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INITIAL TUBERCULOSIS (TB) SKIN TEST

ustnue:_éf.@.dﬂ_l’\__ FIRST NAME: @J ﬂ IV/B TSCC D #:

T - TO BECOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

SIEP  -TEST¥:

nave OF PERSON ADMiNIsTERING: YL B Ceninm (EN
DATE ADMINISTERED (TEST #1): M 02 wrx _CAWS AA EXPIRATION DATE: £ 1) ﬁ LS

DATE READ:JZP_I,QWSTBEWHHINA! 72 HRS AFTER DATE ADMINISTERED)

TEST 1 RESULTS: POSITIVE NEGATIVE REDNESS (pleass identify resutswitha v}
m  {pleaseprovide measure in milkneters} )

PHYSICIANINURSE PRACTITIONER SIGNATURE BWMF

On thedate read {48-72 hrs after it is administered), your provider will evaluate, measure, andinterpret the area. Your provider will document the milimeters

{a.g. Omm, 4 mm, 12mm) and ifthe 18t TST is negative, 5 iftha 1stiestis positive, you should see your providerfor
additional evelsationand treaimeant.

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

STEP 2 - TEST #2 - 7 - 21 DAYS AFTER
NAME OF PERSON ADMINISTERING M MQ
DATE ADMINISTERED (TEST #2): IZ.#QLZ_L LOT#: C% MA EXPIRATION DATE: 8[ | | ‘2%

DATE READ:,}_Z‘;I_,EMUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

TEST 2 RESULTS: ; SITIVE EGATIVE w REDNESS (pleaseidentify resuliswiths v*)
q- mm  (please provide measurain millimetars)

PH PRACT MMW
YSICIAN/NURSE ITIONER SIGNATURE AUBURN UNIVERSITY MONTGOMERY

o : STUDENT HEALTH CENTER
‘ Provider: {RMA B. MOORE HALL RM. 102

Please place office stamp P.0. BOX 244023
here (if possibte} for MONTGOMERY, AL 36124-4023

| validation purposes.

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

On the dalaread (48-72 hrs alter TEST #2, your providerwill evaluate, measure, and interpret the TST. Document the milimeters (e.g. 0mm, 4 mm, 12 mm).
¥ the 2nd TSY Is positive, you should see your providerfor edditionalinformation&  treatment.

IMPORTANT NOTE:
f & TB skin test cannot ba performed due o past + isstor BCG  vaccination:
1) Your provider w3 kely order a chasi x-ray and you will provide the program wih a Radiclogist’s roport- OR
2) Your provider {on provider letterhead) can document the! you are free from T8 and do nof need o 2-siap T8 lest or chest x-ray



e
Ny

Iy

Q\“ | I{///

HEALTH EXAMINATION FORM

LAST NAME: (fm&uh FIRST NAME: Qu\m \-’l‘ TSCCID #: PHONENUMBER:

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

Allergles (Food/Drug/Latex, etc.) N \ﬁ‘q
Height UD weight_)79.3 gp_|33[B> Pulse_A3
Vision Right 20/_| 5 Left 20/_ QS Corrected: YE( NO
C NORMAL ABNORMAL FINDINGS
o cBC '
M Cardiovascular v
P Pulses v
Lungs v’
E Skin Va
T ENT. Y
E Gastrointestinal v
Musculosiceleta) v
Neurological v’/
Other V4
Thestudenthas bean diagnosad with a chronic/serious medical condition(s)? (Ex. Diabetes, hypertension, setzure disorders, elc.?) Yes No
If yes, ploase list:
Is/are the condition{s) being prasently controlled or troated? Yes No I yes, please describe:
The studenthas been disgnosed with a psychiatricimental condition(s)? (Ex. Bipolar, depression, chemical dependancy, etc.) Yes / No
Is/are the condition{s) being presenty controled or treated? Yes No  Ifyes, please describe:
The studentia takingprescrbed medications on a regularbasis? Yeos, No

Hf yes, ploase lst:

On ths basls of my sxamination on this dly_l_\_llﬂjlull_. | approve the student's participation in Clinical Education.
month, day, yesr

Yes om0 — . Limited - {fiimlted, please descibe:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) ggﬁ_g_ﬁjgza&u_cmﬂ__
PHYSICIAN/NURSE PRACTITIONER SIGNATUFEMMQ&\P

P.O. BOX 244023
MONTGOMERY, AL 36124-4023

" Provider: }sUBURN UNIVERSITY MONTGOMERY
| Please place office stamp STUDENT HEALTH CENTER
' here (if possible) for ] IRMA B. MOORE HALL RM. 102

validation purposes.
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAME: (}IU‘( YhA FIRST NAMJ()Q\}L VV}} TSCCID #:

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

A TDAP BOOSTER IS REQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

paTEOF orianaL Toap vacomaton: L 1\DYAR T DTulbats of mostrecenT Booster: WAL OTL

PHYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE  PRINT) ngn_é_@m&mp
PHYSICIAN/NURSE PRACTITIONER SIGNATURE BMQMP

| Pravider:
Please place office stamp
here (if possible) for
: validation purposes.

AUBURN UNIVERSITY MONTGNMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 162
P.O. BOX 244023
MONTGOMERY, AL 36124-4023
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VARICELLA (CHICKEN POX) IMMUNIZATION

FIRST M@dﬂ%vﬂ TSCCID #:

N - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR  NURSE,

HAVE YOU RECEVED YGUR VARICELLA/CHICKEN POX IMMUNIZATION? IE TYES" - SEE STEP 1 § IF "NO"SEE STEP 2,

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

DATE OF vwcmrnen;lﬂ],ﬂ]&l‘l PosrrNE?_{“:z 1.4A) NEGATWE?___(SOBA)) (pleasaidentlyresutswitha v)

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) gg_b.g_b_]gw
PHYSICIAN/NURSE PRACTITIONER SIGNATUREW

Provider:

. AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER

Please place office stamp fRMA B.Plov([)(.)ggg g‘:ﬁ‘zl‘;’RM- 102
here (if possible) for MONTGOMERY, AL 36124-4023

validation purposes.

#F YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
iF YOUR RESULTSARE NEGATIVE- COMPLETE STEP2 BELOW.

ﬂ%&- IF YOUHAVE NOT HAD A VARICELLA/CHICKEN POX VACCINATION OR ANEGATIVE TITER RESULT - VARICELLA IMMUNIZATION IS
REQUIRED.

VARICELLACHICKEN POXVACCINE

DATE OF VARICELLA VACCINE #1:
DATE OF VARICELLAVACCINE #2:

PHYSICIANNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIANINURSE PRACTITIONER SIGNATURE

[

’ Provider:

Montgomery County Health '
Immunization Division Depatment | Please place office stamp

3060 Mobile Highway here (if possible} for
Montgomery, Alsbama 36108 f validation purposes.
334'293'6448 S PP

- -~

ST

ol &
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MEASLES, MUMPS, RUBEELA (MMR) IMMUNIZATION
LASTNAME.GD]M FIRST NAME: Din\ﬂ\ rscom ) WU @19 014

{ - TO BECOMPLETED Bf)PﬂYSICIAN. NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEVED YOUR MMR IMMUNIZATION? IE " - “NO*™

STEP 1 - IF YOU HAVE COMPLETED AN MMR IMMUNIZATION IN THE PAST - HAVE A TITER DRAWN - AND HAVE YOUR PROVIDER COMPLETE
THE FOLLOWING. IF ANY RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATIONIS REQUIRED.

DOSE# _
DATE OF MEASLES (RUBEOLA) TITER: ) 1 @1.1 Al} NEGATIVE? (s 0.8Al) (pleaseidentfy resuits witha v) POSITIVE?
DATE OF MUMPS TITER: uwhaillt @

@®1.1A1) NEGATIVE? (£0.8Al) (please identify resuitswitha Ve 1.1
DATEOF RUBELLA (MEASLES) Tier: 11|19 ‘

) . Al} NEGATIVE? (£0.7Al} (pleaseidentfy resullswithe v*)
plahvL hiYer Yoy i
PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) &mﬁhw

PHYSICIAN/NURSE PRACTITIONER &GNATU&_&,QQMW :

Montgomery County Health Depart

Immunizati P
i Provider: 3060 Mobn:";{?;,";i;”
Please place office stamp Montgomery, Am,mi 36108
! here (if possible)} for 334-293-6448
| validation purposes. Seec ctlock . -
IF YOUR TITER RESUL TS ARE POSITIVE - YOU ARE DONE! ~Z o munieaftor—
IF TITER RESULTS ARENEGATIVE - COMPLETE STEP2 BELOW. //(7 i a2

MEASLES, MUMPS, RUBELLS (MMR) VACCINATION

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION IS REQUIRED.

DOSER® 1 MEASLES (RUBEOLA) OATE: DOSE#2  MEASLES (RUBEOLA) DATE:
DOSE#1 MUMPS DATE:_ DOSE¥#2  MUMPS DATE:
DOSES 1 RUBELLA (MEASLES) OATE: DOSE#2 RUBELLA (MEASLES) DATE:

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

PHYSICIANINURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible) for
validation purposes.
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HEPATITIS B IMMUNIZATION

usruma@m_____ FIRST NAME:_QQJ_“! L TSCCID #:
mxmﬂm

HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? = ~NO*

y,
T

HEPATITISE 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 {F YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2.

DATEOF TITER; POSITIVE? \/ (anli-HBs210 miU/mL) NEGATIVE? (anti-HBs S10miti/mL) (pleaseidentiy resuliswitha v/}

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT) W
PHYSICIANINURSE PRACTITIONER SIGNATURE MMP

... AUBURN UNIVERSITY MONTGOMERY
i Provider: STUDENT HEALTH CENTER
; IRMA B. MOORE HALL RM. 102
Please place office stamp

lace oft P.0. BOX 244023
here (if possible} for MONTGOMERY, AL 36124-4023
validation purposes.

1,

IF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETESTEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION QRIF YOUHAD ANEGATIVETITER - A FULL 3-PART SERIES

IMMUNIZATION I$ REQUIRED.
1ST VACCINATIONDATE: PHYSICIAN/NURSE PRACTITIONER SIGNATURdpntgomery County Health Department
Imm ,,gm"mf" ‘Department 3060 Mobile Highway
3060 Mobiike office stamp l ;g::_:tsomm. Alabama 36108 ;
Montgh%nmy i 'W) for 293-6448
334-29 l -644§alidation purposes. ‘ ; €
2ND VACCINATIONDATE _________ PHYSICIAN/NURSE PRACTITIONER SIGNATURE: m
TOBEADMNISTERED | MONTHAFTER 1STDOSE i Montgomery CO‘mty Hcalﬁl
o N Immunization Division
PfOV'd;{ - 3060 Mobile Highway
i Please pi‘ace office stamp Montgormery, Alsbama 36108
| here (if possible) for 334-293-6448 s
validation purposes.
P D AN THE AFTER TD DO — PHYSICIANNURSE PRAGTITIONER SIGNAT N swegomery County Ticalth
! Immunization Division
; Provider: l 3060 Mobile Highway
i Montgomery, Alabama 36108

Please place office stamp |

here {(if possible) for 334-293-6448

1 validation purposes.

| validation purposes. | o5

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

DATEOFTITER:, ______  POSITIVE? (ant-HBa =10 miU/ml.) NEGATIVE? {anti-HBss10mIU/ML) (pleaseidentfy resuitswitha /)




ADULT IMMUNIZATION RECORD

Name: GOREON, DESTINY
Allergies: DOB 11/10/1992
Chat ____
Reactions: #
T T T h Dale of Service:  11/29/2022
. Type of Vaccine | Date Given [Age at Dose Route & Sile Mtr. Lot # VIS Date Vaccinator Signature
Vaccine Family tng Brand Name) | (mmiddiyy) | Adm [ (comL)
Tetanus, Diptheria, DTAP 01/06/93 im 05
(Pertussis) DTAP oin2es | 2y 0%
¢.g. 1a. Tdap) DTAP @nass | 2y 05
DTAR 10/24/95 2y 05
DTAP 0612/97 4y 0.5 QUTSIDE CLINIC
TDAP 03/07/06 13y 0% QUTSIDE CLINIC
TOAP 0607107 14y ab CUTSIDE CLINIC
Hepatitis A
(e.g.. HepA, HepA-HepB)
Hepatitis B HEP B ADOL/PED 111092 Cm 0.5
o ;Hee‘fé_*l‘;@i:&_ HEP B UNS 010603 | 1m [ 05
Hepi) HEP B UNS 0112195 2y 05
Human Papilomavirus HPY (GARDASIL) 111913 21y 0.5 OUTSIDE CLINIC
(eg. HPV) HPV (GARDASIL) | 1071415 | 22y a5 OUTSIDE GLINIC
HPV (GARDASIL) 071116 23y 0.5 OUTSIDE CLINIC
Measles, Mumps, Rubella |MMA 03/114/95 2y 0.5
(MMB, MY NME 06r1er@7 | ay 05 DUTSIDE CLINIG
Meningococcal MENINGOCOCCA|  03/07/06 13y 0 QUTSIGE CLINIC
IMCVA. MPSY 1) L UNS
Pneumococcal
{e.g PCV. PPV)
Polio OPY 01/06/93 [ 1m 0.5
(e.g.. [PV DTalHepB Topy 01125 | 2y 05
oPv 03/14/95 2y 05
13% 0612197 Ay 0.5 QUTSIDE CLINIC
Varicella (Vvar, MMItY) VARICELLA 06/12/97 4y 5 QUTSIDE CLINIC
VARICELLA 1014408 15y 05
Influenza
teg. TIV. LAIV)
Zoster
Other HIB UNS 01/06/93 1m
HIB UNS 012095 2y
HIB UNS 03114195 2y
WARHAWK HEALTH SERVICES PRD Date Resuits PPD Date Results
7461 EAST DRIVE Mantoux Maxloux
RM 102 MOORE HALL
MONTGOMERY, AL36117 Mantaux Mantoux
334 2443281 Mantoux Mantoux




ADULT IMMUNIZATION RECORD

Allergies:

Reacticns:

#

Name:
DOB:
Chart

11101992

Date of Service:

GORDON, DESTINY

11/29/2022

Vaccine Family

Type of Vaccine
(no Brand Name)

Date Given
{mmiddiyy}

Age at
Agm

Dose
{ce/ml.}

Route & Site

MIr.

Lot #

VIS Date

Vaccinaler Signature

Tetanus, Diptheria,
(Pertussis)

{e.g., Td, Tdap}

Hepatitis A
te.q.. HepA, HepA-Hepts)

Hepatitis B

te.g., HepB, HepB-Hib,
[DTaP-HepB-IPV. HepA-
Hepd)

Human Papilomavirus
(e.g.. HPV)

Measles, Mumps, Rubella
(MMR, MMRY)

Meningococcal
(MCV4, MPSV4)

Pneumococcal
2.9 POV, PPY)

Pelio
(e.g., IPY, OTaP-HepB-
Hio)

Varicella (Var, MMRY)

Influenza
e.g . TIV. LAV)

Zoster

Qther

Plicer Covid19

0918421

28y

PFR

FF8730

CUTSIDE CLINIC

Plizer Covid19

1212/21

29y

PFR

FJ1611

CUTSIDE CLINIC

WARHAWK HEALTH SERVICES
7461 EAST DRIVE

RM 102 MOORE HALL
MONTGOMERY. AL36117

334 2443281

PPD Date

Resulls

PPD

Date Results

Mantaux

Maxtoux

Mantoux

Mantoux

Mantoux

Mantoux

-
g s

o
i
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WARHAWEK
HEALTH SERVICES

TB Screening Questionnaire

Name: @Q\Hm% (%)(Nd()ﬂ Date of Birth: ”’ ]O < 9—

Student Number:

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

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 sweais?

Have you had unintentional weight loss?

Have you been feeling very tired? -

Have vou lost vour appetite?

o] N[V N PR PN

Have vou ever had a positive TB skin test result ox 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. Have 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 vou currently have a rash on elther forearm?

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

AR SA TN

15. Have you received a live vaccine in the past_30 days?

*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.

e Q0¥ f\\\U’m?“

Patient Signature: ﬂ@,}'oﬁ\/) éw»A,- Date: h-%—ag

provider Signature: M@ LQ..N Date: ”h q!ﬂ 1

06/2021




. . Jin -
Screer“ng Checkhst PATIENT NAMEDS “1 G‘W CL»‘V\
for Contraindications owte or e L1 0, 92

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. f a question is not clear, please ask your healthcare provider to explain it.

don't
yes no know
1. Are you sick today? M G- O
2. Do you have allergies to medications, food, a vaccine component, or latex? O L
3. Have you ever had a serious reaction after receiving a vaccination? M pr ]
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 bload disorder? Ll @f L
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? ! v
6. In the past 3 monihs, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of M [D/ O
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? O - O
8. During the past year, have you received a transfusion of bload or blood products, o
or been given immune {gamma) globulin or an antiviral drug? o U
9. For women: Are you preghant or is there a chance you could become pregnant | e
during the next month? . . L U
- ‘ | ya
_10. Have you received any vaccinations in the past 4 weeks? O @/ O

ﬂ . . ’B’GP on "llQ’ -
FORM COMPLETED BY S /7’1/,] 6"’({4" DATE 1139 92

FORM REVIEWED BYM DATE__\_\M

Did you bring your immunization record card with you? yes Vno L]

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.

immunization
action coalition
- Rk Technical content reviewed by the Centers for Disease Control and Prevention

\ Saint Paul, Minnesota « 651-647-9009 » www.immunize.org » www.accineinformation.org

;
= N T

el www.immunize.orgfcatg.d/p4065.pdf = Ttem #P4065 (4/18)
immunize.org



AUM Student Health Services
Immunization Record

Patient Name: [ Des-+.nJ (hordon
!

Allergies/Medical Alert: N A

Birthdate: . \o 945

Immunization |Date Site Comments V.I. 5. Initials
b A1 620 e 13 Nl [(ang
Tdap in
Td Booster
MMR
HEP A
HEPB
Other
gﬁ Date Given: | Date Read: | Results: MFR LOT# Comments Initials
1. 85%aa ‘
Tuberculin Testing 2] ,!27/ _mn’ Sﬁ'—‘ﬂ%‘ OSS?:EPA (OF A IKJM_
PPD (MANTOUX} ek, S [FR3 1
0.1mliD y - - —al\
A X111 1:cm§§ LR by STIZENes : 1
Initials Signature initials Sighature
ONR AMS_ AT O]

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102

P.0. BOX 244023

MONTGOMERY, AL 36124-4023

STAMP ABOVE



