Cfe@ﬁiﬁ Chegg{gégt PATIENT NAME .. /gobef{ 5/5(6/)9//

DATEOFBIRTH: f

for Contraindications e
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't

yes no know
1. Are you sick today? L] B O
2. Do you have allergies to medica\gionsg food, a vaccine component, or latex? / O O
3. Have you ever had a serious reaction‘after receiving a vaccination? 1 0o O

4. Do you have a long-term health problem with heart disease, lung disease, asthma, e

kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? O M U
5. Do you have cancer, leukemnia, HIV/AIDS, or any other immune system problem? D M O

6. In the past 3 months, have you taken medications that affect your immune system,
—_such as prednisone,,other,S’[e[O.idS,,.Or.aﬂticanceff,d,r,u,gﬁ;,d,I'AU,gS,. for the treatmentof _D A_@/: . D
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?

7. Have you had a seizure or a brain or other nervous system problem? O v

8. Durine the past year, have you received a transfusion of blood or blood products, .
or beegn givepn imymune (gar)nma) globulin or an antiviral drug? pr 1 Dns . O
) clmd A7 J/‘Qﬁ"@‘%
7"

9. For women: Are you pregnant or is there a chance you could become pregnant ] O .
during the next month?

70. Have you received any vaccinations in the past 4 weeks? 1 L [

‘/; N [/ p p - -
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FORM REVIEWED BY S — DATE

Did you bring your immunization record card with you? yes [ no ]

It is important for you to have a personal record of your vaccinations. If you don't have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your healthcare provider records all your vaccinations on it.
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AUM STUDENT HEALTH CENTER INSTRUCTION SHEET
PHONE 334-244-3281

Name: Sh@f}){[ Sud&JWDai’e: Q/&g(/ &

1 ]

The practitioner | saw today was: Carol Stewart, CRNP
L-IMelodye M. Harvey, CRNP

My Problem:

Zﬁpper Respiratory Infection
__|Influenza A/B
L1Sinusitis

_?Lmiﬁs Allergic/Viral
| LPharyngitis

What medications do | need {o take?

For Pain or Fever: _ ’
Acetaminophen (Tylenol) regular strength (325 mg) - 2 every 4 hours, as needed

Exira Strength Acetaminophen - 2 tabs up to 4 fimes a day, as needed
buprofen/Advil/Motrin (same acfive ingredient) 2-4 200mg tabs every 6-8 hours

as needed
For Congestion or Cough:

Mucinex DM twice daily
asal saline rinses; thins mucous, decreases congestion, decreases postnasal

drainage
DEIeVGTe head off of bed 15-20 degrees to decrease congestion and promote sinus

drainage
DCloriﬁ@r Xyzal
For Sore Throat:
Warm salt water (1/2 tsp to 1 cup) gargle every 2-3 hours; thins mucous and sooths
Lozenges or sprays

Other:

Get more than usual amount of rest. Limit exira activities until you are well.,
Drink plenty of fluids (2-3 liters a day). Water is best, some juices, Gatorade is ok.

Humidify oir'i orizer, humidifier. Keep filters clean.
May take é‘—%oys to get better. If you have a fever over 101 degrees Fahrenheit
for more than 3-7 days, call the clinic. If you are not getting better or are getting

worse, call the clinic.
If you are having frouble breathing call 911 or go fo the ER.
Other Notes:




ADOLESCENT & ADULT IMMUNIZATION RECORD

Clinic: HU/// ST ﬁ)ﬁff//fﬁ J
Name: _ Rob@ ¢t B(‘@g‘@‘}fd
Date of Birth: _ 9 / 7 /L/"{ Record #:

Allergies: Reactions:

History of Chickenpox? YES or NO If yes, date if known:

Date Admin VIS Form Given Provider Initials***
Vaccine Age at Manuf Lot Admin or Outside Provider
Mo|Day| Yr |thetime| Type |[Mo}| Yr| Abbr* | Number |Dose| Site** | Route Name
Td Td 0.5¢ce IM
Td Td 0.5cc M
Td Td 0.5cc IM
Td ' Td 0.5¢cc M
Tdap Tdap 0.5cc IM
Hep B Hep B IM
Hep B Hep B IM
Hep B Hep B IM
Hep B (booster if needed) Hep B M
MMR Rubeli{a Rubeola MMR 0.5cc sQ
MMR Rubella Rubeoia MMR 0.5¢cc sQ
Varicella Var s5Q
Varicella Var SQ
[PV Polio i Sosas sQ
08/30/20
[PV Polio . sQ
1PV Polio Hepatitis SQ
Vaccine
1PV Polio HAVRIXb 0.5¢cc sQ
PPV23 PPV id by "““:f;’{ml 0.5cc IM
)mm' ..... Lt
. fologicals [}
PPV23 PPV Bislogizaly LG 0.5¢cc IM
Hepatitis A 3 AHIY] HepA | #|l6e |eaili |+ Lo | ¢d M }QW\
Hepatitis A Q| 2% Hep A | - 1 LDy v
HPV HPV M
) NDCEB160-826-43
HPV HPV | M
HPV HPV Va';’z; 0.5c¢ IM
Influenza Flu 1440 E40/BCC IM
Influenza Flu Bt antne W T c M
74192
Influenza Flu 0.5cc M
MCv4 ' Mening M
MPSV4 Mening SQ

* Manufacturers: M= Merck; S = Sanofi Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT =Right Thigh, LA = Left Arm, RA = Right Arm, LD = Left Deltoid, RD = Right Deltoid
*** VIS Language given, if not English:




***provider Information

AFircf Name M - LastName Title l}grll Signature Initials
P y
/*’m«_( D| Morps K1) d.&/q/f\ﬂj yerdd
1
Tuberculin Test
Date Admin Test Type ek t ok
VP' Pr?VIder Pr(?wder Results | Notes
Mo | Day | Yr | PPD | Tine placing the test reading the test
Titer Test Results for Non Susceptibility (IgM)
Date . Results Notes
Disease
Mo Day | Yr Neg Pos
Vactine  L22te Admin | e attime [ VIS Form Giver Ma”“*f Lot | e Afimiz Route | Provider Initials*** or Outside
Mo | Day| Yr | gven [Type/Mo | Yr |Abbr*| Number Site Provider
Typho! Q| 2 TN 7715 12 s omauh®2[ D |Tm | /I




3/26/2018 Gmail - Aspirin. mg. 1x

Nancy Bradford <nrwbrad@gmail.com>

Aspirin. mg. 1x
1 message

Bob Bradford <rwbradford@hillhilicarter.com> Mon, Mar 26, 2018 at 6:58 PM
To: Nancy Bradford <nrwbrad@gmail.com>

Aspirin. mg. 1x

Enalipril. 50 mg 1x

Vit. B 12. 1,000 mcg. 1xse
Prilosec. 1x

Fish oil. 1,000mg. 2x

Vit. D3. 1,000 units 1x
Sentraline HCL 50 mg. 1x
Osteo Bi-flex. 2. 1x

Centrum silver. 1x
Hydrochlorotjiazide. 25 mg. 1x

Amitriptyline HCL. 35 mg. 1x
Rosuvastatin Calcium. 20 mg 1x

Sent from my iPhone

https://mail.google.com/mail/u/0/?ui=2&ik=db2a45519c&jsver=GwNbowxDDRA.en.&view=pt&search=inbox&th=16264bfc4c95b00c&simi=16264bfc4c95b00c



