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LasT name: INQQ d

-TO BE COMPLETED BY PHY SICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1 -TEST#:
. [
NAME OF PERSON ADMINISTERING: mmw |UQ
DATE ADMINISTERED (TEST#13: {1 “ 4 h\ﬂ.‘l ore _ G& hQS B & EXPIRATION DATE: 4 “ “ el

DATE READ: SMUST BE WITHIN 42-72 KRS AFTER DATE ADMIN.STERED]

TEST 1 RESULTS: POSITIVE \/NEGAT WVE REDMNESS (please identify results with a o)

&: mm ‘please provide measure .n mitimeters;

PHYSICIANINURSE PRACT TIONER SIGNATURE Q&E)@m&w

Or the dare read {48-T2 hrs after 1 is administeted). your provider will evaluate, measure, and interprat the area. Your provider wil documen: the mitl meters

fe.g. O mm, 4 mm, 12 mm) and i tha 151 TST is negative, you wil’ return for the 2nd Yestin 7-21 aays. the 1sttest s posiive, you should see your provider for
acidmonal evaluation and trestment.

IF TEST #1 WAS NEGATIVE - WAIT 7-21 DAYS BEFORE COMPLETING STEP 2
STEPZ-TEST#2-7-21DAYSAFTER STEF1

NAME OF PERSON ADKINISTERING: m.ﬂm&w\ \EN
DATE ADMINISTERED {TEST #2j: ul]_ﬂ_h,\]"l,’l. ore (8 8“‘3 AA EXPIRATION DATE: % h'\ tL%

DATE READ: {MUST BE WATHIN 48-72 HRS AFTER DATE ADMIN:STERED)

TEST 2 RESULTS: POSITIVE XNEGAT VE REDNESS ipiease identify *esults with 2 )

Q mm ‘please provice measure :n mi-imeters}

AUBURN UNIVERSITY MONTGOMERY

PHYSICIAN/NURSE PRACT:TIONER SIGNATUR _b__aéﬁ_cgg&g(:ﬁ;\{o

_ C STUDENT HEALTH CENTER
Provider: IRMA B. MOORE HALL RM. 102
Please place office stamp P.O. BOX 244023
here (if possible) for MONTGOMERY, AL 36124-4023

validation purposes.

Or the oate read (48-72 hrs after TEST £2), your provder wil- evaiuate, measure, and irterpret the T5T. Decument the millimaters (e.g. 0 mm, 4 mm. 12 mm;.
i the 2nd TST Is pagalive - ycdJ 38 cor2!

On the date read (48-72 hrs afer TEST #2, your provider will evaluate, measdre, and imerpret the TST. Document the millimeters (e.g. G mm, 4 mm. 12 s},
if the 2nd TST is positive, you should see your providar for additional information & treatmant.

IMPORTANT NOTE:
Ha TB skin lesi canng! ke performed due o past + teef or BCG vaccination
1} Your provider will ey order a cheat x-ray and you will provide the program with & Radiclogisr's nepert - OR
2) Your provicer [on provider letiarhead) can document that you are free from TB and do not need & 2-step TB fest or cheal s-ray
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION
tasteamedNOOd FIRST HAME:VL&\‘\Q_W__._... — TSCC ID #:

MEA SLES/MUMP S'/RUBELLA (MMR) TITER - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAYE ¥CU RECEIVED YOUR MMR IMMUNIZATION IN THE PAST? IE"YES' - SEE STEF 1 & IF 'NO"SEE STEP 2.

STEP 1- IF YOU HAVE COMPLETED AN MMR IMMUNIZAT ON IN THE PAST - HAVE AT TER DRAWN - AND HAVE YOUR PROVIDER
COWPLETE THE FOLLOWING. IF ANY RESULTS ARE NEGAT.VE - SEE STEP 2 - RE-VACC NATICN € REQU.RED.

DATE OF MEASLES 'RUBEQLA T TER: \‘1 ‘q '11 PCS TIVET v’ 211 AL NEGAT VET &08Al) (nlease dentiy res.Jlts with 2 ¥
DATE OF MUMPS TITER: UNWAIL7.  rosrier v 211a; NEGATWE? _ £0BAIG idlesse denti¥ resds with a ¥)
DATE OF RUBELLA IMEASLES ) TITER: m PSS TIVE? 21,1 Aly NEGATIVE? S LT Al (please identfy resuts wit a v

PHYSICIANINURSE PRACT TISNER NAME & CREDENTIALE iFLEASE FRINT) mnmw P
PHYSIZIANNURSE PRACT T:ONER SIGNATUR&/:.‘_‘, fg?gg&a ree CEN \QUBURN UNIVERSITY MONTGOMERY

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

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

MEASLES, MUMPS, RUBELLS (MMR) VACCINATION

STEP 2 - IF vOU HAVE NOT HAD AN MMR IAMUNIZATION OR IF YU HAVE A NEGATIVE TITER - MMUNIZATION IS REQUIRED. A HEALTHCARE
PROV:DER MAY RECOMMEND ABOOSTER. F ABOJSTER IS PERFORMED COMPLETE DOSE #1 LINE TEM.

DOSE #1 MEASLES (RUBEOLA] DATE: DOSE#2 MEASLES (RUBEOLA; DATE:
DOSE #1 VUMPS DATE: DOSE # 2 MUKMPS DATE:
DOSE#1 RUBELLA (MEASLES; DATE: DGSE# 2 RUBELLA (MEASELES) DATE:

PHYSIZIAN'NURSE PRACTITICNER NAME & CREDENTIALS (PLEASE PRINT}

PHYSICIAN/NURSE PRACTITICNER SIGNATURE

Spe e
¥ zane place office stz
=otz it possible) "o

b At |§III BLAI N

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

DATE CF MEASLES TITER: POSIT WET MEGAT:VE?Y ‘please denify results with a
OATE OF MUNPS TITER: POSTIVE? NEGAT VE? iplease denti®y resJits with a
DATE OF RUBELLA TITER: POS TVET NEGAT VE? iplease Wamify resuls with 2 ¥

PHYE:CIANNURSE PRACTITIONER NANE & CREDENTIALS (FLEASE PR'NT;

PHYSICIANNURSE PRACTITIONER SIGNATURE
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LAST NAME:U& L““l FIRST NAME: L“ lﬂ . . TSCCID #:

VARICELLACHICKEN POX JMMUNIZATION - TO BE COMPLETED BY PHY 5ICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECE:VED YOUR VAR CELLACHICKEN POX IMMUNIZATION? |ETYES' - SEESTEP 1 & IF "NO" SEE STEP 2

STEP 1 - F YOU HAVE PREVIOUSLY COMPLETED A VARICELLACHICKEN POX MMUNIZATION OR HAVE HAD THE CH-.CKEN POX - HAVE ATITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE ~HE FOLLOWING. -F RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION IS

REQUIRED.
DATE OF VARICELLA TITER; I]Jl_“)h_h'u. POSIT.VE? __/a 1141 NEGATIVE? ____ SDS8Al) (please identify results with 3 ¢')
PHYSICIAN/NURSE PRACT TIONER NAME & CREDENT:ALS (PLEASE PRINT) M&&L\N&ﬂ i (IJ\\ P
PHYSICIANINURSE PRACT TIONER SIGNATURE gz!&ﬁ&d&&qmpwwm UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
Frovidior IRMA B. MOORE HALL RM. 102
Pl b I'“‘ cf"é;ilif:éf"ﬂ P.O. BOX 244023
TG LT sl e MONTGOMERY, AL 36124-4023

wildation puiposes

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 VARICELLASCHICKEN POX VAGCINATION OR A NEGATIVE TITER RESULT - VARICELLA IMMUN-ZATICN DR
BODSTER IS REQUIRED. AHEALTHCARE PROVIDER MAY RECOMMEND A BOOSTER. IF ABOOSTER 1S PERFORMED COMPLETE VACTINATION #1
QONLY.

YARICELLASCHICKEN POX VACCINE
DATE OF VAR:CELLAVACCINE #1:
DATE OF VARICELLA VACCINE #2:

PHYSIZIAN'NURSE PRACT: THONER MAME 2 CREDENT:ALS {(PLEASE PRINT)

PHYSICIANNURSE PRACT TIGNER SIGNATURE

Providers
Pleane pace oo stann
heere F possibste) for
wATAL O L 05

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

DATE OF TITER: POSITIVE? NEGATIVE? [p-mase idertfy “esults win 3 ¢)

PHYSICIANNURSE PRACT TIONER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIANINURSE PRACT THONER SIGNATURE
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HEPATITIS B IMMUNIZATION
tasTname N g0 d FIRST nm:gﬂblﬂ TSCC D #:

HAVE YOU COMPLETED A SERIES CF HEPATTIS B . MMUNIZATION? IEYES" - NQ )

HEPATITIS B TITER - TO 8E COMPLETED BY YOUR HEALTHCARE PROVIDER.

STEP 1 - IF YOU HAVE COMPLETED A HEPATITIS B SERIES ‘N THE PAS™ - HAVE A TITER DRAWN AND COMPLETE THE FOLLTWING.
PLEASE NOTE THAT IF YOUR T/TER IS NEGATVE YOU MUST COMPLETE STEP 2.

pate oF Titer: | “‘)IL' L eosmiver 7 (ami-HEsz 10 miliml)  NEGATVE?
PHYSICIANNURSE PRACT, TIONER NAME & CREDENTIALS (PLEASE PRINT) "4 \“’) v B\u\!t\k\gl ) i QKJN P
PHYSICIAN'NURSE PRACTITIGNER snemmun%@ ]Q oL u (4N UBURN UNIVERSITY MONTGOMERY

{ant-HBs £10 mIU/mL) (pease icertfy resuts wik a ¢}

STUDENT HEALTH CENTER
Proviger: IRMA B. MOORE HALL RM. 102
Blease place office stamp P.0. BOX 244023

MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS ARE POSITIVE - YOLUI ARE DONE!
{F YGUR RESULTS ARE NEGATIYE - COMPLETE STEP 2 BELOW.

STEP2 - IF YOU HAVE NOT COMPLETED A HEPAT: TIS B IMMUN:ZAT-2N OR -F YOU HAD A NEGATIVE T'TER - A FULL 3-PART SERIES
HMUNIZATION |5 REQUIRED.

15T VACCINATION DATE: PHY SICIAN/NURSE PRACTITIONER SIGNATURE:

Proveitier
Pleace place office sramp
R (it possible) for
validation purposes.

2ZND YACCINATION DATE: PHY SICIAN/NURSE PRACTITIONER SIGNATURE:
TO BEE ADM!N'STERED ? MOMTH AFTER 15T DOSE

Priveider
Please place oifice stamp
g {3 pussilite)] for
vatdation purposes

3RD VACCINATION DATE: PHY SICIAN/NUR SE PRACTITIONER SIGNATURE:
YO BE ADMINISTERED & WONTHE AFTER 2M0 DOSE

Proviter
Picase p ace ol ice slamp
Brazee [ possiboe) e
waadalion purpesse
AFTER COMPLETHON OF THE FULL 3PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B ANTIBODY TO DOCUMENT IMMUNITY:

DATE OF TITER: POSITIVE? {anti-HBs 210 miUimL) NEGATVET iant-HBs £10 miWmL) [pease icertfy resuts wih a '}

PHYSICIAN'NURSE PRACT TICNER NAME & CREDENTIALS (PLEASE PRINT)

PHYSICIAN!NURSE PRACT:TIONER SKGNATURE




WARHAWN
HEALTH SERVICES

TB Screening Questionnaire

Name: K\/\J\U\ \/\\OOO\ Date of Birth: 03.(( glaz
Student Number:
Please mark “ves™ or “no” to the following questions. YES

. Do you have a cough that has lasted longer than 3 weeks? I

. Have you coughed up blood or mucus?

. Have you had fever, chills, or night sweais?

. Have you been feeling very tired? -

. Have you lost vour appetite?

1
2
3
4, Have you had unintentional weight loss?
5
6
7

. Have vou 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 you recently had the mucus coughed up tested for TB?

10. Bave you ever been told you had TB or latent TB?

11. Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with someone who had
TR? ‘

13. Do you currently have a rash on sither forearm?

14. Are you immunocompromised? (Steroids, chemotherapy, or other?)

15. Have you received a live vaccine in the past 30 days?

GRS KRS S RERRRIN B

*Ali 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: Kﬁ[ﬂu [/U@)j Date: _\ \\ 5122
provider Slgnature: | A P .\“) " Ei:l Date: I\hCJ h(j'fL

06/2021




