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INITIAL TUBERCULOSIS (TB) SKIN TEST

p—T\ mrsTname:_J] \\450]’) rsccio#_[10ZZ(3ESES”
TUBERCULIN (TB)2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,
STEP 1 - TEST#1:

NAwE OF PERSON ADMinisTERING: R-Qhin, BIOGEWRAY, (PN

paTeADMinisTERED (TEST #1): MILBNLOIL  Lote: CARUSA R ExeRATION DATE: 311113

DATEREAD: UL (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: POSITIVE XNEGATNE __REDNESS (pleaseldentiy resultswitha v*)

mm  (please provide measure in millimeters)

PHYSICIANINURSE PRACTITIONER SIGNATURE Pabas R0 d . €.t £ 401>

On thedate read (48-72 hrs aler itis administened), your provider will evaluate, measure, andinterpret the area. Your provider will documentthe milimeters

{e.g. 9mm, 4 mm, 12 mm) and ifthe 18t TST is negative, you will refurn forthe 2nd testin 7-21 davs. iithe 1st testis positive. you shoukd see your providerfor
additional evalsation and treatment.

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

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

NAME OF PERSON ADMINISTERING: it o Bty BIN

paverommisterep(test #2: 1G0T tote LS BOWAA EXPIRATION DATE: 3116
DATEREAD:! 21{ Uzz(uusraewnmn 72 HRS AFTER DATE ADMINISTERED)
TEST2 RESULTS: POSITIVE &NEGATIVE __REDNESS (pleaseidentlly resubswitha )

mm  (please provide measurein milimetars)

\a
PHYSICIAN/NURSE PRACTITIONER SIGNATUFE/ZM C&J_JN Ol

AUBURN UNIVERSITY MONTGOMERY

Provider: STUDENT HEALTH CENTER
Piease piace office stamp IRMA BPN(I)Oggi: %;RM 102
here (if possible) for an

] validation purposes. MONTGOMERY, AL 36124-4023

On thedeateread (48-72 hrs afer TEST #2), yourprovider will evaluate, measure, and interpret tha TST, Document the millimeters {e.g. 0 mm, 4 mm, 12 mm).
if the 2nd TST Is pegalive - youare done!

On thedate read (38-72 hrs after TEST #2, your providaer will avaluale, meesure, andinterpret the TST. Document the milimeters {e.g. 0 mm, 4 mm, 12 mm).
i the 2nd TST is positive, you shauld see your provider for additionalinformation &  treatment.

IMPORTANT NOTE:
i & T8 skin test cannol be performed due lo past + tastor BCG  vaccination:
1) Your providor wil Ecely order a ches! x-ray and you wil provide the progromwith a Radiclogist's report- OR
2) Your provider {on provider letierhead) can document that you ere free from TB end do not noed & 2-step TB tast or ches! x-ray



Name: AWSO)’) NU\\

WARHAWK
HEALTH SERVICES

TB Screening Questionnaire

Date of Birth: I O’OQIOZ

Student Number: A 0 Z Zé 2 58 S

Please mark “yes” or “no” to the following guestions.

YES

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

Have you coughed up blood or mucus?

Have you had fever, chills, or night sweats?

Have you had unintentional weight loss?

Have you been feeling very tired? -

Have vou lost your appetite?

Moy st |l

Have you ever had a positive TB skin test result or Positive
interferon gamma release assay (IGRA) result?
If so, when?

B,

Have you ever had an abnormal chest x-ray?

9.

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

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

11. Have you ever taken medicine for TB?

12. Have you ever Hved with or had close contact with someone who had

TB?

13. Do vou currently have & rash on eIther forearm?

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

VSUR RS [RKER Y B ‘-\

15, Have you received a live vaceine in the past 30 days?

*All TB skin test and Chest x-rays must be performed in the U.s. to he valid.*

| attest the above Is true and accurate to the best of my knowledge,

Patient Signatura: QMW(LM
: U
Provider ngnature:&éalﬁi‘g&ﬂ

28)22

vate,_[EPO00GD
Date: HIL@I L[) !L

a6/2021




Screening Checklist prier e _ANSon_hul)
for Contraindications o or oGt ige™

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. 1t just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

don't

yes know

1. Are you sick today?

[l

2. Do you have allergies to medications, faod, a vaccine component, or latex?

3. Have you ever had a serfous reaction after recelving a vaccination?

4. Do you have a long-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other bicod disorder?

5. Do you have cancer, leukemia, HiV/AIDS, or any other immune system problem?

ol o lojald

Oy o | gpa

L

in the past 3 months, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of
theumatoid 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?

Ll

g. During the past year, have you received a transfusion of blood or blood products,
or been given immune (gamma) globuiin or an antiviral drug?

8. For women: Are you pregnant or is there a chance you could becorne pregnant
during the next month?

10. Have you received any vaccinations in the pas{ 4 weeks?

ol
R| & |0 || e PR R (KK M)
3

[

FORM COMPLETED BY ﬂﬂ\ﬁom il

e l2] 5122

FORM REVIEWED BYV{,/LE\ML_ >=?)‘A

AL

Did you bring your immunization record card with you? yes [

no

It is important for you to have a personal record of your vaccinations. it 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.

immunization
action coalition

Technical content reviewed by the Centes for Diseats Contro! and Preventian

L
immunize.org

! m " Saint Paul, Minnesota = 651-647-8009 » www.immunize.org » www.accineinformation.org

www.immunize org/catg.d/p4065.pdf = ltem #P4063 (4/18)
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HEALTH EXAMINATION FORM

LAST NAME: H U\\ FIRST NAME: A | \!&‘O TSCC IO #: Mmoxs NUMBER: 204465963

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

Allergies (Food/Drug/Latex. etc.)
NKkn
Height L~ Weign WEDIGR 4 Bp_!195]1 8 pulse 8O
Vision Right 20/ Left 20/_ ) Comected:  YEI NOJ
c NORMAL ABNORMAL FINDINGS
o CBC v
M Cardiovascular v
P Pulses v
L Heart v
Lungs v
E Skin v
T ENT. v’
E Gastrointestinal -
Musculoskeletal v
Neurotogical v
Other

The student has been diagnosed with a chronic/serious medical condilon(s)? (Ex. Giabeles, hypertension, seizure disorders, etc.?)

Yns\/No

I yes, please list:

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

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

Yes l/ No

Is/are the condiion(s} being presently controlled or reated? Yes No  Hyes,please describe:
The student is wkingprescribed maedications on a regularbasis? Yes \/ No
W yes, please list

On the basis of my examination on this daymmﬂl_, 1 approve the student's participation in Clinical Education.

month, day, year
-/Yau No Limited - if limited, please describe:

PHYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE  PRINT) Bd_Dﬂﬁh.cZu.:d_L(_ZA.L_

FHYSICIANNURSE PRACTITIONER SIGNATURE 1 20)ou I3dar e w CaanP

Provider:

]

. Please place office stamp | AUBURN UNIVERSITY MONTGOMERY
t  here (if possible} for STUDENT HEALTH CENTER

| validation purposes. IRMA B. MOORE HALL RM. 102

P.O. BOX 244023

MONTGOMERY, AL 36124-4023
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HEPATITIS B IMMUNIZATION

me&HU\\ FIRST NAME: A”\!Sﬁh TSCCID #:_Wﬁu
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? - NO*
HEPATITIS B IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1 - IF YOUHAVE COMPLETED AHEPATITIS 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.

DATEOFTHE&nn‘&h,gm-msmvm (anli-HBs210 miU/mL) NEGAnVE?___\_/_(anﬁ-HassmnuUme) {pleaseidentify resuliswitha v*)

PHYSICIANINURSE PRACTITIONER NAME & CREDENTIALS (PLEASE PRINT) Faabin B laCiei 0 W CENIR
PHYSICIAN/NURSE PRACTITIONER StGNATuné&zb=.'§:fadﬁ¢¢w CRNP

AUBURN UNIVERSITY MONTGOMERY

Provnder STUDENT HEALTH CENTER
Please ptace office stamp IRMA B. MOORE HALL RM. 102

here (if possible) for P.O. BOX 244023
validation purposes. MONTGOMERY, AL 36124-4023

.

iF YOUR TITER RESULTS ARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION ORIF YOUHAD ANEGATIVE TITER - A FULL 3-PART SERIES
IMMUNIZATION IS REQUIRED.

157 vacemanonoare:_111611 011

2ND VACCINATIONDATE PHYSK:IANMURSE PRACTI’I‘IONER SIGNATmE:
TOBE ADMNISTERED { MONTHAFTER 15T DOSE

e m e il mt e e e e e e

Provuder
Please place office stamp
here (if possible) for
vahdatson purposes

i
|
i
{
|

JRD VACCINATIONDATE _______________ 2
TO BE ADMNISTERED 6 MONTHS AFTER ZNDDOSE PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

Provider: |
. Please place office stamp i
|

here {if possible) for
| validation purposes.

L— S—_— SO

AFTER COMPLETION OF 3-PART SERIES, HAVE A TITER DRAWN FOR HEPATITIS B SURFACE ANTIGENS {anti-HBs) TO DOCUMENT IMMUNITY:

DATEOF TTIER: POSITIVE? {ant-HBszt0OmiU/mL) NEGATIVE? {anti-HBs <10 miU/mL) (pleaseidently resuliswitha v*)
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION
LAST NAME: H U\\ FIRST NAME: ml\;SOn TSCCID tm ST

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

HAVE YOU RECEIVED YOUR MMR IMMUNIZATION? IE - M

STEP { - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER COMPLETE
THE FOLLOWING. IF ANY RESUL TS ARE NEGATIVE - SEE STEP 2 - RE-MMUNIZATIONIS REQUIRED.

DOSE#1
DATE OF MEASLES (RUBEOLA) TITER: Mﬂ. 1.1 Al) NEGATIVE? (S0.8Al) (pleaseidentiy resuliswitha v ) POSITIVE?
DATE OF MUMPS TITER: WO TR NEGATVE? <08 A (please identiy resullswitha ') POSITVE? 1.1
DATE OF RUBELLA(MEASLES) TITEr: 1UI1LBI1T.

. . . A) NEGATVE?  (0.TA) {please identify resuliswitha +*)
pRNE 51 MWK o) &E
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS ( PRINT) MM

PHYSICIANINURSE PRACTITIONER snsm*rum&_/‘z@&,&uw AUBURN UNIVERSITY MONTGOMERY

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.

#F YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF TITER RESULTS ARENEGATIVE- COMPLETE STEP2 BELOW.

MEASLES, MUMPS, RUBELLS(MMR) VACCINATION
STEP 2 - IF YOU HAVE NOT HAD AN MMR MMUNIZATION OR IF YOUHAVE A NEGATIVE TITER - IMMUNIZATION IS REQUIRED.

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:

PHYSICIANNURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible) for
l validation purposes.
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VARICELLA (CHICKEN POX) IMMUNIZATION

/TN

LAST NAME: p(U\\ FIRST NAME: H “\JSDY) TSCCID #: HO&ZGXS 85
VAR KEN TION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR  NURSE,
HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? IF "YES™- SEE STEP 1 § IF “NO" SEE STEP 2,

STEP 1 -IF YOU HAVE PREVIOUSLY COMPLET ED A VARICELLA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE A TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATION1S
REQUIRED.

oateor vamiceLtaTmer. LB ILCNL POSITNE?_\/{E 1.1Al) NEGATIVE?

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE PRINT) Foolun Black re 1) CIENC
PHYSICIANINURSE PRACTITIONER SIGNATURE (4020 K el e 1 NP

—— - ~—e: = ceoy AUBURN UNIVERSITY MONTGNMERY

($0.8A) (pleaseidenilly resutswitha v}

: Provider: STUDENT HEALTH CENTER

! Please place office stamp IRMA B. MOORE HALL RM. 162

~ here {if possible) for P.0. BOX 244023
validation purposes. MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS AREPOSITIVE - YOU ARE DONEI
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEP2 BELOW.

STEP 2 - IF YOU HAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR ANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION IS
REQUIRED.

KEN CINE
DATE OF VARICELLAVACCINE #1:

DATE OF VARICELLAVACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

A
Provider:
Please place office stamp
: here (if possible) for
! validation purposes.

[ E— e — ——




ANNUAL TUBERCULOSIS (TB) SKIN TEST

ro BE COA

LETED R AFTER ACCEPTANCE INTO THE FROGRAM "

LAST NAME: H U\\ Fmsrms:_m\\!ﬁﬂh TSCCID #: AOZZ 6 ﬁs 8 8-
TUBERGULIN (TB) 1 STEP SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

NAME OF PERSON ADMINISTERING:

DATE ADMINISTERED (TEST #1): LOT#: EXPIRATION DATE:
DATE READ: (MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)
TEST RESULTS: POSITIVE NEGATIVE —REDNESS {please identfy resultewitha v}

mm  {please provide measure in milimsters)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here {if possible} for
validation purposes.
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: H U\\ FIRST NAME: A\\ \!&fh TSCCID #: /}Ozzégs 854

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

ATDAP BOOSTER IS5 REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATEOF ORIGINAL ToAP vaceinamion: 3114 10 © DTop DATEOF MOSTRECENT BOOSTER: M\l\‘l

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W
PHYSICIAN/NURSE PRACTITIONER swwmwgdm

; Provider:
Piease place office stamp
here {if possible) for
| validation purposes.

AUBURN UNIVERSITY MONTGNOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 162
P.O. BOX 244023
MONTGOMERY, AL 36124-4023



ADULT IMMUNIZATION RECORD

Name: HULL, ALLYSON TAYLOR
Allergies: DOB: 1040972002
- Chart
Reactions: #
e - Date of Service: 111742022
. ) Type of Vaccine | Date Given | Age at Dose Route & Site Mfr. Lot # VIS Date Vaccinalor Signature
Vaccine Family {no Brand Name) | (mmradfyy) | Adm | (cemL
Tetanus, Diptheria, DTAP 03414403 5m 05
Pertussi
(Pertussis) DTAR 06/09/03 | &m | 05
feqg. Ta, Tdap) -
DTAR 07128104 21m 0.5
DTAP 10/ 7/06 4y 0.5
TDAP Q722014 Tty 05 QUTSIDE CLINIC
Hepatitis A HEF A 1011 7/06 4y a.5
e.q.. HepA. HepA-HepB
(e:9.. HepA. HepA-HepB) - F e e orizena | ity 05 |MRD SKB 7YSTM OUTSIDE CLINIC
Hepatitis B HEPR B AROL/PED 12110/02 2m 05 QUTSIDE CLINIC
(eq.. HepB. HepB-Hib, R 144 -
Tab h oy roph. |HEPB-HIB 03114103 | &m 05
HepB) HEF B -HIB 03/01/04 16m 0.%
Human Papilomavirus HPV (GARDASIL) 07122114 iy 0.5 iM LD MSD KO01500 OUTSIDE CLINIC
L HPY
e ’ HPV (GARDASIL} | 090214 | 11y 05 MSD
HPY (GARDASIL) 08/0715 12y 05 QUTSIDE CLINIC
Measles, Mumps, Rubella |MMR 03/01/04 18 m 05
MMR, Mid
{ ’ Av) MMRYV 1111307 5y 05 OUTSIDE CLINIC
Meningococcal MCV4AP Q7122114 11y 0.5 IM RD PMC LJ4798AA QUTSIDE CLINIC
(MCV4, MPSV4) (MENACTRA}
Pneumococcal
(e.q. PCV. PPV)
Polio 1PV 1210802 2m 05 OUTSIDE CLINIC
s 1PV, DTaP-Hepl- gy 031403 | 5m | 05
IPY Q7128404 21 m 05
IPV 10617/08 4y 0b
Varicella (Var, MMRY) VARICELLA 08/10/06 3y 05
MMRY 1113407 by 05 QUTSIOE CLINIC
Influenza INFLUENZA UNS 1017106 4y 0.25 05
te.q.. TIV.LAIV)
Zoster
Other Plizer Covic19 0111122 19y 1M PFR FL3209 QUTSIDE CGLINIC
Ptizer Covid19 0419722 18y M PFR FJ4985 CUTSIDE CLINIC
{NonDituent)
WARHAWK HEALTH SERVICES PPD Date Results PPD Date Results
/461 EAST DRIVE
Mantoux Maxioux
R 102 MOCRE HALL
MONTGOMERY. AL36117 Manioux Manoux
334 2443281 Mantoux Mantoux




