 20/ 19 Comrected: YO NO
C
o NORMAL ABNORMAL FINDINGS
CBC v,
M Cardiovascular v
P Pulses .
L Heart /
Lungs v
E Skin ‘/
T ENT. v
E Gastrointestinal v
Musculoskeletal v,
Neurological v
Other r
The student has been diagnosed with a chronic/serious medicai condition(s)? (Ex. Diabetes, hypertension, seizure disorders, etc.7) _____ Yes JL No
If yes, please list:
Is/are the condition(s) being presently contrelled or treated? _.._Yes ______ No |Ifyss, please describe: 2

The student has been diagnosed with a psychiatricimental condition(s)? (Ex. Bipolar, depression. chemical dependency, etc.)

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

The student is taking prescribed medications on a reguiar basis? Yes M No

If yes, please list:

On the basis of my examination on this day El ‘ m"\.! kuL’L , | approve the stud pa
month, day, year
Vo Yes No Limited - If limited, ptease describe: Pi

. o OEIND

ation iy Clinical Education.

PHYSICIAN/NURSE PRACTITICNER NAME & CRED

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

AUBURN UNIVERSITY MONTGOMERY

Provider:
. STUDENT HEALTH CENTER
Piesgfeﬂ'iicigg ;Zf}gf‘ P IRMA B. MOORE HALL RM. 102
P P.0. BOX 244023

validation purposes.

MONTGOMERY, AL 36124-4023




