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SKIN TEST

LASTNAME: 227 &}u FRsTNAME: L 00Ky TSCCID #:
TUBERCULIN (TB) 2STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
STEP 1 -TEST#1:
NAME OF PERSON ADMINISTERING: [n‘)f ondl Emm_\_,jﬂ\)
DATE ADMINISTERED (TEST #1); L2 llh UL wor# el AA EXPIRATION DATE: ﬁ\lf’iili
DATE READ:; | UMUST BE WITHIN 48-72HRS AF [ER DATE ADMINISTERED)
TEST 1 RESULTS: POSITIVE NEGATIVE  ___ REDNESS (pleasedentify resuliswitha V)

mm  (please providene

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

On the date read (48-72hrs afteritis administered), you
(e.g.0mm, 4 mm, 12 mm) end ifthe 18t TST is negative,
additional evatuationand trealment.

IF TEST #1 WAS NEGATIVE -

——_———.—u——-——"_

andinterpretthe area, Your provider will docusnent the millimeters
_{f tha 1sttestis positive, youshould see your providerfor

AIT 7-21 DAYS BEFORE COMPLETING STEP 2

ider will evaluate, measure,
h }

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

NAME OF PERSON ADMINISTERING:

DATE ADMINISTERED (TEST #2): plnhs Ld}T r LS Y0LAA EXPIRATION DATE: 3 hah3
DATE READ: UM /MUST BE WITHIN 48:72 HRS AF TER DATE ADMINISTERED)

TEST 2 RESULTS: POSITIVE NEGATIVE ____REDNESS (pteaseidentify resuliswitha V)

W AUBURN UNIVERSITY MONTGOMERY

R STUDENT HEALTH CENTER
I IRMA B. MOORE HALL RM. 102
Provider: P.0. BOX 244023
Please place office stamp MONTGOMERY, AL 36124-4i123
1 here (if possible) for ’ B
b validation purposes.
.,_! . wed ta am ——

|
i
|

On the dale read (48-72 hrs after TEST #2), yourprovider wil 'bvaluale. measure, and interpret the TST. Document the milimeters (e.g. ¢mm, 4 mm, 12 mm).
i the 2nd TST Is negalive - youare done! ;

On thedate read (48-72 hrs aftet TEST #2,your providerwiilévaluate. measure, andinterpretthe TST.Documentthe milimeters (e.g. Omm, 4 mm, 12 mm).
If the 2nd TST is positive, you should 888 your providerfor adgillonall nfomation& traatment.
|

IMPORTANT NOTE: :
I 8 TB skin lest cannict be performod due to past + testor BGG vaccination:
1) Your providor wi tkely order @ ches! x-ray and you will provide the programwith a Radiologis!'s report- OR
1 Yo DO Y vter lonrhand) nan document that you ere free from T8 and do nol neod @ 2-step TB test or chest x-ray



AQM Student Health Services
Immunlzat:on Record

Patient Name: ¥_0 LU 'Lt)\{\l\P A Birthdate: \4 {3y \\0\0\%
Allergies/Medical Alert: Ny A - _(m[\m \!9.1&\’\‘\\195s
" ~immuniZation® [Date Site [Plose. “MFR |Comments VIS, dinitials
i) e AITREY
Tdap wn
INoCSaG0L4
%n.u.._mn' o
Td Booster BO0STHN
';Mfllh i
geatoe. il
m
MMR i
|
HEP A i
- 122 T22 {4 ddsd] QS22 DM
HEP B i
B Vaccine
B | ENGERIX.B
Other ' E‘Jio‘éi..m.... e
I 495702
‘Date Given: | Date Read: u\‘Rpsults: . MFR LOT# . Comments " Initials
Tuberculin Testing P LATLE7 17, NN CangBICERDGAA lovn 3haIBOEA IS
PPD (MANTOUX) m.\lmm47 4 S M mﬁh_ A s&&s
0.1mtiD
i
Intials | _Signature Initials Sigttature
NN AR ML@
M
|
I
AU URN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
B. MOORE HALIL RM. 102
-‘ P.O. BOX 244023
MONTGOMERY AL 36124-4023
I
|
§

i STAMP ABOVE
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HEPATITIS B IMMUNIZATION
LAST NAME:],Q:K_\_\L!___ FIRST NAih:-:: L o20hu TSCCID #:

HAVE YOU COMPLETED A SERIES OF HEPATITISB IMMUNI:ZATlON? |F*YES"- SEE STEP. 1,8 IF "NO*SEE STEP 2.

HEPATITIS B IMMUNIZATION - TO BE COMPLETED BY PHYS$ICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 1 - IF YOUHAVE COMPLETED AHEPATITIS B SERIES JN THE PAST - HAVE ATITER DRAWN AND COMPLETE THE FOLLOWING.
PLEASE NOTE THAT IF YOUR TITER IS NEGATIVE YOU MUST COMPLETE STEP 2.

|
DATEOF TITER: | L ‘fL' h:L POSITIVE?

(anti-HBsz10miUimL} NEGATIVE? z {anti-HBs 10 miU/mL) (pleaseidentify resultswitha v/
PHYSICIAN/NURSE PRACTITIONER NAME &CRED

SE PRINT) \.'\mm ,f;g\figﬁ;_ua\\\’

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

e e AUBURN UNIVERSITY MONTGNMERY
Provider: STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102
P.O. BOX 24423 —— =7~
MONTGOMERY, AL 36124-4023

|
~ Please place office stamp
| here {if possible) for
validation purposes.

i
i

IF YOUR TITE ;RESULTSARE POSITIVE - YOU ARE DONE!
IF YOUR RESULTS ARE NEGATIVE - COMPLETE STEPZ BELOW.

|
STEP 2 - IF YOUHAVE NOT COMPLETED AHEPATITISB IMNUNIZATION ORIF YOUHAD ANEGATIVE TITER-A l\L 3-BART SERIES
IMMUNIZATION 1S REQUIRED.

1sT v.«ccmmounm&_\l\jh&ﬂl PHYSICIAN/NURSE PRACTITIONER SIGNATURE: i
AUBURN UNIVERSITY MONTGOMERY

‘% . STUDENGHEALTH CENTER
1 Emwu@maﬁw 102
b o here QWIH

lM,Sﬁﬁ'& ! Wpﬁ e }24-\4‘)23

2ND VACCINATIONDATE (e th {CIAN/NURSE PRACTITIONER SIGNATURE:
TO BE ADMNISYERED 1 MONTHAFTER 1STOOSE !

i oo e e s e

| Pravider:

| | Please piace office stamp
~ here {if possible) for

validation purposes.

IR0 VACCINATIONDATE __________— ’ ,
3RO VACCINATION DAL AR NG00 P?-IYSSC!ANINURSE PRACTITIONER SIGNATURE
! Provider:
' please place office stamp
here (if possibie) for

i

1

b3

" !
[P

validation purposes.
AFTER COMPLETION OF 3-PART SERIES, HAVEATITER DRAWN FORHEPATITISB SURFACEANTIGENS {antl-HES) TO DOCUMENT IMMUNITY:
i

DATE OF TITER: POSITIVE? {anti-HBs <10 miu/mLl) (pleaseidentfy resultswith 8

(antiHBsZ10mIUImL) NEGATIVE?



LASTNAME: 2.2 1 O\ FIRSTNAME_X.G2.00h0 TSCCID #:
MEASLES/MUMPS/RUBELLA (MMR) IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEIVED YOUR MMR IMMUNIZATION? IE"YES! - SEE STEP 1 & IF"NQ" SFE STEP 2.

STEP 1 - iF YOUHAVE COMPLETED ANMMR 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: 12121070, 1.1 Al) NEGATIVE? (s 08AI) (pleaseidentty results witha v} POSITIVE?
DATE OF MUMPS TITER: | @14Al) NEGATIVE? (s08AI) (pleaseidentdy resultswitha yfodtier et

DATE OF RUBELLA{MEASLES) TITER: “ ILl [ L
( ) . Al NEGATIVE? (0.7 Al) (pleaseideniify resultswilha v}

GV fer  Tor vy, \
LEASE PRINT) L \\_' )d\SE M E.)ui M‘J?

PHYSICIAN/NURSE PRACTITIONER NAME & CRED
WiN%

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

O‘J , -, AUBURN UNIVERSITY MONTGOMERY
- Provider: STUDENT HEALTH CENTER
| Please place office stamp IRMA B. MOORE HALL RM. 102

. here (if possible} for P.0. BOX 244025

validation purposes. MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTSAREPOSITIVE - YOUARE DONE!
IF TITER RESUL'ITSARE NEGATIVE - COMFLETE STEP2 BELOW.

E ' mMu UBEL R} VA T10

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION ¢R IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION 1S REQUIRED.

DOSE# 1 MEASLES (RUBEOLA}) DATE __ DOSE# 2 MEASLES (RUBECLA} DATE:
DOSE# 1 MUMPS DATE:_ DOSE# 2 MUMPS DATE:
DOSE# 1 RUBELLA (MEASLES) DATE: DOSE# 2 RUBELLA (MEASLES) DATE:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIAL$ (PLEASE PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

. Provider:

. Please place office stamp
here {if possible) for
validation purposes.
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VARICELLA ; CHICKEN POX) IMMUNIZATION
LAST NAME: Ql%}fj FIRSTN4M5: y h Lu bg TSCCID #:

omm.yareoev PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

VARICELLA/CHICKEN POX IMMU NIZATION - TOBEC

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX IMﬁUNIZATION? |

STEP 1 - IF YOU HAVE PREVIOUSLY COMPLETED AVARIC LA/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-IMMUNIZATIONIS

REQUIRED. |
DATE OF VARICELLATITER: L __W—_lL\l'L\. Posmvii? v @ 1.4Al) NEGATIVE?___(SOBA) (pleaseidenty resulswitha )

E STEP 1 & |F "ND" SEE

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
AUBURN UNIVERSITY MONTGNMERY

o  Provider: STUDENT HEALTH CENTER
| Please place office stamp IRMA B. MOORE HALL RM. 102
here (if possible} for P.0. BOX 244023

| validation purposes. MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF YOUR RESULTS ARE NEGATIVE- COMPLETESTEP2 BELOW.

«IF YOUHAVE NOTHAD A VARICELLA/CHICKEN PbXVACCINATION ORANEGATIVE TITERRESULT - VARICELLA IMMUNIZATIONIS
1

REQUIRED. |
VARICEL KEN POXVACCINE

DATE OF VARICELLAVACCINE #1: |
|

DATE OF VARICELLA VACCINE #2:

PHYSICIAN/NURSE PRACTITIONER NAME &CREDENTI*\LS {PLEASE PRINT)

PHYSICIANINURSE PRACTITIONER SIGNATURE

|

|

ET Provrder

.| Please place office stamp
here {if possible) for
vahdation purposes

il
|
i
T
|
f
‘\
\
\
|
!
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LAST NAHE:MM’_N____ FIRST NA+E:_LCDQM__ TSCCID #:
i

I DIPTHER ERTUSSIS(TD CCIN -TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

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

DATE OF ORIGINAL TDAP VAGCINATION: | llug © DATE OF MOST RECENT BOOSTER: oL

nuy .

o

PHYSICIAN/NURSE PRACTITIONER NAME & CRED

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
T

b Provider:

. Please place office stamp

. here (if possible) for

i . validation purposes.



Alabama Community College System
Nursing Programs Essential Functions Form

z Trenholm State
Acknowledgment Page

COMMUNITY COLLEGE

=

Note to all applicants: The essential functions form must be signed and dated by the student. This states that you
have read and agreed to the terms. You will receive the essential functions form for the nursing program once

accepted into the program for a healthcare provider to complete
AQR DL

Kihana Lulojex
1210211027

“"“‘%w MO

"Apphca‘ﬁt 5 S@ature
Date

an’s Signature

R a ) a }/\&, 2,0 l al Q/} }/ have revealed my medical history truthfully and completely.
(Prmt Apphcant s Name)
I authorize my medical provider to give information to the Trenholm State Community College Nursing Department

y ability fo participate in clinical rotations.

A g w‘} WA

¢ phcaﬁ{s Sl@ﬁture and Date
\
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INFLUENZA (FLU) IMMUNIZATION

LAST NAME: 7-4?1\(1‘\? X FIRST NAME: h TSCCID #

SEASONAL INFLUENZA (FLAU SHOT) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE

FLU SEASON TYPICALLY BEGINS MID-SEPTEMBER
VACCINATIONS ARE NOT AVAILABLE BEFORE THIS TIME

oare aominisTEReD: L LU imanuracTurer: _ SV Lot# 398 ExeiraTION DATE: wiRo\ 23
SITE OF INJECTION: _V LEFTDELTOID  __ RIGHTDELTOID  (please identily location of injection with & v')

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION:

+

NAME OF PERSON ADMINISTERING: A DENTIALS OF PERSON ADMINISTERING: R‘N

SIGNATURE OF PERSON ADMINISTERING: M@\S
NN mm%\«u ~
NAME OF OFFICE OR FACILITY: Brubuin e kst Hone M w4 -8
streeTApDress: 14\ CONY Y, oy mgjs\;mq. staTe: Y\, 2P cooe: M1

I
| Provider:
Please place office stamp
here (if possible} for
validation purposes.

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



ADULT IMMUNIZATION RECORD

Name: ZEIGLER, KAZAHA MONICE
Aliergies: pog: 10401999
- Chart }
Reactions: ¥
T T T T e e e Date of Service:  12/01/2022
o Type of Vaccing | Date Given | Age at Dose Foute & Sie Mir. Lat # VIS Date Vaccinator Signature
Vaccine Family (no Brand Name) | (mmigdsyy) | Adm | {ceml)
Tetanus, Riptheria, DTAP 0111199 2m Q05
Pertussi
{Pertussis} DTAP 031989 | 4m | 05
eq.. Td, Tda
©4 P DTAP 06078 | 7m | 05
DTAR 1141602 4y 65
Hepatitis A HEP A 08/06/11 12y 1.0 MSD QUTSIDE CLINIC
{e.g., HepA, HepA-Hepi}
Hepatitis B HEP B ADOL/PED | 10/30/98 om 05 CUTSIDE CLINIC
(9., HepB, HepB-Hib, HEP B ACOLPED| 1211 1 5
DTaP-HepB-BV, Heph: [ ED) 1210R8 A
HepB)
Human Papilomavirus HPV (GARDASIL) 08/06/11 12y 1.0 MSD OUTSIDE CLINIC
e.g., HPV
(e ) HPV (GARDASIL) 02/0113 14y 0.5 MSD QUTSIDE CLINIC
Measles, Mumps, Rubella jMMR 08/06/04 by 05
{MMR, MMAY)
Meningocaccal
(MCYV4, MPSVA)
Paeumococeal PPV23 03/101/01 2y 05
{e.g. PCV. PPV}
Polio 1Py 0111499 2m 0.5
G- DiaP-Hep8 Mgy 03r9/98 | am | 05
[0224Y Q6/07/59 7m 0.5
Py 1111502 4y 05
varicella (Var. MMAY)
Influenza INFLUENZA 09/06/11 127y 1.0 PMC OUTSIDE CLINIC
(e, TIV, LAIV) SPLIT BSA
1IvVd MDCK . OBR217 18y 04 SEQ
FREE :
livd - P FREE 09/09/18 19y 05 SEQ
Zoster
Other HIB UNS 01/11/89 2m
HIB UNS 031999 4m
WARHAWK HEALTH SERVICES PPD [late Results PPD Date Results
7461 EAST DRIVE
Manteix Maxloux
RM 102 MOOME HALL
MONTGOMERY, AL38117 Mantous Martoux
334 2443281 Mantoux Mantoux
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HEALTH EXAMINATION FORM

LAST NAME:_L. Q..\ CAI\M FIRSTNAME: Y- O TO NG TSCCID #: PHONE NUMBER:

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

Allergles (Food/Drug/Latex. etc.) ‘\WDQ
Height \0 By . weight 299, 7. BP1R1\B% Pulse_ A3
Vision Right 20/_2% Left20/_1LO Comected: YO NO
c NORMAL ABNORMAL FINDINGS
o CBC - A
M Cardiovascular ve
P Pulses e
Heart v
L Lungs v,
E Skin v
T EN.L e
E Gastrointestinal v
Musculoskeletal v .
Newrological v
Other
The studenthas been dlagnosed with a chroniciserious medical condition{s)? (Ex. Diabetes, hypertension, seizure disorders, elc.?) \/ Yes No
it yes.please is:____TLCOIL
Is/are the condition{s} being prasenily controlled or treated? Yes No  If yes,please describe:
The student has been diagnosed with a psychiatric/mental condtiion(s)? (Ex. Bipolar, depression, chemical dependency, etc.) Yes \/No
is/are the condition(s) being presently controlied or treated? Yes Ne Ifyes,please describe:
The student is takingprescribed medications on a regularbasis? \/ Yes No

If yes, piease list: Du !2] i‘Pn"f '\njpfm

On the basis of my examination on this day l?/! 2 I’Zz , 1approvethe student's particlpation in Clinical Education.
month, doy, year
! Yas

No Limited - Iflimlted, please describe:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDEN

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider: A{JBURN UNIVERSITY MONTGOMERY

: Please place office stamp STUDENT HEALTH CENTER

' here {if possible) for IRMA B. MOORE HALL RM. 102
i validation purposes. P.O. BOX 244023

-— : it e ..l MONTGOMERY, AL 36124-4023
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WARHAWK
HEALTH SERVICES

Vaccine Consent and Administration Record
v SO NA 211G 0 A0]194 R0 of DO

Mailing Address:\_'“))('o § WUW\ M@:HDNqum )ﬁ% 2O

Insurance Company: M Subscriber nam " 00 n IZO

Insurance Contract NumberE ‘ E)O\ Dl %’l %Qhﬂoup number:"?—)

[€5on. 014 M

Screening Questions: Yes No

X]

Doen’t Know

1) Are yousick today? ( cold, fever, acute illness}

2) Do you have allergics to any foods, medications or latex? |x

g;ﬁﬁpieefij f &d{cﬁgd%’ﬁ 606 Keomycm thimerosal, or vaccinations)

/)
H 1Y€ you had v semou k
4) ijfj 9215 bEegn Egnos w1t m

eSJtmns froma vaccme’?

Guillain-Barre syndrome?

Consent for Services: I have been provided with the Vaceine Information Sheet corresponding to the vaccine that I
am receiving. 1 have read or have had explained the information provided about the vaccine I am fo receive. IThave
had the chance to ask questions that were answered to my satisfaction. Iunderstand the benefits and risks of vac-
cination and I voluntarily assurne ful! responsibility for any reactjons that may result. Irequest that the vaccine be
 given to me ot the'persen named abeve for whom T am authorized to make this request,

Signature l

7

ROMM Volume: 0.5ml

VIS Date 08/15/2019

Administration Date ’\, LT
Adminijstrator ¥y K OGAM \‘EN
Manufacturer: GSK Fluarix® Quadrivalent Lot # M3R5B Expires 06/30/2023

Temp: ﬂ\) Y

EXP

NOC 53160-890-41
Influsnzs
Vactine

FLUARX QUADRIVALENT
222/ 02) Formmla

[ 118

o e LRI

Wf\ﬁw% M{ L, Dtemm/l Wwry

510838
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WARHAWK
HEALTH SERVICES

THB Screening Questionnaire

wame: INOLQANIA 2010101 Date of Birth: ‘O[%O !qu K

Student Number: AO S\L\ ‘?) B@ \_Q,

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

YES

"1, 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 lost vour appetite?

P
3
4
5. Have vou been feeling very tired? -
6
7

. Have you ever had a positive TB skin test result or Positive
interferon gamma release assay (IGRA) resuit?
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 you currently have a rash on ither forearm?

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

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

S (XK ¢ D] &

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

| attest the above is true and gecurate to the best of my knowledge.

m Date: \/L

02{2027

Patient Signatura: ,
r W U

provider Signature: _(L/(// /f/? v&OJLN pate: _ L1V W01

0&/2021




Screening Checklist PATIENT NAME K Q 1(Ji\r\u w (_\l\é,l\/
for Contraindications oarz o mere 14 30 AY
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be g'wen today. If you
answer “yes” to any question, it does not necessarily mean you should not be vaccinated. !t just means
additional questions must be asked. If a question is not clear, please ask your healthcare prowder to explain it.

don’t
yes no know
1. Are you sick today? OJ 77| I
2. Do you have allergies to medications, food, a vaccine component, or iatex? b O |
3. Have you ever had a serious reaci} rpeqivi cination ™ iy i [ O
4. Do you have a long-term health problem with hgartdiS&asg, \ung disease, asthma, [
kidney disease, metabolic disease (e.g., diabefe ot other blo %
ol ¥iK) 61\50“%
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune sys’cem problem? O E 1

6. In the past 3 months, have you taken medlcations that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of m I ]
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments? dU\P\ '
i P %

1

7. Have you had a seizure or a brain or other nervous system problem? M

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

WX
[

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

1%

[
10. Have you received any Vaccmatlons in the past 4 weeks? ]n \QCTI@M dup“ ¥ 0}) v O m [

oo XO2ONAL 70101 02 2102|207,

FORM REVIEWED BY /VUT —_—e j>; 2w pare L1110
“Tdep' V2RI

Did you bring your immunization record card with you? yes LI no M

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 fime
you seek medical care. Make sure your healthcare provider records ali your vaccinations on it.

immunization

actior: coalition

i LT Technical content reviewed by the Centers for Disaase Control and Prevention
E : . Saint Paul, Minnesota « 651-647-9009 = www.immunize.org » wwwyaccineinformation.org

[ %

www.immunize, orgjcatg.d/p4065.pf = ltem #P4065 (4/18)
immunize. DT‘Q



