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HEPATITIS B IMMUNIZATION

LAST NAME:_M‘J;'W—..___ = FIRST NAME:QMQMM_.. S TSCCID#:___

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? IF "YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

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: __ - POSITIVE? (anti-HBs210 mlU/mL) NEGATIVE? _ (anli-HBs 10 mlU/mL) (please identify results with a /)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONEI
{F YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNI
IMMUNIZATION IS REQUIRED.

»

1ST VACCINATION DATE: \QAFE’IJ?'?:_ PHYSICIAN/NURSE PRACTITIONER SIGNATURE: ™ QVV—‘;[A_QQv—g’!‘,
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ZATION OR IF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES
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AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:
DATE OF TITER: ___ ____ PoOsITIVE? (anti-HBs 210 mlU/mL) NEGATIVE? (anti-HBs <10 miU/mL) (please identify results with a )

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE _



