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MEASLES, MUMPS RUBEELA MMR) IMMUNIZATION

[ [ _
wasThame Ot X on FIRSTN me:_ﬂ\[\&\'fa — TSCCID #:
MEASLESMUMPS/RUBELLA (MMR) IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

HAVE YOU RECEVED YOUR MMR IMMUNIZATION? IE

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

DOSE#
DATE OF MEASLES (RUBEOLA) TITER: 1119111 1.1 Al) NEGATIVE? (S 0.8A!) (pleaseidenify resuits witha v) POSITIVE?
DATE OF MUMPS TITER: Jlﬂii @ 1.1A) NEGATIVE? (s0.8Al) (please entily resultswitha «@ @11
DATE OF RUBELLA(MEASLES) Tirer: 1110

ATEOFRU ¢ ) Al) NEGATIVE? (€07 AY) (pleaseidently resulswitha v*)

P OSHAR i dey
PHYSICIANNURSE PRACTITIONER NAME S CREDENTIALS (PLEASE PRIVT)Roboin B lncdauwse Ll CIENS

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

i Provider:

Please place office stamp
l here (if possible} for
| validation purposes.

IF YOUR TITER RESULTS ARE POSITIVE - YOUARE DONE!
IF TITER RESULTS ARENEGAYIVE - COMPLETE STEP2 BELOW.

MU BE V. JION

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

DOSE# 1 MEASLES (RUBEQLA) DATE:___| DOSE#2  MEASLES (RUBEOLA) DATE:
DOSE# 1 MUMPS DATE.__| DOSE#2  MUMPS DATE:
DOSE# 1 RUBELLA (MEASLES) DATE:__| DOSE# 2 RUBELLA {MEASLES) DATE:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIANMNURSE PRACTITIONER SIGNATURE

Provider:
Please place office stamp
here (if possible]) for
validation purposes.
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LaSTNAMI OVXO0D FIRST msaﬁdﬁ’z\i&_ T8CC 1D #:

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

TION

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

oate apmmisTeren: 121917 manuracTurer: | 5SKL ot NILSR  expiraion pare: \DI301R

SITE OF INJECTION: \/LEFT DELTOID —.RIGHTDELTOID  (please idenlify location of injection with a v')

PROVIDER - PLEASE PRINT THE FOLLOWING INFORMATION:
NAME OF PERSON ADMINISTERING: WA B 10X ICREDENTIALS OF PERSON ADMINISTERING: 1N

SIGNATURE OF PERSON ADMINISTERING: 4 _\ NS s n PN
NAME OF OFFICE OR FACILITY: PR\ erone # 1524) 1YY 31 4

streetaporess: 11\ V EOSNY Dy cm;mlﬁmjmy% sate: (. zw cooe: 2wl

; Provider: AUBURN UNIVERSITY MONTGOMERY
; : STUDENT HEALTH CENTER

' Please place office stamp IRVA B. MOORE HALL RM. 102

|

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




VARICELILA
LASTNAME: D1 X on FIRST
VARICELL A/CHIGKEN POX IMMUNIZATION - TO BE GOM

HAVE YOU RECEIVED YOUR VARICELLA/CHICKEN POX|
STEP 1 - IF YOI} HAVE PREVIOUSLY COMPLETED A VARI
REQUIRED.

pateor variceuaTmer: 1214110 PO

PHYSICIAN/NURSE PRACTITIONER NAME & CRED!

PHYSICIAN/NURSE PRACTITIONER SIGNATURE
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(CHICKEN POX) IMMUNIZATION

e e,

ETED BY PHYSICIAN, NURSEPRACTITIONER, OR NURSE,

TSCCIO #:

UNIZATION? IE TEP

LA/CHICKEN POX IMMUNIZATION OR HAVE HAD THE CHICKEN POX - HAVE A TITER

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

Provider:

Please place office stamp
here (if possible) for

validation purposes.

R

IE YOUR TITER RESULTSARE POSITIVE - YOUARE DONE!

IF YOUR RESULT

S ARE NEGATIVE - COMPLETE STEP 2 BELOW.

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

REQUIRED.

v

DATE OF VARICELLA VACCINE #1: ll\[],_b‘\\’ll

DATE OF VARICELLAVACCINE #2;
PHYSICIAN/NURSE PRACTITIONER NAME &CR

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

i

A

CINE

CKEN

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

UBURN UNIVERSITY MONTGNMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 102

P.0. BOX 244023
MONTGOMERY, AL 36124-4023
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INITIAL TUBERCULOSIS (TB) SKIN TEST

LasTramE: 1D X.on

FIRST NAME: mfﬁ\_[a _—

YSCCID #:
TUBERCULIN (TB) 2 STEP MANTOUX SKIN TEST - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
STEP1-TEST#:
NAME OF PERSON ADMINISTERING: MM_EJLLM_\VN

pare AomvisTeren (resT #): 1214100 re: (9B00AA

EXPIRATION DATE: 3 hG\’LS

DATE READ:] 4 ]’ &MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

POSITIVE
D

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

REDNESS

TEST 1 RESULTS: NEGATVE

{pleasa provi

On thedate read (48-72 his alter itis administered), y
{e.g. Omm, 4 mm, 12 mm) and ifthe 151 TST is negative;
additional evaluationand treaiment.

IF TEST #1 WAS NEGATIVE -
STEP 2 - TEST#2 -7 -21 DAYS AFTER STEP 1
NAME OF PERSON ADMINISTERING: Y Crnolin | BALYINDAL, RN
DATE ADMINISTERED (TEST #2): jlhlll()'\,’], wre _UOH0LAA

(please identify resultswitha +}

ider will evaliale, measure, and imerprel the area. Your provider will document the milimeters

Ifthe 1sttestis positive, you shoukl see your providerfor

AIT 7-21 DAYS BEFORE COMPLETING STEP 2

expiration pate: A11G\13

ZZ(MUST BE WITHIN 48-72 HRS AFTER DATE ADMINISTERED)

DATE READ:
TEST 2 RESULTS: SITIVE NEGATIVE __ REDNESS  (pleaseldentifyresultswitha v*)
@:r:\ {please provide mepsurefd mil rs)
PHYSICIAN/NURSE PRACTITIONER SIGNATURE AUBURN UNIVERSITY MONTGNMERY
_ STUDENT HEALTH CENTER
T IRMA B. MOORE HALL RM. 102
Provider:

here (if possible) for

Please place office stamp

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

. validation purposes.

On the dataread (48-72 hre after TEST #2), your provider will gvaluate, measure, andinterprel the TST. Document the millimeters (e.g. 0 mm, 4 mm, 12 mm).

if the 2nd TST is figgafive - youare dons!

On the dste read (48-72 hrs after TEST #2, your provider will
i the 2nd TST Is posilive, you shoukl see your provider for ad

IMPORTANT NOTE:

¥ o TR skin test cannot ba performed dus fo past + testor BC:
1) Your provider wi ikely order a chest x-ray and you wil

Information & treatrment.

vaccination:

paluale, measure, andinlerpret the TST. Document the milkmeters{e.g. 0mm, 4 mm, 12 mm).

the programwith a Radiologist's report - OR

2) Your provider (on provider letterhead] tan document that are freg from T8 and do nol nead a 2-siep T8 test or chesi x-ray
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TDAP (TETANUS, DIPTHERIA, PERTUSSIS) IMMUNIZATION

LasThame:_{Xon FIRST NME:_W& TSCCID #:

T ] U C -TO BECOMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

A TDAP BOOSTER ISREQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF CRIGINAL TDAP VACC!NAWMX DATEOF MOST RECENT BOOSTER: l Z \
| [/

PHYSICIAN/NURSE PRACTITIONER NAME & CRED @ (b

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

LI PR, PR BT

Provider: N UNIVERSITY MONTGOMERY
Please place office stamp STUDENT HEALTH CENTER
here {if possible) for £2.MA B. MOORE HALL RM. 102
validation purposes. P.0O. BOX 244023

| e e SONTCOMERY, AL 36124-4023




LASTNAME:M__ FIRST NAME: ;g'\w('\e?\f  _ TSCCID #:

HZATION? - “NO*"

HEPATITIS B IMMUNIZATION - TO BE COMPLETED BY PH

STEP 1 - IF YOUHAVE COMPLETED AHEPATITIS B SERIEY IN THE PAST - HAVE A TITER DRAWN AND COMPLETE THE FOLLOW
PLEASE NOTETHAT IF YOUR TITER IS NEGATIVEYOU MUST COMPLETE STEP 2. OWING.

SICIAN, NURSE PRACTITIONER, OR NURSE,

DATE OF TITER; 11sh POSITIVE?

AUBURN UNIVERSITY MONTGOMERY

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 ARE POSITIVE - YOUARE DONE!
IF YOUR RESUL TS ARE NEGATIVE - COMPLETE STEP 2 BELOW.

STEP 2 - IF YOU HAVE NOT COMPLETED A HEPATITIS B IMMUNIZATION DR IF YOU HAD ANEGATIVE TITER

IMMUNIZATION IS REQUIRED.
w5t vacomamonoared LI, AVB ) HWM
T
IUDENT ) mﬁ HCENTER;
: Pleaﬂétpimx)ﬁmgamp
MONHeMERY;s\iSi0q. 4023

; valtdatlon purposes I

2ND VACCINATIONDATE — PlleS!CiANiNURSE PRACTmONE.R SIGNATURE:
TOBE ADMNISTERED 1 NONTHAFTER 15T DOSE

Provider:

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

3RD VACCINATIONDATE .
O BE ADMMISTERED 8 NONTIHS AFTER SNDDOE — PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

Please place office stamp
here {if possible) for
t|  validation purposes. '

i
[ | ath de i e et ea e mans e e e -

AFTER COMPLETION OF 3-PARY SERIES, HAVE A TITER DRAWN FOR HEPATITIS B SURFACE ANTIGENS (anti-HB3) Tb DOCUMENT IMMUNITY:

Provider: j
|

DATE OF TITER: POSITIVE? {anti-HBs 210 miU/mL) NEGATIVE? {anti-HBss10mIU/mL) (please identify resuliswitha ')




Screening Checklist NAMEJ(’B‘\W Do
for Contraindications DATE OF “Dﬁ-’ﬂ 9T
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. itjust means
additional questions must be asked. If a question s not clear, please ask your healthcare provider to explain it.

don't
yes know
1. Are you sick today? r O
2. Do you have ailergies to medications, food, a vaccine companent, or latex? [ \E?
3. Have you ever had a serious reaction after receiving a vaccinhation? - O
4. Do you have a fong-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? [ U
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? O ™

8. 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 ]
theumnatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments?

S\\[«khig\\g\g 2| 0| 0| &3
I

7. Have you had a seizure or a brain or ather nervous system aroblem? M O
2. During the past year, have you received a transfusion of blood br blood products,
or been given immune (gamma) globulin or an antivira! drug? [ L
9. For women: Are you [:;regnant or is there a chance you could becorne pregnant
during the next month? 0
10. Have you received any vaccinations in thé past 4 weeks? 1 1

FORM COMPLETED BY (44 DATE Z
FORM REVIEWED BY Mlm 1214 ]:] M2

L L= DATE

Did you bring your immunization record card with you? yes [ no [

It iz 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 healithcare provider records all your vaceinations on it.

immunization
action coalition
o Lo T Technical content reviewed by the Centers for Disease Cantrol and Prevention
b 2, . . N . . .. .
i . 3 Saint Paul, Minnesota « 657-647-3009 » www.immunize.org » wwwyaccineinformation.org
. o
i, S

i www.immunize.org/catg.d/p 4065.pdf = ltem #PADES (4/18)
immunize.org
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WARHAWK
HEALTH SERVICES

TB Screening Questionnaire

Name: \JA\W Q ‘wﬂ Date of Birth: OZJ)]r_, ! \%ﬁ

Student Number: _

Please mark “yes” or *no” to the following questions. YES NO )
1, Do you have a cough that has lasted longer than 3 weeks? v/
2. Have you coughed ug blood or mucus? V)
3. Have you had fever, chills, or night sweats? \//
4, Have you had unintentional weight loss? vV /
5. Have you been feeling very tired? - ' v/
6. Have vou lost your appetite? : ' ~7
7. 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? v/
9. Have you recently had the mucus coughed up tested for TB? W
10. Have you ever been told you had TB or latent TB? i
11. Have you ever taken medicine for TB? 4 L,
12. Have you ever lived with or had close contact with scmeone who had

TB? - ‘ A
13. Do you currently have a rash on either forearm? v /
14. Are you immunocompromised? (Steroids, chemotherapy, or other?) N /
13 Have you received a live vaceine in the past 30 days? v

*Al1 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: ﬂ'@é ,(Q// Date: @ ! 9022,
Provider Signature: C/(/tjz,,_ h M pate: LIS

ﬂ-____-_-_-_-—./ 1

oe/2021



Auburn Montgomery Student Health Services
7461 East Dr
Montgomery, AL 36117
(334) 244-3281

Laboratory Results

Patient Name: ALNETRA DIXON Order Date: 12/05/2022
MRN: 5250 DOB: 02/17/1997 Phone: () - Gender: FEMALE
Placer Order ID: 00846244 Physician: BLACKWELL

Fitler Order 1D: ALOBYZ15Y Physician 1D; 1295276632
Specimen Date: 12/05/2022 4:42 PM Fasting:

Resuit Date: 12/06/2022 9:14 PM Disposition:

Specimen Source: SOURCE, UNSPECIFIED

Test Name Abnecrmal  Result Value Unit of Measure Ref Range Status Preducer |ID

MEASLES AB (IGG), IMMUNE STATUS 125.00 AU/mL E AT
AL /ml, Interpretation
<13.50 Not corsistent with immunity
13,50-76 4% Eguiveral
i AD Tormistant with o immunsty

Toe presence of measics g6 sugaesls irrmunitatl n or
Is e

past or current Lotect:on wilh measles virus.,
E

For additioral :information, pilease refer =o
htip://education.Questlilagnostios, com/ fagq/FAGLED
T

{This link 1s being provided for informationald

educartional parposes only b

MUMPS VIRUS AR IG5, TMMUKE 4,80 Al/mL b AT
STATUS

AU/ mL Interpretation

<9, 60 Not. consistent with immunity

9. 00-10.8% Eguivacal

F10,66 Cersistent with immunity

The presence of mumps IgG antibody suggests immunization
oropast or current nfection with mumps virus.

RUBSELLA AR MGG, IMMUNE STATDS i.4an Index 3 AT

Index Interpratalian

.50 Kot consistent with cmmunity
0LA0-0.409 Eguivocal
Soor o+ b, 00 Consistant with immuanity

The presence of rubella Igo antibody sugagests

Immunizat1on Or Dast or current infection with

rubelia virus,

Test Name Abnormal  Result Vatue Unit of Measure Ref Range Status Producer 1D
HEPATTTIS B SURFACE AR L <5 mil/mL » QR - 10 F AT

IMMUNTTY, N

Confidential

Generated by an Electronic Health Record application on  12/12/2022 1:22:39 PM 1 of 2



Auburn Montgomery Student Health Services
7461 East Dr
Mantgomery, AL 36117
(334) 244-3281

Laboratory Results

Patient Name: ALNETRA DIXON Order Date: 12/05/2022
MRN: 5250 DOB: 02/17/1997 Phone: () - Gender: FEMALE
Placer Order I1D: 00846244 ’ Physician: BLACKWELL

Filler Order ID: ALOB9215Y Physician ID: 1205276632
Specimen Date: 12/05/2022 4:42 PM Fasting:

Result Date: 12/06/2022 9.14 PM Disposition:

Specimen Source: SOURCE, UNSPECIFIED

Patient does not hive :mmunity to henal:ivis B virus.

For additional Information, please rafer to
http: /Jedunation.quastdiagnostics.com/fag/FAQLOS

Tals link 1s being provided for informational’s

coational purposes onlyl.,

Test Name Abnormal  Resuit Value Unit of Measure Ref Range Status Producer 1D
YAPICELLA ZOSTER YVIRUS ANTIBODY 1. <135.00 index 3 AT
LIGG:

Index Interpretation

B AN Pogavive - dotected
3% un fea. oo mauivocal

1én, o Pampt tve - At azody detooted

A positive result indicates that the pat.ient
has antibody to V2V but dees not differentiate

between an active or past infecrian.

The clinical dilagnosis must be interprezed :in
conjuncrion with the olinical! signs and symptoms of
the patient. This assay reliably nmeasures lmmunity
due te previows infection bur may oot be

sensiTive enouyh to detect antibodies induced by
vacrination. Thus, a negative result in a vaccinated
individual does not necessarily indicate
sysceptiblility to V2V infection. A mere sensitive
test for vaccinatlieon-induced immunity is Varicella
Zoster Virus Antibody Immunity Screen, ACLE,

Lab
QUEST DIAGNGSTICR-ATLANTAILIDAZSSS31) - AT YOUNG ANDREW
1777 MCNTREAI TIRCLE  TUCERE, GR 30034-68070

Confidential

Generated by an Electronic Health Record applications on 12/12/2022 1:22:39 PM 2 of 2
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HEALTH EXAMINATION FORM
LAST uma-D'l)( In FIRST M:Bh\r\ wirg, rtsccox pronenumeer: 334 314 7

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

Allergles (Food/Drug/Latex, ml)“ iﬁﬂ

Heigt_Lt3{n Weight_o™]71.23 sel4l | BF puise (371
Vision Right 20/__ QS Lei20/__ QT Comecte: YO NEI

NORMAL ABNORMAL FINDINGS

CBC - Y.

Cardiovascular v

Pulses v

Heart

Lungs

Skin

EN.T.

Gastrointestinal

Musculoskeletal
Neurological

Other

The studsnt has been diagnosed with a chronic/serious madical condiion(s)? (Ex. Giabetes, hypertension, setzure disorders, eic.7) Yes l/ No

MY ZON

WM

if yes, please list:

is/are the condition(s) being presently controlled or troated? Yos 1/ No  [If yes, piease describe:
The student has been dingnosad with & paychigiric/mental condition(s)? (Ex. Bipolar, depression, chemical dependency, etc.)

Yesk No

Is/are the condiion{s) being prasently controlad or treated? Yes, No  [|f yes, plsase desaibe:
The student is takingprescribed medications on a regularbasis? Yes No
H yes, ploase list
Onthebasis of my examinationon thisday| S .71 - 3 D, 1spprovethe student's participation in Clinicat Education.
/ month, day, yeer
Yes —No Limited - if iimited, please describe:

L]
PHYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALS (PLEASE W)EMMQL&L
PHYSICIANNURSE PRACTITIONER siaNATURER ol /3121, e i CONO

o e et e ———————

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER

! Provider: IRMA B. MOORE HALL RM. 102
Please place office stamp P.0. BOX 244023

i
; ace of
. here (if possible) for l MONTGOMERY, AL 36124-4023

l validation purposes.




WARHAWK
HEALTH SERVICES

Vaccine Consent and Administration Record

Name: \}‘\m FD“U\ D i'T lq(,)l ) Phone:/%‘ﬂ (_?)[K}' 7(0@4—‘
Mailing Address: ZD"F i t})ﬂﬂﬁﬁh SY City: MW(%W}ST AL Zip A2} 1)

_ V31 | (o
Insurance Company: M’ Subscriber na.me.{_m'\\ug ()Wthg w]gg%‘
Insurance Contract Number: Ew %\\ ‘\5? Bc@roup number: H‘UO

Screemng Questions: Yes No  Don’t Know

C

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

2) Do you have allergies to any foods, medications or latex?

(For example: eggs, gentamycin gelatin, food, neomyein, thimerosal, or vaccinations)

List
3) Have you had any serious reactions from a vaccine? v
4) Have you been diagnosed with Guillain-Barre syndrome? N4

Consent for Services: [ have been provided with the Vaccine nformation Sheet corresponding to the vaccine that [
am receiving. I have read or have had explained the information provided abeut the vaceine I am to receive. Lhave
had the chance to ask questions that were answered to my satisfaction. I understand the benefits and risks of vac-
cination and I veluntarily assume full responsibility for eny reactions that may result. Irequest that the vaccine be
given to me or the person named above for whom I am authorized to make this request,

Signature ﬁ/ﬁﬁﬁ’b‘ /\9\#6»—/ Date @

Administration Date Route: IM@ RD Velume: 0.5mi
Administrator Y¥Y .\?ﬁ\&,\f—v\u\ LN IS Date 08/15/2019

Mamifactorer: GSK Fluarix® Quadrivalent Lot# M3R5SBE Expires 06/30/2023

Temp: 3%7’ pusc T

Blelogicais
5‘2238




