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

Allergies (Food/Prrug/Latex, etc,)
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Weight
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The student has been diagnosed with a chronic/serious medica

If yes, please list:

condition(s)? (Ex. Diabetes, hypertension, seizure disorders, etc.?) Yes _ Yy~ Mo

Isfare the condition(s) being presently controiled or ireated?
The student has been diagnosed with a psychiatricimental cond
Isfare the condilion(s) being presently controlled or treated?
The student is taking prescribed medications on a regular basis

i yes, please fisi:

Yes No  Ifyes, please describe:

Yes \/ No

ition{s)? (Ex. Bipolar, depression, chemical dependency, etc.)

It yes, please describe:;

On the basis of my examination on this day 1\ l A LL \§
/ month, day, y}
Yes

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS

No

Limited - If limited,

’ l _. | approve the student’s participation in Clinical Education.
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Provider: AUBURN UNIVERSITY MONTGOMERY
iease place office stamp STUDENT HEALTH CENTER
here {if possible) for IRMA B. MOORE HALL RM. 102
validation purposes. P.0. BOX 244023
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AUM Student Health éervices
Immunization Record
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T
Allergies/Medical Atert: 9L, <l
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FIRSTN

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIE
PLEASE NOTE THAT IF YOUR TITER IS NEGATIV

paTe OF TITER: A\WWLOAL- POSITIVE? (anti-H

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIAL

PHY SICIAN/NURSE PRACTITIONER SIGNATUR

TSCC 1D #:

ME: 55._‘ QN t‘

IN THE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOWING.
YOU MUST COMPLETE STEP 2.

5210 mIU/mL) NEGATIVE? ‘/(anti-HBs s10miimL)  (please identify results with a ¥)

(PLEASE PRINT) hb‘.ln__%_\u&k._\u&h\m P

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER

IF YOUR TITER
IF YOUR RESULT,

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

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

RESULTS ARE POSITIVE - YOU ARE DONE!
5 ARE NEGATIVE - COMPLETE STEP 2 BELOW,

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION OR IF YOU HAD A NEGATIVE TITER - A FULL 3-PART SERIES

IMMUNIZATION 1S REQUIRED.

18T VACCINATION DATE: PH

[YSICIAN/NURSE PRACTITIONER SIGNATURE:

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

validation purposes.

2ND VACCINATION DATE: PH

TO BE ADMINISTERED f MONTH AFTER 18T DOSE

¥ SICIAN/NURSE PRACTITIONER SIGNATURE:

Provider:
Please place office stamp
here {if possible) for

P

X

3RD VACCINATION DATE:
TO BE ADMINISTERED 6 MONTHS AFTER ZND DOSE

[

|

validation purposes.

¥SICIAN/NURSE PRACTITIONER SIGNATURE:

]

{_

—
Provider:

Please place office stamp !
here (if possible} for

AFTER COMPLETION OF THE FULL 3-PART SERIES, HAVE

DATE OF TITER: POSITIVE?

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

(anti-HBs 210 mliU/mL) NEGATIVE? (anti-HBs S10 miU/mL)

validation purposes.
A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:

(please identify results with a y")

(PLEASE PRINT)
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VARICELLA!(CHICKEN POX) IMMUNIZATION

LAST NAME: Lbﬂ.&:tnuﬂ: FIRST NPME: S;ﬁdm ,\_..‘ TSCCID #:
VARICELLA/CHICKEN POX IMMLINIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX II\AMUNIZATION? ' " T "NO" P

STEP 1 - IF YOU HAVE PREVIOUSLY 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 IS
REQUIRED.

DATE OF VARICELLATITER: | lh | l L“r):L POSITIME? 1.1Al) NEGATIVE? W (s0.8Al) (please identify results with a ¢}

LY
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) _I2 6hy B T16"RYNIT SN P

PHYSICIAN/NURSE PRACTITIONER SIGNATURE%I:

E

AUBURN UNIVERSITY MONTGOMERY

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

here {if possible} for MONTGOMERY, AL 36124-4023

l validation purposes.

IF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!

{F YOUR RESULTS ARE NEGATIVE - COMPLETE STEFP 2 BEL.OW.

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. {F ABOOSTER IS PERFORMED COMPLETE VACCINATION #1
ONLY.

VARICELLA/CHICKEN POX VACCINE

DATE OF VARICELLA VACCINE #1:

DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider: !
Please place office starop |
! here (if passible) for |
. validation purposes.

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 resuits with a ¥)

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

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

LasTNaME_ (SShywary

MEASLES/MUMPS/RUBELLA (MMR) TITER - TO BE COMF|

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION IN THE

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATI
COMPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGH

DATE OF MEASLES (RUBEOLA) TITER: _] hm.ﬁ t

DATE OF MUMPS TITER; i\ h II:N LU
DATE OF RUBELLA (MEASLES) TITER: ) | 1 l LI

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIA

PHYSICIAN/INURSE PRACTITIONER SIGNATURE&A_‘

IF YOUR TITER
IF TITER RESULTS ARE NEGATIVE OR I

FIRST NAME: 53.\ dhﬁ,,h‘_g,

ILETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

v

TSCC ID #:

PAST? IF"YES" - SEE STEP 1 & IF "NO" SEE STEP 2.

DN IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER
ATIVE - SEE STEP 2 - RE-VACCINATION 1S REQUIRED.

LPOSITIVE? /(2 1.1Al} NEGATIVE? (s 0.8Al (please identify resuits with a )

POSITIVE? \/(2 1.1Al} NEGATIVE? ___ (<0.8Al) (please identify results with a )
POSITIVE? \/(21.1 Al) NEGATIVE? (s 0.7Al)  (please identify results with a /)

s PLEASE PRIVT) 2 (s B 00ewa0 ) (RN P
\ gﬁ: :ez 013 C2N AUBURN UNIVERSITY MONTGOMERY

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

: Provider:

: Please place office stamp

: here {if possible) for
valdation purpases.

RESULTS ARE POUSITIVE - YOU ARE DONE!
YOU HAVE NEVER BEEN VACCINATED - COMPLETE STEP 2 BELOW

MEASLES, MUMPS, RUBELLS (MMR)} VACCINATION

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION ¢
PROVIDER MAY RECOMMEND A BOOSTER. IFAR

DOSE #1 MEASLES (RUBECLA) DATE: __ |
DOSE#1 MUMPS DATE: __|
DOSE # 1 RUBELLA (MEASLES) DATE: ___

L

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

R IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION IS REQUIRED. A HEALTHCARE
OOSTER IS PERFORMED COMPLETE DOSE #1 LINE ITEM.

DOSE#2  MEASLES (RUBEOLA) DATE: ___ -
DOSE#2  MUMPS DATE -
B DOSE#2  RUBELLA{MEASLES) DATE X

(PLEASE PRINT)

AFTER COMPLETION OF STEP 2 (2-DOSE SERIES) OR BO(
TO DOCUMENT IMMUNITY:

DATE OF MEASLES TITER: POSITIVE? __|
DATE OF MUMPS TITER: POSITIVE? __ |
DATE OF RUBELLA TITER: POSITIVE? __ |

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Brovider:
- Please place office stamp
here (if possible) for
validatinn puronses,

DSTER, HAVE A TITER DRAWN FOR EACH VACCINATION RECEIVED IN STEP 2

NEGATIVE? __ (please identify results with a )
NEGATIVE? _
NEGATIVE?
(PLEASE PRINT)

(please identify results with a ¥)

(please identify results with a ¢)
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IPTHERIA, PERTUSSIS) IMMUNIZATION

Last name_ U2 Shiat FIRST NaME: Qv (‘]Y\SU\.%

TETANUS, DIPTHERIA, & PERTUSSIS (TDAP) VACCINATI]

ATDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER iNITIAL VACCINE.

DATE OF ORIGINAL TDAP vacciNaTioN: YAWBLYL ©

TSCCID #:_

PN - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

DATE OF MOST RECENT BOOSTER: Y l Y Lyiy

0 Top
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) v-ﬁ\)ﬁ E!Q. O oy )QN\’
PHYSICIAN/NURSE PRACTITIONER SFGNATURE%}S-‘— Bf@dﬁ e CLP P2
Provider:

|

AUBURN UNyvg,

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

HEALT
IRMA B. MOORE g7 1 1ER

MDNTGOM

STUDENT
RM. 102

L
P.0. BOX 244923
ERY, AL 36124-4023




AR

WARHAWE
HEALTH SERVICES

TH Screening Questionnaire

Name: ‘ L;Q)S )2)9‘ Q,\(\ebﬂ \ fT Date of Birth: Q% } '? j ZOD?,

Student Number:

Please mark “yes” or “no” to the following questions. YES

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? - | ' I

. Have you 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 vou recently had the mucus coughed up tested for TBY?
10. Have you ever been told you had TB or latent TH?
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? [eF Tortarm. | «

14. Are you 1mmunocomprom15ed‘? {Steroids, chemotherapy, or other?)
15. Have you received a live vacoine in the past 30 days?

X 15 X};K)\x S

*All 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.

Patient Signature: %%W% pate: _\l/ /] /7072

Provider Signature: :\J)\]‘K.Q lEN Date: nh)l LW
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