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Screening Checklist panienr w100 Ahnsans
for Contraindications  ®™eramSh-lE2
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. If you
answer “ves” to any question, it does not necessarily mean you should not be vaccinated. ltjust means
additional questions must be asked. If a question is not clear, piease ask your healthcare provider to explain it.

don't

yes no knDW
1. Are you sick today? O [E/ O
2. Do you have allergies to medications, food, a vaccine component, or latex? ] @/ ]
3. Have you ever had a serfous reaction after recelving a vaccination? M m/ |

4. Do you have a long-term health problem with heart disease, lung disease, asthma, [5/

kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? L L
5. Do you have cancer, leukemia, HIV/AIDS, arany other immune system problerm? O [E/ 1

6. in the past 3 months, have you taken medications that affect your imrmune system,

such as prednisorne, other steroids, or anticancer drugs; drugs for the treatment of 4 [Q/ l:]
heumatoid 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?

A

8. During the past year, have you received a transfusion of blood or blood producis, sz/
or been given immune (gamma) globulin or an antiviral drug? . L
8. For women: Are yoii pregnant or is there a chance you could become pregrant
during the next monih? ) . 0 ‘E/ L
10. Have you received any vaccinations in the past 4 weeks? - [Q/ !

(. 4

FORM COMPLETED BYO/ Q,U‘""" S’ DATE
< éh\)

FORM REVIEWED BY 2R AN L8 DATEM_

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

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 tirme
you seek medical care. Make sure your healthcare provider records all your vaccinations on It
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TB Screening Questionuaire

Nams: OW&JL 9{/‘&" Date of Birth: g/~ | ¥~ IR

Student Number:

Z
O

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 sweats?

Have you had unintentional weight loss?

Have you been feeling very tired?

Have you lost yout appetite?

Have you ever had a positive TB skin test result or Positive

interferon gamma release assay (IGRA) result?
If so, when?

'®, 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?

{1. Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with someone Who had
TR7 :

13. Do you cuzrently have a rash on either forearm?

14. Are you unmunocompromised“? {Steroids, chemotherapy, or other?)

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

X

{INRR

e A Fal Pl Tk L

\

NN NN

*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.

[— /O3

Patient Signature: O{,/)_ 2 e Q&/——" Date:

provider Signature: \v\}\ﬁ S rd N Date:__\lmm,j’____
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ADULT IMMUNIZATION RECORD

Narne:  JOHNSON, JESSICA K

Allergies: DOB:  Q1/18/1992
R " CHR#:
cuons:
ed s Date of Service: 1/23/202
. . Type of Vaccine | Date Given | Age at Dose Route & Site T, Lot # VIS Date Vaccinator Signature
Vaccine Family {no Brand Name) | (mm/ddiyy) | Adm | (ce/mL)
Tetanus, Diptheria, CTP 07/19/82 am 0.5
{Pertussis} oTP vr/29/92 | 6m | 05
9., Td, Td
(eg ap) oTP 10292 | om | 05
DTP 02/01/98 4y 0.5
DTP 08/27/96 4y 0.5
ToAP 08/13/07 15y 0.5 QOUTSIGE CLINIC
TDAP 07/10/18 28y 05 IM PMC USB56AA CUTSIDE CLINIC
Hepatitis A
{e.g., HepA, HepA-HepB}
Hepatitis B HEP B ADCL/PED | 02/01/96 4y 0.5
{e.g., HepB, HepB-Hib, 3/27/96 4 i
DTaP-HepB-IPV, HepA- HEP B ADOL/PED{ O ¥ 0.5
HepB} HEP B ADQL/PED] 03/19/03 1y 0.5 CUTSIDE CLINIC
Human Papilomavirus
{e.g.. HPV)
Measles, Mumps, Rubella |MMR 02/01/96 4y 0.5
(MMR. MMRV) MMR 08/27/96 4y 0.5
Maeaningococcal
(MCV4, MPSV4)
Pneumococcal
(e.g. PCV, PPV)
Polio CPV Q07/29/92 6m 0.5
ﬁ'tf‘)" IPV. DTaP-HepB-  I5py 110202 | om | 05
OPV 01/25/94 24m 0.5
CPV 02/01/96 4y 0.5
Varicella (Var, MMRV) VARICELLA, 03/19/03 11y 0.5 QUTSIDE CLINIC
Influenza
(e.g., TIV, LAIV)
Zoster
Other HIB {(HBOC}) 07/29/92 6m 0.5
HIB {(HBQC) 11/02/92 am 0.5
HIB {(HBQOC) 01/25/94 24 m 0.5
MONTGOMERY CO HLTH DEPT PPD Date Results PPD Data Results
3060 MOBILE HWY
Mantoux Maxtoux
MONTGOMERY, AL36108-4027 Mantoux Mantoux
334 2936448 Mantoux Mantoux

V8 -4HD
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HEPATITIS B IMMUNIZATION

LASTNAME:__. k shnsorl FIRST NAME: Jtiﬂ 1£c TSCCID #:
HAVE YOU COMPLETED A SERIES OF HEPATITIS B IMMUNIZATION? |F *YES"- SEE STEP 1 & IF "NO"SEE  STEP 2.
HEPATITIS B IMMUNIZATION - TO BECOMPL ETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.

STEP 9 - IF YOU HAVE COMPLETED AHEPATIT IS 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.

paTEOF TITER: A1 O POSITIVE? (anti-HBs210 miU/mL} NEGATIVE? \/(anli-HBssw miU/mL) (pleaseidentfy resuilswitha )

PHYSICIAN/NURSE PRACTITIONER NAME & CREDE

PHYSICIAN/NURSE PRACTITIONER SIGNATUR!

AUBURN UNIVERSITY MONTGOMERY

Provider:

STUDENT HEALTH CENTER
Please piace 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 AREPOSITIVE - YOUARE DONE!
IF YOUR RESULTSARE NEGATIVE- COMPLETE STEP2 BELOW.

SYEP 2 - IF YOUHAVE NOT COMPLETED AHEPATITIS B IMMUNIZATION QR IF YOU HAD ANEGATIVE TITER

IMMUNIZATION IS REQUIRED.
vaccinanonoate \\RNGNR CANQURSE FRAY TURE;
15T AT TE: AUBM m-
S’I’U])EN’[S HfNaFH CENTER
e o0
g 54 402
MO iaation pﬁrposes
2ND VACCINATIONDATE ______ PHYSICIAN!NURSE PRACTITIONER SIGNATURE:

TOBE ADMNISTERED 1 MONTHAFTER 1STDOSE

! Provider:

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

JRD VACCINATIONDATE :
TO BE ADMNIS TERED 6 NONTHS AFTER SND DOSE PHYSICIAN/NURSE PRACTITIONER SIGNATURE:

|' Provider:

. Please place office stamp

| here (if possible) for
valtdatton PUrposes.

[ P

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

DATE OF TITER: POSITIVE?, {ant-HBs210 miU/mL) NEGATIVE? {anti-HBsS10mIU/mL) (pleaseidently resultswitha v*)
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VARICELLA (CHICKEN POX) IMMUNIZATION

LAST NAME: kn 0507 FIRST NAME: kss Ha o TSCCID #:

VARICELLA/CHICKEN POX IMMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSEPRACTITIONER, OR NURSE,

HAVE YOURECEIVED YOUR VARICELLA/CHICKEN POX IMMUNIZATION? \F "YES" - 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 - HAVE A TITER
DRAWN AND HAVE YOUR PROVIDER COMPLETE THE FOLLOWING. IF RESULTS ARE NEGATIVE - SEE STEP 2 - RE-IMMUNIZATIONIS

REQUIRED. :

paTEOF vARICELLATITER: 1 1 YL IR Posrrwe'rl_mn Al) NEGATIVE?____ (s0.8A) (pleaseidentfy resutswitha v*)

PHYSICIAN/NURSE PRACTITIONER NAME & CRED

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

Provider:

AUBURN UNIVERSITY MONTGOMERY

i . 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 TITERRESULTS ARE POSITIVE - YOU ARE DONE!
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 IMMUNIZATIONIS
REQUIRED.

VARICEL CKEN CINE
DATE OF VARICELLA VACCINE #1:

DATE OF VARICELLAVACCINE #2:

PHYSICIANMNURSE PRACTITIONER NAME & CREDENTIALS (PLEASE  PRINT)

PHYSICIAN/NURSE PRACTITIONER SIGNATURE

e

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

|
t
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MEASLES, MUMPS, RUBELLA (MMR) IMMUNIZATION
LAST NAME: \l}msrm FIRsTNAME_ ST TSCCID #:
MEASLES/MUMPS/RUBELLA (MMR) [MMUNIZATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE.
HAVE YOU RECEIVED YOUR MMR IMMUNIZATION? [E"YES" - IE*NO" 2

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

DOSE# :
paTE OF MeasLes (RuBeoLa) TITER: 1\\Q V1013 poSITIVE? @1.1 Ay NEGATIVE? (50.8A) (pleaseidently resuts witha +) POSITIVE?

DATE OF MUMPS TITER: \l.\.h.\l&\iz @117} NEGATIVE? (<08AI) (pleaseidentiy resultswitha v ) POSRENE? (1.1
F RUBELLA (M TITER:
DATEOF R (MEASLES) TITER \-h-“m Al) NEGATIVE?  (S0.7Al) (pleaseidentiy resuliswitha v*)

P

; 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
va"da(tiopn purpo)ses MONTGOMERY, AL 36124-4023

IF YOUR TITER RESULTS AREPOSITIVE - YOUARE DONE!
IF TITER RESULTS ARENEGATIVE - COMPLETE STEF2 BELOW.

ES BEL R) V, Tl

STEP 2 - IF YOU HAVE NOT HAD AN MMR IMMUNIZATION OR IF YOU HAVE A NEGATIVE TITER - IMMUNIZATION 1S 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:

PHYSICIAN/NURSE PRACTITIONER NAME & CREDENTIALS(PLEASE  PRINT)

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: __¢ bhﬂé('ﬁ FIRST NAME: l&S Slca TSCCID #:
TETANUS, DIPTHERIA, 8 PERTUSSIS {TDAP) VACCINATION - TO BE COMPLETED BY PHYSICIAN, NURSE PRACTITIONER, OR NURSE,

ATDAP BOOSTER ISREQUIRED EVERY 10 YEARS AFTER INITIAL VACCINE.

DATE OF ORIGINAL TDAP vaccmuamion: IR1AN bATEOF MosT REcenT soosTer: 1L 11OV ¥
DTe ;v iy

PHYSICIAN/NURSE PRACTITIONER NAME 8 CREDENTIALSAPLEASE (PRINT) Mmjm_ﬂh_,%\l?‘
PHYSICIAN/NURSE PRACTITIONER SIGNATURE / fﬂn(\ w

| Provider:

. Please place office stamp
' here {if possible) for

i validation purposes.

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



